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cimetidme 


How  Supplied:  » 

Pale  green  300  mg.  tablets 
in  bottles  of  100  and  Single  Unit  Packages  of  100 
(intended  for  institutional  ^se  only). 
Injection,  300  mg./2  ml., 
in  single-dose  vials 
and  in  8 ml.  multiple-dose  vials, 
both  in  packages  of  10. 
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Yours  Truly"  by  Jobsf— it’s  only  natural. 

Finally,  a truly  natural  external  breast  prosthesis  is  available  to  your  patients.  No  need  to 
follow  the  trauma  of  a radical  mastectomy  and  associated  psychological  overlay  with  an 
ugly,  even  grotesque  breast  prosthesis  of  unnatural  polyvinyl  chloride. 

Now,  with  the  help  of  your  nurse.  Reach  to  Recovery  volunteers,  and  others,  you  can 
suggest  to  your  postmastectomy  patients  an  external  breast  form 
that  is  seamless  and  natural.  The  Yours  Truly™  breast  form  is  new. 
Worn  right  against  the  skin  it  requires  no  special  bra  to  stay  in 
place.  It  moves  with  the  vitality  and  flow  of  a natural  breast.  The 
silicone  gel  inside  has  a specific  gravity  of  .98,  only  .04  more  dense  than  human  breast 
tissue  and  the  response  in  vivo  is  nearly  identical.  There  are  thirteen  sizes  from  which  to 
choose,  each  with  the  contour  and  suppleness  of  the  female  breast  size  it  replaces. 

Contact  your  local  Jobst  Service  Center  for  complete  details. 

JOBS!  DENVER  SERVICE  CENTER 

Suite  600,  The  Franklin  Medical  Center 
2045  Franklin  Street 
Denver,  Colorado  80205 
303/861-2007 


A character 


all  its  own, 


Valium  (diazepam/Roche) 
is  a benzodiazepine  with  a 
character  all  its  own. 
Pharmacologically,  it  is  a potent 
skeletal  muscle  relaxant  and  anticon- 
vulsant (in  adjunctive  use),  as  well 
as  an  antianxiety  agent.  Pharmaco- 
kinetically,  only  Valium  provides 
active  diazepam  as  well  as  the  active 
metabolites  3-hydroxydiazepam, 
desmethyldiazepam  and  oxazepam. 

But  the  individual  character  of 
Valium  is  even  more  apparent  clinically 
than  pharmacokinetically.  And  far 
more  significant.  That’s  because  of  the 
patient  response  obtained  with  Valium. 
A response  which  brings  a calmer 
frame  of  mind.  A response  which  has  a 
pronounced  effect  on  the  somatic 
symptoms  of  anxiety,  particularly  mus- 
cular tension.  A response  which  helps 
the  patient  feel  more  like  himself  again 
because  of  the  way  Valium  reduces  the 
overwhelming  symptoms  of  anxiety 
and  psychic  tension. 

Another  important  aspect  of  the 
clinical  character  of  Valium  is  safety. 
Though  drowsiness,  ataxia  and  fatigue 
are  possible,  these  and  more  serious 
side  effects  are  rarely  a problem.  Of 
course,  as  with  all  CNS-acting  drugs, 
patients  taking  Valium  should  be  cau- 
tioned against  driving,  operating 
dangerous  machinery  or  the  simulta- 
neous ingestion  of  alcohol. 

Unquestionably,  many  psycho- 
therapeutic agents,  including  other 
benzodiazepines,  have  antianxiety 
effects.  But  one  fact  remains:  you  get 
a certain  kind  of  patient  response 
with  Valium.  It’s  a response  you  want. 
A response  you  know.  A response  you 
trust  as  part  of  your  overall  manage- 
ment of  anxiety  and  psychic  tension. 


Valiuirf® 

diazepam/Roche 

2- mg,  5-mg,  10-mg  scored  tablets 

a prudent  choice  in  psychic 
tension  and  anxiety 


Before  prescribing,  piease  consult  compiete  product 
information,  a summary  of  which  foliows: 
indications:  Tension  and  anxiety  states;  somatic  complaints 
which  are  concomitants  of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  apprehension,  fatigue,  de- 
pressive symptoms  or  agitation;  symptomatic  relief  of  acute  agita- 
tion, tremor,  delirium  tremens  and  hallucinosis  due  to  acute  alco- 
hol withdrawal;  adjunctively  in  skeletal  muscle  spasm  due  to  re- 
flex spasm  to  local  pathology;  spasticity  caused  by  upper  motor 
neuron  disorders;  athetosis;  stiff-man  syndrome;  convulsive  dis- 
orders (not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long-term  use, 
that  is,  more  than  4 months,  has  not  been  assessed  by  systematic 
clinical  studies.  The  physician  should  periodically  reassess  the 
usefulness  of  the  drug  for  the  individual  patient. 

Contraindicated:  Known  hypersensitivity  to  the  drug.  Children 
under  6 months  of  age.  Acute  narrow  angle  glaucoma;  rfiay  be 
used  in  patients  with  open  angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution  against 
hazardous  occupations  requiring  compiete  mental  alertness. 
When  used  adjunctively  in  convulsive  disorders,  possibility  of  in- 
crease in  frequency  and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant  medication; 
abrupt  withdrawal  may  be  associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures.  Advise  against  simulta- 
neous ingestion  of  alcohol  and  other  CNS  depressants.  With- 
drawal symptoms  (similarto  those  with  barbiturates  and  alcohol) 
have  occurred  following  abrupt  discontinuance  (convulsions, 
tremor,  abdominal  and  muscle  cramps,  vomiting  and  sweating). 
Keep  addiction-prone  individuals  under  careful  surveillance  be- 
cause of  their  predisposition  to  habituation  and  dependence. 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital  malformations  as 
suggested  in  several  studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do  become  preg- 
nant. 

Precautions:  If  combined  with  other  psychotropics  or  anticon- 
vulsants, consider  carefully  pharmacology  of  agents  employed; 
drugs  such  as  phenothiazines,  narcotics,  barbiturates,  MAO  in- 
hibitors and  other  antidepressants  may  potentiate  its  action. 

Usual  precautions  indicated  in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal  tendencies.  Observe  usual 
precautions  in  impaired  renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypotension, 
changes  in  libido,  nausea,  fatigue,  depression,  dysarthria,  jaun- 
dice, skin  rash,  ataxia,  constipation,  headache,  incontinence, 
changes  in  salivation,  slurred  speech,  tremor,  vertigo,  urinary  re- 
tention, blurred  vision.  Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucinations,  increased  muscle 
spasticity,  insomnia,  rage,  sleep  disturbances,  stimulation  have 
been  reported;  should  these  occur,  discontinue  drug.  Isolated 
reports  of  neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect.  Adults:  Ten- 
sion, anxiety  and  psychoneurotic  states,  2 to  10  mg  b.i.d.  to  q.i.d.; 
alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.d.  or 
q.i.d.  as  needed;  adjunctively  in  skeletal  muscle  spasm,  2 to  10 
mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive  disorders,  2 to  10  mg 
b.i.d.  to  q.i.d.  Geriatric  or  debilitated  patients:  2 to  2V2  mg,  1 or  2 
times  daily  initially,  increasing  as  needed  and  tolerated.  (See  Pre- 
cautions.) Children:  1 to  2Vz  mg  t.i.d.  orq.i.d.  initially,  increasing 
as  needed  and  tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and  10  mg — 
bottles  of  100  and  500;  Tei-E-Dose®  packages  of  100,  available  in 
trays  of  4 reverse-numbered  boxes  of  25,  and  in  boxes  containing 
10  strips  of  10;  Prescription  Paks  of  50,  available  singly  and  in 
trays  of  10. 
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Our  Cover 

A rebel  from  New  England,  W.  Herbert  Dunton, 
born  in  Augusta,  Maine,  August  28,  1878,  became 
one  of  the  principal  sources  for  Easterners  wanting  to 
know  what  the  West  was  like.  His  painting,  "The 
Shower,”  on  our  cover  captures  Western  dimensions 
in  its  immense,  torrential  sky.  Like  Turner,  "Buck” 
Dunton  submitted  himself  to  the  West  in  all  its 
flighty  weathers.  A Taos  painter  until  his  death  in 
1936,  Dunton  did  his  bit  to  "hand  down  to  posterity  a 
bit  of  the  unadulterated  real  thing.”  Credit:  The 
Anschutz  Collection. 


Address  all  correspondence  relating  to 
subscriptions,  advertising  or  address 
changes,  manuscripts,  organization  and 
other  news  items  relating  to  editorial 
content  to  Editorial  and  Business  Office. 


COLORADO  MEDICAL  SOCIETY 


Editorial  and  Business  Office 
1601  E.  19th  Ave. 

Denver,  Colorado  80218 
Telephone  (303)  861-1221 


dent:  Ray  G.  Witham,  M.D. 
President:  Joseph  H.  Poynter,  M.D. 


President-elect:  K.  Mason  Howard.  M.D. 

Constitutional  Secretary:  Frederick  A.  Lewis,  Jr.,  M.D. 


Treasurer:  Amilu  S.  Martin,  M.D. 
Executive  Vice  President:  R.  G.  Bowman 


im  S.  Pierson,  Director  of  Communications 
Young,  Assistant  Editor 

■rship  and  Sponsorship:  Colorado  Medicine  (ISSN  0035-760X)  is 
d by  the  Colorado  Medical  Society  and  is  published  monthly  as 
-profit  enterprise  for  the  mutal  benefit  of  the  organizations 
1 jointly  sponsor  it.  It  is  published  under  the  direction  of  the 
i of  Trustees  of  the  Colorado  Medical  Society.  It  is  the  Official 
al  of  the  Colorado  Medical  Society  and  the  Rocky  Mountain 
:al  Conference. 


Copyright:  1980  bv  the  Colorado  Medical  Society.  All  material  subject 
to  this  copyright  appearing  in  Colorado  M edicine  may  be  photocopied 
for  the  noncommercial  purpose  of  scientific  or  educational  advancement 


Advertising:  National  representative:  John  H.  Harling,  Inc..  8 South 
Michican  Avenue,  Chicago,  Illinois,  60603.  Telephone:  (312)  641-9755. 

Subscriptions:  $12.00  peryearin  advance,  postpaid  in  the  United  States 
and  its  possessions:  single  copy  SI  .25  including  postage.  Subscription 
is  included  in  medical  society  dues  of  the  Colorado  Medical  Society. 


Second  class  postage  paid  at  Denver,  Colorado 


for  1980 


7 


presldenfe 

letter 


After  having 
attended  the  Ameri- 
can Medical  Associa- 
tion Interim  Session 
the  first  week  of  De- 
cember, I am  pleased 
to  report  that,  as 
usual,  your  Dele- 
gates {Bob  McCurdy 
and  Kenneth  Platt) 
and  Alternates  (Joe 
Kovarik  and  Bill  Takahashi)  performed  admir- 
ably in  Reference  Committees  and  on  the  floor 
of  the  House.  These  four  physicians  have  an 
outstanding  voice  in  AMA  activities. 

I would  wish  that  every  physician  in  this  state 
could  witness  an  AMA  House  of  Delegates 
meeting.  The  color,  drama  and  debate  of  the 
issues  germane  to  our  daily  activities  is  an  im- 
pressive process  to  witness.  One  cannot  help  but 
be  caught  up  in  the  intensity  of  debate. 

There  is,  I think,  a widespread  belief  that  the 
AMA  is  an  organization  that  is  unyielding,  be- 
hind the  times  and  deaf  to  the  voice  of  the  physi- 
cian’s causes.  Not  so!  There  is  a healthy  balance 
between  our  AMA  Board  of  Trustees,  the  House 
of  Delegates  and  the  Councils.  Debate  on  the 
floor  of  the  House  is  manifested  through  excel- 
lent parliamentary  guidance  and  delegates 
with  outstanding  ability  to  express  themselves. 
Regional  and  state  interests  are  demonstrated 
with  a single  goal  in  mind;  the  welfare  of  our 


patients.  The  question  in  the  democratic  process 
of  the  AMA  is,  and  always  must  be,  how  to 
approach  that  goal.  I repeat:  the  AMA  is  doing  a 
good  job  in  representing  the  physicians  of 
America.  The  AMA  deserves  your  fullest  sup- 
port. 

1980  is  upon  us;  another  decade  to  predict,  so 
111  make  some  predictions.  I believe  we  will  see 
the  end  of  some  dread  diseases  this  next  ten 
years.  I’m  speaking  of  breakthroughs  on  the 
level  of  an  end  to  smallpox,  poliomyelitis  and  an 
isolated  group  of  malignancies.  Certainly,  im- 
munology technics,  which  are  near  perfection, 
will  wipe  out  many  diseases. 

I also  predict  the  development  of  communica- 
tions processes  which  will  create  new  avenues  of 
training,  consultation  and  transport.  Without 
question,  such  advancements  will  change  pat- 
terns of  practice. 

It  is  my  prediction  that  serious  debate  will 
occur,  focusing  attention  on  the  new  science  of 
genetic  change  and  development.  Of  course  no 
conclusion  can  be  drawn  now;  however,  we  will 
surely  realize  capabilities  of  predicting  and 
making  changes  in  life  forms.  These  develop- 
ments will  create  intense  moral  differences  of 
opinion. 

I believe  we  will,  therefore,  be  more  involved 
than  ever  in  preventive  aspects  of  medicine  and, 
thus,  attempt  to  redefine  "preventive.” 

In  any  event  the  decade  of  the  ’80s  will  bring 
numerous  new  problems  combined  with  great 
homes,  the  very  meat  of  our  existence. 

Happy  New  Year  to  you  and  yours! 


e>«ajtive 

report 

In  this  and  future  issues  of  Colorado  Medicine 
we  promised  some  exciting  things.  Our  new 
format  of  worthwhile  news,  interesting  articles, 
controversial  topics  and  scientific  briefs  hope- 
fully will  entice  you  to  put  Colorado  Medicine  on 
top  of  your  reading  list.  Please  let  us  know  your 
opinions  and  suggestions.  We  sincerely  want  to 
"meet  your  needs”. 


In  the  short  time  that  I have  been  aboard  as 
Executive  Vice  President  of  your  Medical  Soci- 
ety and  Foundation,  I have  been  amazed  with 
the  variety  of  issues  in  which  your  Society  and 
FMC  has  been  involved.  Major  governmental 
issues  to  be  faced  early  in  January  are  the  Medi- 
cally Indigent,  Nurse  Practitioners  and  the  Col- 
orado Hospital  Commission.  Your  Hartford 
malpractice  program  and  its  1980  rates  will  also 
be  reviewed  and  renegotiated  soon. 

I have  met  with  the  executive  staffs  of  many 
other  health  related  organizations  and  they  are 
anxious  to  continue  close  ties  with  CMS  and 
CFMC  in  order  to  develop  a "team”  approach  to 
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identify  issues  concerning  us.  It  seems  easy  to 
identify  problems  facing  medicine  but  concrete 
solutions  or  specific  goals  are  very  illusive. 

Our  internal  organizations  are  also  hard  at 
work:  (1)  The  executive  staffs  of  the  Medical 
Society  and  FMC  are  meeting  jointly  to  develop 
an  internal  structure,  communications  and 
staff  priorities,  so  that  the  organizations  can 
accomplish  their  common  goals  but  each  in 
their  distinct  way.  (2)  The  Foundation  is  explor- 
ing ways  to  provide  a variety  of  needed  services 
to  physicians,  hospitals  and  patients  in  the  pri- 
vate sector.  These  activities  would  tjierefore  be 
separate  from  their  excellent  but  government 
supported  PSRO  activities.  (3)  Communications 
and  public  information  services  for  the  Medical 
Society  and  Foundation  are  being  greatly  ex- 
panded. Much  more  information  will  be  availa- 
ble to  you,  your  specialty  society,  and  your  com- 
ponent medical  societies. 

Dr.  Witham,  President  of  CMS,  is  spending  a 
great  deal  of  time  visiting  component  medical 
societies.  I am  also  available  to  any  component 
society.  (4)  The  Specialty  Societies  Office  of  the 
Medical  Society  has  a new  director,  Ms.  Vi 


FREE  TO  CHOOSE 

The  Colorado  Association  of  Commerce  and 
Industry  has  announced  a series  of  television 
programs  on  Capitalism,  dealing  with 
economics  and  the  benefits  of  a capitalistic  soci- 
ety. This  PBS  television  series  features  Milton 
Friedman,  Nobel  laureate,  economist,  and  col- 
umnist, in  which  he  "challenges  us  with  start- 
ling facts  and  thought-provoking  ideas,  then 
responds  to  opposing  views,  raising  brass-tack 
questions  about  the  future  of  our  society.” 

The  series  of  ten  programs  will  air  on 
KRMA-TV,  Channel  6,  Denver,  at  the  following 
times: 

Power  of  the  Market  -9p.m.,  Friday,  January 
11,  1980 

12  noon,  Saturday,  January  12,  1980 
The  Tyranny  of  Control  - 9 p.m.,  Friday, 
January  18,  1980 

12  noon,  Saturday,  January  19,  1980 
Anatomy  of  Crisis  - 9 p.m.,  Friday,  January 
25,  1980 

12  noon,  Saturday,  January  26,  1980 


Brown.  Call  her  for  information  or  services.  (5) 
The  CMS  role  in  legislative  areas  is  becoming 
more  and  more  important.  Because  of  increas- 
ing commitment  to  good  health  legislation  and 
Mrs.  Carol  Tempest’s  superb  track  record  as  our 
lobbyist,  she  will  now  head  our  legislative  ac- 
tivities for  the  Medical  Society  and  the  Founda- 
tion. 

These  are  just  a glimpse  of  some  of  our  early 
1980  Medical  Society  and  Foundation  ac- 
tivities. However,  rather  than  trying  to  be  "all 
things  to  all  people”  there  is  order.  In  addition  to 
the  staff  activities  mentioned  above,  the  Presi- 
dent and  the  Executive  Committee  of  the  Board 
are  also  addressing  major  issues  for  1980  with 
other  members  of  the  CMS  leadership.  These 
efforts  all  lead  to  — the  1980  Winter  Clinics. 
This  year’s  Interim  Session  on  February  29- 
March  2 at  Writers  Manor  should  offer  some- 
thing for  everyone.  The  Scientific  Program  is  as 
practical  as  it  is  excellent.  In  addition,  the  Ref- 
erence Committees  of  the  House  will  meet  to 
give  the  officers  and  staff  the  direction  needed 
for  the  balance  of  1980. 1 would  hope  you  would 
participate  enthusiastically. 


From  Cradle  to  Grave  - 9 p.m.,  Friday,  Feb- 
ruary 1,  1980 

12  noon,  Saturday,  February  2,  1980 
Created  Equal  - 9 p.m.,  Friday,  February  8, 
1980 

12  noon,  Saturday,  February  9,  1980 
What’s  Wrong  With  Our  Schools?  - 9 p.m., 
Friday,  February  15,  1980 

12  noon,  Saturday,  February  16,  1980 
Who  Protects  the  Consumer?  - 9 p.m.,  Friday, 
February  22,  1980 

12  noon,  Saturday,  February  23,  1980 
Who  Protects  the  Worker?  - 9 p.m.,  Friday, 
February  29,  1980 

12  noon,  Saturday,  March  1,  1980 
How  to  Cure  Inflation  - 9 p.m.,  Friday,  March 
7,  1980 

12  noon,  Saturday,  March  8,  1980 
How  to  Stay  Free  - 9 p.m.,  Friday,  March  14, 
1980 

12  noon,  Saturday,  March  15,  1980 
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As  the  new  year  begins,  so  does  another  ses- 
sion of  the  Colorado  General  Assembly.  With 
the  call  to  order  of  this  short  session  the  Col- 
orado Medical  Society’s  Council  on  Legislation 
focuses  its  attention  on  the  health  matters  be- 
fore the  legislature. 

The  lobbyist,  staff  and  Council  members  are 
closely  monitoring  developments  in  the  nurse 
practice  controversy,  problems  of  the  medically 
indigent  and  the  pros  and  cons  of  extending  the 
hospital  commission.  They’re  also  watching 
items  of  national  interest,  such  as  a national 
health  insurance  plan  and  Federal  Trade  Com- 
mission regulations. 

During  early  December,  Phil  Milstein  and 
Craig  Barnes,  Colorado  Hospital  Commmis- 
sioners,  met  with  the  Councils  on  Legislation 
and  Socio-Economics  to  present  their  reasons 
for  requesting  that  the  Commission  be  extended 
for  at  least  one  more  year.  The  Councils  will 
meet  on  January  9, 1980,  to  hear  the  positions  of 
the  Colorado  Hospital  Association  and  Blue 
Cross/Blue  Shield. 

The  Colorado  Board  of  Medical  Examiners 
will  hold  a hearing  on  January  10,  1980,  con- 
cerning the  proposed  rules  and  regulations. 
These  rules  and  regulations  were  presented  to 
the  Council  for  Interprofessional  Relations  by 
Brian  Stutheit,  Director  of  the  Division  of  In- 
terprofessional Relations.  Recommendations  of 
that  Council  will  present  recommendations  to 
the  Council  on  Legislation  prior  to  the  Board  of 
Medical  Examiner’s  January  meeting. 

The  Council  on  Legislation  voted  to  again 
sponsor  a legislative  seminar  at  the  close  of  the 
1980  session.  May  30,  31,  and  June  1.  The  semi- 
nar will  be  held  at  The  Lodge  at  Vail.  Colorado 
Medical  Society  members  will  be  kept  apprised 
of  program  developments  as  they  occur. 

The  Chairmam  of  the  Council  on  Legislation 
has  written  the  Public  Policy  Chairmen  of  each 
component  society  as  well  as  to  specialty  society 
presidents,  urging  support  of  the  KeyMan  pro- 
gram. 


Jack  Warren,  MD,  Chairman 


Sale  Time 

Quality  Clothing 
At  Substantial  Savings 


At  Grassfield's  Gano-Downs,  January 
is  devoted  to  selectively  reducing  the  price  of 
our  inventory  in  preparation  for  a new 
season.  A sale  at  Grassfield's  means  a 
reduction  of  our  regular  first  quality- 
inventory.  Our  annual  clearance  sale  is  now 
in  progress.  You  will  find  reduced 
prices  at  all  three  Grassfield  locations. 

Whatever  items  you  choose  to 
purchase  during  this  period,  you  can  be 
assured  that  the  quality  of  our 
merchandise  has  not  been  compromised  for 
this  event. 

Downtown,  1630  Stout  Street 
825-1394 

University  Park,  2058  S.  University  Blvd. 
733-3858 

Cherry  Creek  North,  2850  E.  Second  Avenue 
388-5727 
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Colorado  Medicine 


te"spedalisfe  bcK 


Editor’s  Note:  With  this  issue  of  the  new 
Colorado  Medicine  we  hope  in  this  "depart- 
ment” to  accord  medical  specialists  a direct 
communication  channel  from  their  box  seats 
(even  if  only  spectators)  to  the  participants  in 
the  arena  of  gladitorial  melee  below  encompas- 
sing organized  medicine  in  general.  Attendees 
at  AMA  or  component  medical  society  houses  of 
delegates  can  testify  from  the  cacophony  and 
adversarial  debates  that  medical  democracy 
comes  in  noisy  and  inefficient  modalities.  Often 
democracy’s  crystallized  actions  ooze  out  of  fog 
and  delay,  aggravatingly  behind  those  of  the 
specialized  medical  fraternities  with  their  more 
sharply  focussed  objectives  and  responsibilities. 
Yet  clearly,  generalists  and  proliferating 
specialists  need  effective  liaison  rapport  with 
each  other  if  the  physician’s  professionalism  is 
to  survive  amid  strident  attacks  from  those  who 
would  usurp  authority  (but  never  the  clinical 
responsibility),  who  would  dictate  expediency 
in  the  name  of  cost-containment  or  political 
largesse.  May  we  here  serve  to  bring  the 
specialties  closer  to  each  other  and  under  the 
umbrella  of  AMA  and  organized  medicine. 

In  this  issue  we’ve  asked  our  psychiatrist  col- 
leagues to  report  on  some  creative  activism 
they’ve  undertaken  on  their  own: 


Colorado  Psychiatric  Society: 

OUTREACH  RESOURCE  PROJECT 

True  to  their  vaunted  psychodynamic 
perspective,  CPS  psychiatrists  have  worried 
about  their  "image”  out-state,  among  citizenry 
and  professional  colleagues  alike.  Sam  Wagon- 
feld,  MD,  our  legislative  chairman,  perceived 
problems  in  sharp  relief  as  dialog  occurred  (or 
didn’t)  with  state  legislators  during  the  last  As- 
sembly. Patently,  policy-generators  and  state 
lawmakers  hear  of  psychiatry  only  during  state 
Assemblies,  and  then  often  from  lobbyists  in 
reactionary  posture,  in  a climate  straight-jack- 
eted by  political  issues.  Sam  reasoned  that  the 
best  psychiatric  input  would  be  away  from 


urban  clustering  and  throughout  the  year, 
would  reach  home-town  media  and  representa- 
tives in  the  context  of  the  psychiatrist’s  proper 
role  as  physician  and  adviser  of  helping  agen- 
cies. 

CPS’s  executive  council  has  approved  a pilot 
project  to  facilitate  and  encourage  availability 
of  its  member  psychiatrists  for  presentations  or 
seminar  discussions  with  local  health  care 
groups  — by  tangibly  subsidizing  transporta- 
tion costs  of  invitees  to  the  community.  An  in- 
viting group,  such  as  a county  medical  society, 
hospital  staff,  mental  health  clinic,  or  mental 
health  association  may  designate  the  psychia- 
trist and  subject  of  its  choice,  or  may  request 
CPS  to  recruit  an  appropriate  expert  for  that 
topic.  If  desired,  CME  credit  can  be  sought 
through  the  CPS/CMS  accreditation 
mechanism.  No  honorarium  or  other  perquisite 
would  be  expected  unless  overnight  or  pro- 
longed stay  justifies  local  hospitality. 

Until  refined  by  experience,  our  present  con- 
sensus envisions  only  loose  and  flexible 
guidelines: 

• Initiative  should  come  from  the  local  (non- 
profit) group  for  whom  the  psychiatrist’s  input 
would  be  helpful,  ideally  in  concert  with  any 
local  psychiatric  colleagues  (to  avoid  any  aura 
of  unethical  intrusiveness). 

• The  inviting  group  and  community  should 
feel  free  to  utilize  the  psychiatrist’s  availability 
for  additional  community  or  media  exposure 
which  would  serve  public  education  and  under- 
standing — e.g.  staff  conferences  with  clinic  or 
hospital  personnel,  discussions  with  public 
agencies. 

• The  psychiatrist’s  dominant  commitment 
will  be  to  communicate  responsively  and  practi- 
cally in  addressing  the  community’s  needs  and 
concerns  — irrespective  of  his  own  parochial 
"school”  or  accustomed  jargon. 

• Requests  should  be  directed  more  than  a 
month  in  advance  to  the  society’s  executive  sec- 
retary, Mrs.  Jeannette  Currier,  1555  East  Lake 
Place,  Littleton,  Colo.,  80121  (Tel.  795-8404). 
They  should  designate  the  preferred  speaker(s), 
topic,  date,  time  required,  and  anticipated  audi- 
ence focus  for  both  primary  fvmction  and  any 
subsequent  roles  during  the  visit. 
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In  sum,  the  psychiatric  society  seeks  to 
catalyze  useful  and  practical  out-reach 
psychiatric  education  and  counselling  — re- 
mote from  academic  and  urban  "meetinged-out” 
milieus  — by  implementing  the  availability 
and  transportation  of  its  otherwise  shy  and 
non-assertive  experts,  and  by  encouraging 
smaller  out-state  groups  to  request  these  re- 


The medical  indigency  issue  continued  to 
dominate  your  lobbyist’s  December.  With  the 
possibility  that  I may  be  a member  of  that  indi- 
gent group  when  Christmas  bills  have  been 
paid,  I have  been  working  hard  with  every  pos- 
sible interest  group  to  find  a solution  that  is 
rational,  financially  feasible,  and  sellable  to  the 
legislature. 

Having  been  assured  that  the  governor  would 
include  a health  insurance  title  in  his  "call”,  we 
were  suddenly  alerted  a week  before  Christmas 
that  he  was  wavering  and  was  being  urged  by 
some  members  of  his  cabinet  not  to  include  it. 
One  argument  being  used  is  that  a health  in- 
surance bill  would  reap  windfall  profits  for 
physicians  and  hospitals. 

As  the  Department  of  Health’s  conceptualiza- 
tion of  health  insurance  for  the  medically  indi- 
gent has  become  more  widely  dispersed,  new 
approaches  are  surfacing.  Furthest  along  is  one 
by  Representative  John  McElderry  (R), 
Lakewood,  and  his  chief  aide.  Dr.  Joel  Karlin. 
This  concept  uses  the  private  insurance  indus- 
try with  competition  and  business  incentives 
built  in.  Representative  McElderry  has  sur- 


source appearances  where  helpful.  Should 
psychiatrists  encounter  a few  local  problems, 
media,  and  legislators  on  home  ground,  we’ll  all 
learn  and  Sam’s  creativity  will  have  been  vali- 
dated. 

Clyde  Stanfield,  MD 
CPS  Public  Affairs  Representative 


rounded  himself  with  a task  force  representing 
a private  insurance  company.  Blue  Cross-Blue 
Shield,  Kaiser,  senior  citizens,  hospitals,  the 
former  hospital  rate  review  commission,  and 
physicians.  We  have  not  been  asked  to  endorse 
his  ideas,  but  our  input  seems  to  be  appreciated. 

A bill  dealing  with  only  catastrophic  insur- 
ance is  being  developed  by  one  of  the  strongest 
legislators.  It  will  be  a very  conservative  ap- 
proach but  certainly  a beginning.  The  Health 
Department  analysts  have  indicated  dislike  for 
a bill  that  addresses  only  catastrophic  need,  but 
a conservative  legislature  may  want  to  go  only 
that  far. 

At  an  interesting  breakfast  meeting  hosted 
by  the  Denver  Medical  Society,  Representative 
Carl  Gustafson  (R),  Denver,  a much  respected 
fiscal  expert  in  the  legislature,  warned  those 
present  of  several  interesting  facts:  hospital 
care  for  the  indigent  helped  break  New  York 
City,  and  he  won’t  let  it  happen  to  Denver;  a few 
hospitals  and  one  city  aren’t  enough  of  a consti- 
tuency to  pass  a medically  indigent  bill;  perhaps 
DGH  should  close  all  but  its  emergency  room 
and  let  the  other  hospitals  feel  the  indigent 
problem. 

Physicians,  hospitals,  and  the  middle-class 
citizen  paying  the  indigents’  medical  bills  need 
some  help.  Let’s  hope  the  title  is  on  the  gover- 
nor’s call,  and  that  some  creative  thinking  pro- 
duces a good  bill. 


On  December  18,  1979,  Colorado  Medical  So- 
ciety, represented  by  Noel  Sankey,  MD,  pre- 
sented testimony  before  the  Joint  Budget 
Committee  on  the  issues  of  Medicaid  reim- 
bursement and  physician  participation. 

The  Colorado  Medical  Society  supports  a $3 
million  increase  proposed  by  the  Department  of 
Social  Services. 

In  a show  of  good  faith  toward  the  JBC,  the 
Society  shall  also  consider  various  incentive 
programs  to  be  developed. 


Bruce  C.  Paton,  MD,  Denver  Colorado, 
American  College  of  Cardiology  Governor  for 
the  State  of  Colorado,  announced  that  the  fol- 
lowing cardiovascular  specialists  in  his  geog- 
raphic area  have  achieved  the  ACC’s  member- 
ship rank  of  Fellowship: 

Dennis  J.  Battock,  MD,  Aurora,  Colorado 
Johathan  M.  Ward,  MD,  Denver,  Colorado 
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Colorado  Medicine 


ChoiceCare  in  Shutdown 


ChoiceCare  Health  Services  of  Larimer  and 
Weld  Counties  in  Colorado  has  shut  down  oper- 
ations, according  to  Ed  Petras,  Director  of  the 
independent  practice  association.  Petras  will 
remain  on  the  job  until  January  11,  1980,  to 
wind  up  business  matters,  but  the  program  is 
effectively  inoperable,  as  of  this  publication. 

Members  of  the  Board  of  Directors  of  Physi- 
cians Service  Corporation,  which  represents 
about  90  per  cent  of  all  the  physicians  practicing 
in  Larimer  County,  voted  December  13  four-to- 
one  against  renewing  the  master  contract  with 
ChoiceCare,  as  of  January  1. 

ChoiceCare  has  a reported  26,000  commercial 
group  enrollees,  some  2,700  individual  mem- 
bers, 6,300  Medicaid  and  3,800  Medicare  par- 
ticipants, according  to  the  Colorado  State  In- 
surance Commissioner’s  office.  ChoiceCare  has 
been  described  as  one  of  the  largest  independent 
practice  associations  (IPA)  in  the  U.S.,  and  has 
been  in  existence  for  five  years,  serving  the  two 
northern  Colorado  counties. 

Because  of  the  questionable  ability  of 
ChoiceCare  to  reimburse  physicians  for  an  es- 
timated $600,000  to  $1  million  in  medical  ser- 
vices for  patients  enrolled  in  the  prepaid  pro- 
gram, board  members  of  the  Physicians  Service 
Corporation  voted  to  discontinue  and,  possibly, 
to  even  forego  payment  of  the  fees  due  because 
they  believe  that  the  HMO  concept  is  not,  in  the 
words  of  John  Maloney,  MD,  President  of  PSC, 
"viable  for  this  area.’’  Dr.  Maloney  told  Col- 
orado Medicine  ChoiceCare  proposed  a further 
reduction  in  hospital  utilization,  which,  in  the 
eyes  of  the  physicians,  compromised  the  quality 
of  health  care  delivered  to  the  ChoiceCare 
clients.  Dr.  Maloney  added,  "The  physicians  felt 
the  hospital  utilization  rate  is  already  low  in 
Larimer  County.  Any  further  decrease  would 
compromise  the  quality  of  health  care  deli- 
vered, and  the  physicians  felt  they  could  not 
accept  that.”  Petras,  meanwhile,  told  Colorado 
Medicine  "The  doctors  scuttled  a program  that 
provided  full  medical  benefits.  I don’t  know  how 
they  would  compromise  the  program.  They’d 
been  delivering  the  health  services  through  this 
organization  for  five  years.”  Gary  Cole,  director 
of  operations  for  the  IPA,  in  an  interview  with 
American  Medical  News,  conceded  that 


ChoiceCare  was  experiencing  a cash-flow  prob- 
lem and  that  the  IPA/HMO  was  unable  to  pay 
current  claims  from  physicians,  but  denied  that 
the  plan  was  bankrupt.  Cole  said  "We  are  trying 
to  put  together  a package  to  keep  ChoiceCare 
afloat,”  adding  that  the  IPA  would  continue  to 
provide  medical  services  to  subscribers  while 
seeking  federal  assistance  to  stay  in  business, 
and  polling  primary-care  physicians  in  the 
county  who  may  wish  to  participate  in  the  IPA. 
However,  Petras  told  Colorado  Medicine  that 
ChoiceCare  was  "out  of  business,”  and  that  he 
was  remaining  on  until  the  mid-January  date 
just  to  clean  up  last  details. 

Petras  added  "The  doctors  knew  as  far  back  as 
September  that  they  were  not  going  to  be  able  to 
borrow  any  additional  money  from  the  Feds  be- 
cause the  program  was  not  a qualified  HMO. 
They  had  already  borrowed  $750,000  for  the 
program.  The  Feds  said  that  if  the  program 
were  tightened  up,  if  the  hospital  utilization 
rate  could  be  brought  down,  the  program  could 
pay  out  properly  for  the  physicians.  Our  role 
was  trying  to  get  this  thing  repositioned  as  an 
HMO/IPA.  We  weren’t  far  away  at  all.  You 
couldn’t  do  it  in  a hundred  days,  but  we  weren’t 
fax  away.” 

Fort  Collins  physician  Steve  Thorson,  MD, 
told  American  Medical  News  that  the  IPA  ran 
into  financial  difficulties  because  patient 
claims  far  exceeded  income  from  premiums,  and 
because  too  many  of  the  subscribers  are  high 
utilizers  of  medical  services.  Describing  some 
physicians’  "negative  emotions”  about  the 
floundering  IPA,  Dr.  Thorson  said  in  that  same 
interview,  "We  feel  we  have  been  lied  to  and 
deceived.  Over  the  years,  we  have  been  deluged 
with  information  that  HMOs  and  IPAs  were 
supposed  to  be  the  greatest  thing  since  sliced 
bread.”  In  response  to  that,  Ed  Petras  told  Col- 
orado Medicine  that  "This  wasn’t  an  HMO  . . . 
it  was  a half-baked  insurance  program.”  Petras 
added  "I  told  the  Board  (of  ChoiceCare)  that  if 
they  could  reduce  hospital  utilization  by 
another  5 per  cent  in  the  coming  year  they  (the 
doctors)  would  receive  90  per  cent  of  their  bill- 
ing. If  they  could  reduce  hospital  utilization 
more  than  5 per  cent  the  doctors  could  expect 
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100  per  cent  payment  of  their  fees,  and  even 
receive  a bonus.  They  weren’t  interested  in  the 
monetary  aspects  ...  it  was  a philosophical 
difference  all  the  way.  In  Marion,  Ohio,  where  I 
came  from  a similar  program,  hospital  utiliza- 
tion was  reduced  by  35  per  cent.  There  was  no 
compromise  in  quality  of  care.  The  ChoiceCare 
board  felt  that  a 5 per  cent  reduction  was  possi- 
ble.” 

ChoiceCare  turned  its  operations  over  to  the 
state  Insurance  Commissioner  J.  Richard 
Barnes  in  December.  That  same  week  Barnes 
announced  that  the  organization  was  placed 
under  conservatorship.  Daniel  Colaiannia,  De- 
puty Commissioner,  told  reporters  that  this  is 
the  first  time  in  the  state’s  history  a health- 
maintenance  organization  has  been  taken  over 
by  the  insurance  commissioner’s  office.  Choice- 
Care’s  board  of  directors  believe  it  had  no  choice 
but  to  turn  the  agency  over  to  Barnes  after  par- 
ticipating physicians  decided  to  end  their  con- 
tract with  ChoiceCare,  board  president  Peggy 
Ratliff  told  Associated  Press.  Ratliff  said  the 
doctors  "have  philosophical  differences  with  the 
HMO  concept,  apparently,  and  just  don’t  want 
to  budge.” 

At  deadline.  Deputy  Insurance  Commis- 
sioner Daniel  Colaiannia  told  Colorado 
Medicine  "We’re  still  in  a dilemma  at  this  par- 
ticular time  as  to  the  director  we’re  going  to  go. 
We  have  a conservator  up  there  (in  Fort  Collins 
at  ChoiceCare  offices)  as  you  probably  well 
know.  He’s  trying  to  get  it  to  a point  where  we 
can  have  a general  meeting  either  the  9th  or 
10th  of  January  to  decide  our  future  progress.” 
Colaiannia  added  that  "the  way  it  appears  it’s 


Colorado  CME  Accredited  Hospitals  Grow 
in  Number 

Aspen  Valley  Hospital  and  Otolaryngology 
specialty  society  have  joined  the  ranks  of  or- 
ganizations accredited  for  continuing  medical 
education.  Aspen  Valley  Hospital  has  now  be- 
come one  of  17  rural  hospitals  accredited  for 
CME,  making  the  continuing  medical  educa- 
tion available  to  physicians  where  they  prac- 
tice. This  is  by  action  of  the  CMS  Committee  on 
Accreditation,  December  19,  1979.  This  raises 


going  to  go  to  the  courts  and  a receiver  is  going 
to  be  sought  by  the  Commissioner.”  Commis- 
sioner Colaiannia  told  Colorado  Medicine  that 
the  conservator  is  presently  working  on  getting 
the  individual  coverages  converted.  He  said 
that  most  of  the  groups  have  been  converted 
with  no  problem,  but  the  individual  coverage  is 
creating  a problem.  (At  deadline,  Colorado 
Medicine  learned  that  Colorado  Blue  Cross/ 
Blue  Shield  had  taken  over  coverage  for 
Medicaid  and  Medicare  subscribers  in  the 
ChoiceCare  program.) 

ChoiceCare  actually  ceased  to  exist,  as  of 
11:59  p.m.,  December  31,  1979.  Petras  repor- 
tedly had  left  the  premises  as  of  December  31. 
Deputy  Commissioner  Colaiannia  said  that  all 
decisions  pertaining  to  ChoiceCare  are  now 
being  made  by  the  Commissioner.  The  general 
planning  meeting  the  week  of  January  7 was  to 
have  decided  whether  the  Insurance  Commis- 
sion will  go  to  court  to  seek  a receiver  or,  as 
Colaiannia  said,  to  see  if  there  are  any  other 
avenues  they  may  be  exploring,  adding  "I  don’t 
see  any  other  avenues  at  this  time.”  He  said  his 
personnel  do  not  have  the  financial  information 
yet  to  make  these  decisions.  Colaiannia  said 
"They’ve  had  computer  problems  up  there,  I un- 
derstand, and  half  of  the  information  is  on  the 
computer  and  what  is  on  the  computer  is  not 
available  any  later  than  October,  I think.  It’s 
been  a problem,  I think,  of  record  keeping  and 
the  federal  programs  have  had  the  same  prob- 
lem of  adequate  justification  of  expenditures, 
and  this  sort  of  thing.  From  what  I’m  told,  there 
has  been  a record  problem,  and  we  do  not  have  a 
handle  on  what  the  financial  position  is  at  this 
time.” 


the  total  of  accredited  hospitals  in  Colorado  to 
31.  The  remaining  11  accredited  organizations 
in  the  state,  bringing  the  total  to  42,  are  spe- 
cialty societies. 

At  that  same  December  meeting,  six  addi- 
tional hospitals  and  organizations  had  their  ac- 
creditation renewed.  One  specialty  society,  the 
Colorado  Otolaryngology  and  Maxillofacial 
Society,  received  new,  provisional  accreditation 
during  the  fourth  quarter  of  1979  as  a result  of 
site  visits  by  members  and  staff  of  the  Colorado 
Medical  Society. 


16 


Colorado  Medicine 


Private  Initiative  in  Quality  Assurance 


A final  decision  concerning  the  definition  of 
acceptable  hours  of  continuing  medical  educa- 
tion was  to  have  been  made  by  the  Colorado 
Board  of  Medical  Examiners  at  the  Board’s 
January  10, 1980,  meeting.  This  decision  will  be 
in  keeping  with  the  amendment  to  the  Medical 
Practice  Act  by  the  Colorado  legislature  which 
removed  the  requirements  of  150  hours  of  con- 
tinuing medical  education  in  three  years.  The 
new  law  will  require  20  hours  of  continuing 
medical  education  credit  acceptable  to  the 
Board  each  year,  with  no  carry-over  from  year 
to  year,  beginning  with  the  1980  calendar  year. 

Related  to  the  changes  in  Colorado’s  laws  is 
the  article,  reprinted  here  from  the  September, 
1979,  issue  oi Forum  on  Medicine,  authored  by 
Paul  J.  Sanazaro,  MD,  FACPE. 

In  the  perspective  of  medical  history,  the 
1970s  may  come  to  be  known  as  the  decade  in 
which  public  policy  concern  over  medical  costs 
peaked  and  the  wave  of  continuing  medical  edu- 
cation crested.  In  the  name  of  public  interest, 
the  federal  government  extended  the  interpre- 
tation of  accountability  for  expenditure  of  tax 
funds  to  embrace  "cost  containment”  as  well  as 
assurance  of  acceptable  professional  quality, 
and  23  state  governments  mandated  continuing 
medical  education  as  a requirement  for  regist- 
ration of  licenses. 

Until  this  very  decade,  the  specialty  societies 
had  primary  responsibility  for  the  quality  of 
care.  The  primary  vehicle  of  ensuring  this  qual- 
ity has  been  a superb  program  of  continuing 
education  tailored  to  the  unique  needs  of  each 
specialty.  But  specialty  societies  have  come  to 
realize  the  shakiness  of  the  assumptions  under- 
lying the  rush  to  mandatory  CME  by  state  med- 
ical boards  in  response  to  public  pressure  to 
assure  "continuing  competence  in  practice.” 
Looking  to  the  future,  representatives  of  the 


American  College  of  Physicians,  the  American 
Society  of  Internal  Medicine,  and  the  American 
Hospital  Association  decided  that  the  time  had 
come  for  a major  new  "private  initiative  in  qual- 
ity assurance”  (PIQuA).  Their  proposal  proved 
to  be  of  interest  to  the  W.K.  Kellogg  Founda- 
tion, which  funded  the  project  in  1978. 

The  purpose  of  PIQuA  is  to  determine  the 
feasibility  of  establishing  an  ongoing  program 
for  the  express  purpose  of  devising  a mechanism 
for  granting  formal  recognition  of  competence 
to  practicing  internists. (This  is  not  to  be  consi- 
dered a method  of  eliminating  board  examina- 
tions. Board  examinations  are  cognitive,  writ- 
ten examinations,  while  PIQuA  is  a program  to 
assess  what  the  physician  does  and  a measure- 
ment of  how  adequately  and  competently  he 
administers  care  to  the  patient.)  General  policy 
is  set  by  a joint  national  committee  including 
two  representatives  of  the  general  public  in- 
terest.* 

A pretest  of  PIQuA  took  place  last  year  in  the 
San  Francisco  Bay  area  with  the  help  of  a 
number  of  volunteer  internists.  We  compared 
various  methods  of  collecting  performance  data 
and  compiled  profiles  on  both  their  office  and 
hospital  practice.  From  these  profiles  were 
drawn  samples  of  patients  representative  of  the 
most  prevalent  diagnoses  of  conditions  seen  in 
each  practice.  These  patients’  office  and  hospi- 
tal records  were  abstracted  in  accord  with  pro- 
visional criteria  developed  by  a technical  advis- 
ory committee  and,  with  the  permission  and  full 

Official  representatives  to  PIQuA  from  the  sponsoring  organizations  are  Wil- 
liam C.  Felch,  FACP,  and  Richard  J.  Bartlett,  FACP  (ASIM);  John  R.  Gamble, 
FACP,  and  Blair  Erb,  FACP  (ACP);  and  Malcolm  D.  MacCoun  and  David  A.  Reed 
(AHA).  The  two  representatives  from  the  public  are  Duncan  B.  Neuhauser,  PhD, 
an  economist  with  the  Harvard  School  of  Public  Health,  and  Lewis  H.  Butler,  an 
attorney  in  San  Francisco.  Dr.  Sanazaro  is  the  study  director. 

Dr.  Sanazaro  is  clinical  professor  of  medicine  and  ambulatory  and  community 
medicine  at  the  University  of  Califomie,  San  Francisco,  School  of  Medicine,  as 
well  as  study  diretctor  of  PIQuA,  which  has  its  headquarters  in  Oakland,  Califor- 
nia. 
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cooperation  of  each  internist,  a small  sample  of 
patients  were  interviewed  by  telephone.  The 
joint  national  committee  judged  the  pretest’s 
results  sufficiently  encouraging  to  approve 
further  testing.  This  will  take  the  form  of  a field 
trial  conducted  in  three  geographically  sepa- 
rate communities. 

Ed  Miller,  MD,  Governor  for  the  Colorado 
Region  of  the  American  Colleges  of  Physicians, 
described  for  Colorado  Medicine  the  Colorado 
involvement  in  this  first  field  trial,  which  in- 
cludes Colorado,  California  and  New  Jersey; 

"In  Colorado  we’re  going  to  examine,  wholly 
on  a voluntary  basis,  the  records  of  a certain 
number  of  internists,  general  internists  who 
work  out  of  mostly  Rose  Medical  Center  and  St. 
Luke’s  Hospital.  Both  physician  and  hospital 
participation  is  on  a purely  voluntary  basis.  It’s 
also  wholly  confidiential  so  far  as  the  hospital, 
the  physician  and  the  patients  are  concerned. 
Neither  the  patient  nor  the  hospital  from  which 
the  case  originates  can  be  identified.  In  order 
not  to  develop  a whole  new  bureaucracy  PIQuA 
contracts  with  the  hospitals  to  utilize  their  au- 
diting professionals,  and  reimburses  the  hospi- 
tals for  the  use  of  those  professionals,  so  that  all 
work  is  out  of  the  hospitals  that  are  involved. 
The  physicians  are  recruited  to  volunteer  their 
records;  they  are  looked  at  by  professional  au- 
ditors, both  the  hospital  records  and  the  office 
records.  The  material  is  abstracted  and  sent  to 
the  main  office  for  this  project,  which  is  in  Oak- 
land, California.  The  material  is  transferred  on 
to  tapes  and  then  is  reviewed,  again  anony- 
mously, by  selected  general  internists  (a  peer 
group)  in  each  of  the  three  states,  and  is 
evaluated  on  the  basis  of  criteria  established  on 
a national  level.” 

In  the  interview  with  Colorado  Medicine,  Dr. 
Miller  was  asked  what  specific  goals  the  PIQuA 
field  test  hopes  to  accomplish;  "From  this  they 
hope  to  determine  whether  the  methodology  is 


practical,  is  feasible,  is  cost-effective,  and 
whether  it  might  be  applied  on  a national 
basis.”  Dr.  Miller  added  that  the  study  will  de- 
termine whether  this  information  might  not 
also  be  used  "by  third-party  carriers,  to  judge 
whether  a physician  is  competent  or  not.  It  also 
could  be  used  by  state  Boards  of  Examiners  who 
now  are  being  told  in  many  places  that  they 
must  license  on  the  basis  of  their  perception  of 
the  physician’s  competence.” 

Dr.  Miller  was  asked  if  this  Private  Initiative 
in  Quality  Assurance  was  being  urged  by 
third-party  carriers  or  by  the  state  Boards  of 
Medical  Examiners.  "No!  It’s  entirely  a private 
enterprise  thing.  It’s  an  attempt  on  the  part  of 
the  medical  profession  to  see  if  this  can  be  done, 
and  can  be  done  without  the  interjection  of  gov- 
ernment into  it.”  Will  there  be  no  government 
involvement  in  this  field  study?  "None  at  all, 
including  no  financing.” 

Dr.  Miller  pointed  out  that  the  PIQuA  field 
study  in  Colorado  was  expected  to  last  three  to 
four  months,  starting  some  time  in  January, 
1980;  however,  a definite  timetable  has  not 
been  established.  He  also  noted  that,  according 
to  the  master  plan  established  by  the  PIQuA 
headquarters  in  California,  a local  group  of 
physicians  will  be  chosen  to  oversee  the  study 
and  to  assess  the  findings.  "We  have  selected  six 
general  internists  that  we  consider  to  be  very 
capable  and  reliable  to  do  the  assessment  of  the 
abstracts  that  they’re  given.” 

In  closing  the  interview  with  Colorado 
Medicine,  Dr.  Miller  noted,  "There  are  a lot  of 
internists  who  have  neither  taken  nor  passed 
the  board  examinations,  but  they  are  certainly 
competent  physicians.  The  PIQuA  method  is  a 
way  of  recognizing  their  competency.  For  the 
pilot  project  we’re  only  looking  at  the  General 
Internist;  the  methodology  is  applicable  across 
the  entire  medical  field.” 


CORRECTION:  In  Colorado  Medicine  ior 
December,  1979,  an  article  described  a 
presentation  of  medical  instruments  by  Dr. 
Bernard  Sherbok.  The  presentation  was  to 
CARE/MEDICO,  and  the  replacement  value 
of  those  medical  instruments  was  in  excess 
of  $7,400. 
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In  1979,  more  than  190,000  people  received 
some  $20  million  in  free  health  screening  tests 
at  HEALTH  FAIRS  held  in  six  cities  over  a 
week-long  period. 

This  year,  EIBTV,  Channel  9,  will  undertake 
the  largest  single  community  service  project  in 
its’  viewing  area  by  sponsoring  the  9 HEALTH 
FAIR  April  13-20,  1980. 

According  to  Mrs.  Annette  Finesilver,  Execu- 
tive Director  of  the  9 HEALTH  FAIR,  the 
HEALTH  FAIR  concept  is  the  brainchild  of  Dr. 
John  Brensike  of  the  National  Institute  of 
Health  who  developed  the  idea  in  his  free  time 
and  devotes  his  vacation  each  year  to  organiz- 
ing HEALTH  FAIRS  through  the  non-profit  or- 
ganization, The  National  Health  Screening 
Council  for  Volvmteer  Organizations.  In  1980, 
sixteen  cities  will  hold  HEALTH  FAIRS. 

The  major  focus  of  the  9 HEALTH  FAIR,  Mrs. 
Finesilver  says,  will  be  to  provide  health  screen- 
ing tests  and  review  and  referral  of  tests  at  sites 
throughout  the  state.  Special  emphasis  will  be 
placed  on  educating  the  public  as  to  the  ways 
lifestyle  and  health  habits  affect  one’s  health. 

Each  site,  she  adds,  will  offer  a minimum  of 
six  free  screenings  including  a personal  health 
history,  height  and  weight,  visual  acuity,  blood 
pressure,  anemia  and  preventive  health  coun- 
seling. Optional  tests  might  include  screening 
for  glaucoma,  hearing,  breast,  cervical,  oral  and 
colon-rectal  cancer,  tuberculosis,  pulmonary 
function,  ear,  nose  and  throat,  podiatry  and 
blood  tests  (with  a minimal  charge),  syphilis, 
liver  and  kidney  function,  gout  and  iron  con- 
tent. These  tests,  she  points  out,  are  in  no  way  to 
be  considered  replacements  for  a regular  physi- 
cal examination. 

To  manage  an  event  of  this  magnitude,  Mrs. 
Finesilver  says,  thousands  of  volunteers  are 
needed. 

To  that  end,  Channel  9 held  a day-long  re- 
gional community  meeting,  November  2 at  the 
Auraria  Center  where  representatives  from 
labor,  government,  business,  non-profit  service 
groups,  medical  professional  organizations, 
hospitals  and  clinics  were  presented  with  in- 
formation on  the  9 HEALTH  FAIR.  Dr.  Bren- 
sike attended  the  meetings  and  explained  the 
philosophy  and  background  of  the  HEALTH 


FAIR  and  the  benefits  communities  could  reap 
by  participating. 

The  response  to  the  9 HEALTH  FAIR,  Mrs. 
Finesilver  says,  has  been  overwhelming.  To 
date  more  than  500  organizations  have  indi- 
cated an  interest  in  being  a part  of  the  9 
HEALTH  FAIR  and  some  100  screening  sites 
are  anticipated. 

Major  cooperating  organizations  include  the 
Colorado  Hospital  Association  which  will  coor- 
dinate the  hosptitals’  activities;  the  Lions  Clubs 
of  Colorado  who  will  provide  statewide  district 
coordination,  especially  in  rural  areas;  the  Fed- 
eral Executive  Board  and  Federal  Regional 
Council  which  will  undertake  organization  of 
Federal  Government  Day  for  the  HEALTH 
FAIR;  and  the  National  Guard  which  will  pro- 
vide logistical  support  in  storing  and  moving 
equipment  for  the  FAIR  and  provide  additional 
medical  volunteers. 


Currently  the  9 HEALTH  FAIR  schedule 
breaks  out  as  follows: 

Sunday,  April  13.  Hospital  Day.  The  Colorado 
Hospital  Association  will  set  up  screening  sites 
at  40  to  50  hospitals  statewide,  including  V.A. 
hospitals  in  Denver,  Grand  Junction  and  Ft. 
Lyon. 

Monday,  April  14  and  Tuesday,  April  15. 
Major  employers  Day.  Some  20-30  major 
employers  are  expected  to  participate  and  on 
Tuesday,  Federal  Government  Day,  the  goal 
will  be  to  screen  5,000  federal  employees. 

Wednesday,  April  16.  Older  Americans’  Day. 
Sponsors  will  include  the  Volunteers  of 
America,  Central  Bank  of  Denver,  Denver  Re- 
gional Council  on  Governments  and  the  Office 
on  Aging,  State  of  Colorado. 

Thursday,  April  17.  Community  Day.  Screen- 
ing for  community  residents  at  schools, 
churches,  senior  centers,  businesses  and  recrea- 
tion centers  across  the  state. 

Friday,  April  18,  Saturday,  April  19,  Sunday, 
April  20.  Shopping  Malls  Days.  Five  major 
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shopping  malls  to  date  have  committed  to  spon- 
soring sites  for  screenings  which  should  draw 
several  thousand  people. 

While  non-medical  volunteers  are  vital  to  the 
success  of  this  event  in  terms  of  registering  par- 
ticipants, taking  medical  histories,  handling 
followup  and  sponsoring  sites,  the  involvement 
of  the  medical  community  is  critical  to  the  qual- 
ity of  screening  and  counseling  offered. 

Mrs.  Finesilver  envisions  the  role  of  physi- 
cians and  allied  health  professionals  as  playing 
important  parts  in  four  phases  of  this  event: 
pre-planning,  pre-event,  HEALTH  FAIR  week 
and  post  HEALTH  FAIR  followup. 

In  the  pre-planning  stages,  physicians  and 
health  professionals  will  be  needed,  she  says,  to 
counsel  staff  regarding  acceptable  medical 
practices  in  Colorado.  The  Medical  Society  is 
invited  to  review  all  testing  procedures  to  en- 
sure credibility  and  acceptance  by  Colorado 
physicians. 

Another  possibility,  Mrs.  Finesilver  adds, 
would  be  for  the  Medical  Society  to  act  as  a 
pre-event  sponsor  by  holding  a televised  model 
HEALTH  FAIR  which  would  focus  attention  on 
the  upcoming  event.  A tie-in  for  this  could  be 
the  Olympics,  emphasizing  in  the  program  the 
necessity  of  exercise  to  physical  fitness  and  be- 
nefits of  proper  nutrition. 

During  HEALTH  FAIR  week,  individuals 
could  volunteer  to  perform  tests  such  as  foot  and 
back  screening,  glaucoma  screening,  oral,  rec- 
tal and  cervical  cancer  screenings  as  well  as 
serving  as  backup  at  a counseling  station  for 
complicated  cases. 

After  the  FAIR,  health  professionals  could 
assist  with  followups.  For  example  organizing 
meetings  where  the  significance  of  various  tests 
would  be  explained  in  lay  persons’  language. 

In  addition  an  especially  significant  contribu- 
tion would  be  help  by  nurses,  health  educators 
and  paramedics  with  the  Health  Hazard  Ap- 
praisal followup.  These  appraisals  will  be  of- 
fered by  the  Center  for  Disease  Control  to  cities 
that  can  provide  followup  educational  sessions 
involving  one-to-one  counseling.  At  this  point, 
Mrs.  Finesilver  says,  the  Health  Hazard  Ap- 
praisal will  only  be  available  to  Colorado  if  suf- 
ficient medical  professionals  volunteer  to  coor- 
dinate it. 

Additional  support  might  include  educa- 


tional seminars  such  as  stop  smoking  sessions, 
cardiovascular  fitness,  diet  and  diabetes  educa- 
tion sessions. 

Some  extremely  interesting  data  has  come 
out  of  studies  from  last  year’s  HEALTH  FAIRS, 
Mrs.  Finesilver  notes.  Statistics  indicate  that: 

Approximately  30%  of  the  participants  were 
over  the  age  of  60, 10%  were  under  the  age  of  30 
and  the  remaining  60%  were  in  the  30  to  60  age 
range. 

Approximately  15%  of  the  participants  were 
classified  as  indigent,  another  15%  as  "medi- 
cally indigent”,  i.e.  persons  with  income  above 
the  poverty  level,  but  unable  to  afford  anything 
other  than  emergency  medical  care. 

Approximately  47%  of  the  participants  pro- 
vided the  names  of  a primary  source  of  care  to 
send  copies  of  their  test  results  to. 

34%  indicated  that  they  had  seen  a physician 
for  a non-illness  visit  in  the  last  year,  24%  in  the 
last  1-2  years  and  42%  in  over  2 years. 

Random  calls  were  made  to  1,000  partici- 
pants in  the  Washington,  D.C.  metropolitan 
area  asking  "when  was  the  last  time  that  you 
had  all  of  the  tests  offered  at  the  HEALTH  FAIR 
as  part  of  a check  up  when  you  were  not  sick?” 
The  sampling  revealed  that  63.8%  had  never 
had  all  of  the  tests  offered  at  the  HEALTH  FAIR 
as  part  of  a previous  check  up  when  they  had  not 
been  sick. 

From  this  information,  the  National  Health 
Screening  Council  formulates  that  the  average 
participant,  if  there  is  such  a person,  is  a 30  to  60 
year-old  middle  class  person  who  generally  feels 
well,  who  could  afford  a preventive  medical  pro- 
gram but  whose  insurance  does  not  cover  it,  and 
whose  priorities  do  not  establish  health  promo- 
tion and  early  detection  at  a high  enough  level 
to  have  them  spend  monies  to  obtain  such  care. 

Currently,  Mrs. Finesilver  says,  the  Federal 
Government  indicates  that  large  numbers  of 
people  have  no  sources  of  medical  care  in  their 
communities  but  that  physicians  state  that  for 
all  persons  seeking  care,  a source  can  be  found. 

She  invites  commitment  from  the  medical 
community  to  support  and  endorse  this  unique 
source  of  preventive  health  care,  the  9 
HEALTH  FAIR. 


20 


Colorado  Medicine 


CONTINUING  A 

MEDICAL  ( l\ 

EDUCATION 


ENDAR 


PUBLISHED  JOINTLY  BY  THE  COLORADO  FOUNDATION  FOR  MEDICAL  CARE,  COLORADO  MEDICAL  SOCIETY  AND 
THE  COLORADO  ACADEMY  OF  FAMILY  PHYSICIANS  • 1601  EAST  NINETEENTH  AVENUE,  DENVER,  COLORADO  80218 


FEBRUARY  1980 

8th-9th 

WELLNESS,  A GOAL  TOWARD  OPTIMUM 
HEALTH.  St.  Mary's  Hospital  and  Medical  Center, 
Grand  Junction,  Colorado.  Contact:  Patrick  G. 
Moran,  MD,  Continuing  Medical  Education,  St. 
Mary's  Hospital  and  Medical  Center,  P.O.  Box 
162^  Grand  Junction,  Colorado  81501. 

13th-16th 

NINETEENTH  ANNUAL  JOHN  R.  DURRANCE 
MID-WINTER  CHEST  CONFERENCE.  Aspen  Insti 
tute  for  Humanistic  Studies  and  the  Aspen 
Meadows.  Contact:  Dallis  Pierson,  American  Lung 
Association,  1 600  Race  Street,  Denver,  CO  80206. 
388-4327.  (10  hours  of  AMA  Category  1 credit). 

MARCH  1980 

5th 

MY  PARENT  THE  SHRINK.  University  of  Colorado 
Medical  Center,  Room  2K08,  Denver.  Contact: 
Colorado  Child  and  Adolescent  Society,  1601  E. 
19th  Ave.,  Denver,  CO  80218.  861-1221,  ext.  241. 
(2  hours  of  AMA  Category  1 credit). 

5th 

NEUROPSYCHIATRIC  GRAND  ROUNDS.  Col- 
orado State  Hospital,  Pueblo.  Contact:  Jay  Scully, 
M.D.,  1600  W.  24th  St.,  Pueblo,  CO  81003.  543- 
1170. 

8th 

SURVIVAL  AND  CREATIVITY.  Fairmont  Hotel, 
Denver.  Contact:  Mt.  Ai  ry  Psychiatric  Center,  4455 
E.  12th  Ave.,  Denver,  CO  80220.  322-1803.  (6 
hours  of  AMA  Category  1 credit). 

9th 

SYMPOSIUM  ON  ALCOHOLISM.  Writer's  Manor, 
Denver.  Contact:  National  Council  on  Alcoholism, 
2525  W.  Alameda  Ave.,  No.  214,  Denver,  CO 
80219.  (8  hours  of  AMA  Category  1 credit). 

15th-22nd 

RECOGNITION  AND  MANAGEMENT  OF  THE 
STROKE  PRONE  PATIENT.  The  Mark,  Vail,  CO. 
Contact  Faith  Carlisi,  College  of  Medicine,  Health 
Sciences  Center,  Tucson,  Arizona  85724. 

21st 

INFECTIOUS  DISEASE.  Denison  Auditorium,  Uni- 
versity of  Colorado  Medical  Center,  Denver.  Con- 
tact: Office  of  Postgraduate  Medical  Education, 
University  of  Colorado  Medical  Center,  4200  E.  9th 
Ave.,  Denver,  CO  80262.  394-5241. 


APRIL  1980 

2nd 

CHILDHOOD  DEPRESSION.  University  of  Col- 
orado Medical  Center,  Room  2K08,  Denver.  Con- 
tact: Colorado  Child  and  Adolescent  Society,  1 601 
E.  19th  Ave.,  Denver,  CO  80218.  861-1221,  ext. 
241.  (2  hours  of  AMA  Category  1 credit). 

8th 

CURRENT  APPROACHES  TO  PSYCHIATRIC  EDU- 
CATION FOR  MEDICAL  STUDENTS.  Bethesda 
Hospital,  Denver.  Contact:  Bethesda  Hospital, 
4400  E.  Iliff  Ave.,  Denver,  CO  80222.  758-1514.  (1 
hour  of  AMA  Category  1 credit). 

11th 

CHILDREN'S  ORTHOPAEDIC  DAY.  Children  s 
Hospital,  Denver.  Contact:  Robert  E.  Eilert,  M.D., 
Child ren's  Hospital,  1056  E.  1 9th  Ave.,  Denver,  CO 
80218.  861-6600.  (AMA  Category  1 credit  ap- 
proved; AAFP  credit  applied  for). 

11th 

DERMATOLOGY.  Denison  Auditorium,  University 
of  Colorado  Medical  Center.  Contact:  Office  of 
Postgraduate  Medical  Education,  University  of  Col- 
orado Medical  Center,  4200  E.  9th  Ave.,  Denver, 
CO  80262.  394-5241. 

14th-15th 

A DEVELOPMENTAL  APPROACH  TO  TREATMENT 
OF  THE  FAMILY.  Boulder  Psychiatric  Institute. 
Contact:  Boulder  Psychiatric  Institute,  P.O.  Box 
3497,  Boulder,  CO  80307.  447-2902.  (2  hours  of 
AMA  Category  1 credit). 

17th-20th 

LOW  FLOW  AND  CLOSED  CIRCUIT  ANESTHESIA. 

Denver.  Contact:  Office  of  Postgraduate  Medical 
Education,  University  of  Colorado  Medical  Center, 
4200  E.  9th  Ave.,  Denver,  CO  80262.  394-5241. 

23rd 

SOFT  TISSUE  CLOSURE  WITH  SKIN  FLAPS.  Jules- 
burg,  CO.  Contact:  Martin  J.  Rubinowitz,  M.D.,  The 
Denver  Clinic,  701  E.  Colfax  Ave.,  Denver,  CO 
80203.  (2  hours  of  AMA  Category  1 credit;  2 pre- 
scribed hours  of  AAFP  credit). 

27th-May  3rd 

CLINICAL  MANAGEMENT  AND  CONTROL  OF 
TUBERCULOSIS.  National  Jewish  Hospital.  Con- 
tact: Paul  T.  Davidson,  M.D.,  Chief,  Tuberculosis  & 
Chest  Section;  Department  of  Medicine,  National 
Jewish  Hospital,  3800  E.  Colfax  Ave.,  Denver,  CO 
80206.  388-4461. 
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Bipartite  carpal  navicular 

Case  Report  and  Discussion* 


Bernard  C.  Sherbok,  MD,  and  John  M.  Grogan,  MD 


Bipartite  carpal  navicular  is  a rare  and  little  known 
congenital  anomaly.  There  is  a difference  of  opinion 
whether  or  not  this  is  to  be  considered  a definite  entity 
or  a non-union  of  a fracture.  The  authors  conclude 
that  bipartite  carpal  navicular  is  a distinct  clinical 
entity. 


Bipartite  carpal  navicular  is  an  uncommon  or 
rare  congenital  anomaly  which  is  given  either 
scant  attention  in  many  standard  orthopaedic 
and  roentgenographic  textbooks,  or  is  not  men- 
tioned at  all  in  others.  For  this  reason  it  is  gen- 
erally unknown  and  very  frequently  misdiag- 
nosed as  an  ununited  fracture.  A correct  diag- 
nosis is  essential  for  the  following  very  impor- 
tant reasons: 

1.  A mistaken  diagnosis  leads  to  unnecessary 
prolongation  of  immobilization  of  the  wrist  with 
the  probability  of  residual  limitation  of  motion. 

2.  Unnecessary  surgery  may  be  performed. 

3.  Accurate  recognition  of  the  condition  in  com- 
pensation cases  where  an  injury  is  involved  is 
obvious.  The  rarity  of  this  anomaly  and  the  in- 
correct diagnosis  in  a compensation  case  en- 
countered by  the  authors  merit  the  reporting 
and  review  of  this  condition. 


Presented  at  the  Annual  Meeting  of  the  Mid-Central  States  Orthopaedic  Society,  Col- 
orado Springs,  Colorado,  April  26-29,  1979. 


CASE  REPORT 

The  patient,  J.B.  age  48,  had  no  previous  injury  to  either 
wrist.  On  November  2, 1976,  while  employed  as  an  assistant 
beauty  operator,  she  was  involved  in  an  altercation  with 
another  female  employee  who  grabbed  her  hands,  squeezed 
them  and  then  shook  her  wrists.  This  procedure  was  re- 
peated a second  time  during  which,  the  patient  stated,  she 
"heard  something  snap”  in  her  right  wrist.  She  experienced 
immediate  pain  in  both  wrists,  more  marked  on  the  right. 
Shortly  afterward  she  tried  to  work  on  a patron  but  was 
unable  to  do  so.  She  went  home  at  which  time  she  claimed 
both  wrists  were  "red  and  swollen”. 

Because  the  patient  thought  that  the  pain  would  subside 
spontaneously,  she  did  not  seek  medical  aid  until  November 
4th  when,  after  the  clinical  and  roentgenographic  examina- 
tions, a diagnosis  of  fracture  of  the  carpal  navicular  of  the 
right  wrist  was  made  and  a long  arm  case  was  applied. 
There  were  no  specific  recommendations  concerning  the  left 
wrist.  On  January  6, 1977  the  long  arm  cast  was  replaced  by 
a forearm  cast  which  was  worn  until  mid  April  when  a 
removable  plastic  volar  splint  was  prescribed  and  used  on 
occasion  to  the  time  she  was  examined  by  the  authors.  The 
attending  Doctor’s  last  report  dated  August  4,  1977  to  the 
State  Compensation  Insurance  Fund  stated  in  part:  "Today 
x-rays  showed  poor  healing  of  the  wrist  fracture  with  os- 
teoporosis on  both  sides  of  the  fracture  site.  . . . It  is  impos- 
sible to  state  at  this  time  what  her  residual  disability  will  be 
or  whether  future  surgery  will  be  recommended.  Today  we 
have  advised  that  she  use  her  hand  splint  for  performing 
activities  which  cause  extension  of  the  wrist. 

The  patient  was  examined  by  the  authors  on  October  28, 
1977;  she  complained  of  pain  in  the  right  wrist  during  ac- 
tivities such  as  using  a screw  driver,  a broom,  a vacuum 
cleaner,  lifting  heavy  plants,  and  writing  a letter.  She  had 
no  complaints  referable  to  the  left  wrist.  The  past  medical 
history  was  irrelevant. 

Onphysical  examination  the  circumferance  of  both  wrists 
and  forearm  was  equal.  The  patient  alleged  tenderness  on 
pressure  over  the  anatomic  snuffbox,  the  ulnar  aspect  of  the 
wrist,  and  the  distal  region  of  the  forearm.  The  ranges  of 
motion  of  both  wrists  were  identical.  Examination  ofthe  left 
wrist  was  negative. 
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Roentgenographic  examination  of  both  wrists  was  made 
on  October  28,  1977.  The  films  of  the  left  wrist  were  nega- 
tive. The  various  projections  of  the  right  wrist  showed  the 
navicular  to  consist  of  two  components;  a large  and  small 
segment  of  which  the  apposing  margins  were  smooth  and 
clearly  defined  with  a definite  cortical  structure  giving  the 
appearance  of  ajoint.  There  was  no  evidence  of  osteoporosis, 
increased  density  or  cystic  formation  of  either  segment  (Fig. 
1).  Subsequently , all  previous  films  beginning  with  the  orig- 
inal study  taken  on  November  4,  1976  were  obtained  and 
reviewed.  There  were  no  differences  in  the  radiologic  find- 
ings compared  with  the  films  taken  on  October  28,  1977. 
These  comparative  studies  verified  the  diagnosis  of  bipar- 
tite navicular. 


Discussion 

Pfitzner^®,  an  anatomist,  is  credited  with  the 
accepted  description  of  the  morphologic  de- 
velopment and  comparative  anatomy  of  the 
carpal  bones  in  1900.  It  serves  no  purpose  in  this 
discussion  to  relate  the  details  of  this  study.  In 
brief,  the  carpal  navicular  is  usually  derived 
from  one  center  of  ossification;  however,  varia- 
tions may  occur.  In  those  instances  where  two  or 
more  cartilaginous  masses  were  formed,  Pfitz- 
ner  termed  them  culare  radiale  and  naviculare 
ulnare,  each  of  which  developed  a separate 
center  of  ossification.  In  those  rare  instances 
where  the  centers  did  not  coalesce  or  fuse  but 
continued  to  develop  independently,  a bipartite 
navicular  resulted.  In  addition  a third  small 
segment,  called  the  oscentrale,  may  also  have 
contained  a separate  center  of  ossification. 
Theoretically,  if  this  center  as  well  as  the  other 
two  progressed  independently,  a tripartite 
navicular  may  result  which  is,  indeed,  a very 
rare  anomaly  if  it  exists  at  all. 

Accurate  knowledge  of  the  normal  anatomi- 
cal development  of  the  carpal  navicular  and  the 
aberrant  anomaly,  the  bipartite  navicular,  is 
essential  in  arriving  at  the  correct  diagnosis 
between  non-union  of  a fracture  and  an  ano- 
maly. According  to  Rose^^,  a bipartite  navicular 
is  divided  at  the  waist  into  more  or  less  equal 
proportions;  however,  there  are  exceptions  to 
this  equality.  The  essential  differential 
anatomical  points  are  the  presence  of  a joint 
space  between  the  two  pieces  and  the  apposing 
surfaces  are  covered  with  cartilage.  It  has  been 
suggested  that  the  correct  diagnosis  can  only  be 
verified  when  such  an  anatomical  joint  is  found 
by  surgical  exploration. ^ This  procedure  is  un- 
necessary and  impractical  since  there  are  sev- 
eral factors  which,  if  carefully  and  thoughtfully 
weighed,  can  result  in  the  correct  diagnosis. 


Fig.  1.  Right  wrist.  See  text. 


Some  authors  consider  bilateralness  to  be  proof 
positive  for  acceptance  of  bipartite  navicular  as 
a clinical  entity. When  present,  this  condi- 
tion does  not  sui  generis  give  rise  to  any  disabil- 
ity. 

The  vast  majority  of  authors  consider  bipar- 
tite navicular  to  be  a congenital  anomaly  which 
may  either  be  unilateral%®»^^i^^  or  bilateraPi'‘>V 
13  19  20^21 jj^ay  occur  as  an  isolated  instance  or 
in  conjunction  with  other  congenital  anomalies 
of  the  hand  or  forearm. Golasch®  ^ added 
hereditary  and  familial  factors  in  reporting  this 
abnormality  in  ten  members  of  a family. 
Another  presumptive  etiologic  consideration, 
which  is  mentioned  only  in  the  German  litera- 
ture, is  decreased  function  of  the  thyroid  gland 
resulting  in  a disturbance  of  the  normal  course 
of  ossification  of  the  carpal  navicular.h“i^’^ 

The  criteria  of  the  clinical  and  roentgenog- 
raphic characteristics  in  the  differential  diag- 
nosis between  non-union  of  a carpal  navicular 
fracture  and  a bipartite  navicular  must  be 
clearly  understood  and  rigidly  adhered  to  in 
order  not  to  fall  into  error.  The  type  of  trauma 
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involved  in  the  latter,  when  present,  is  either 
slight  or  is  usually  not  sufficiently  severe  to 
produce  a fracture. Moreover,  the  physical 
findings  are  minimal  or  absent.  Comparative 
films  of  the  opposite  side  may  reveal  the  same 
condition  in  which  there  is  no  history  of 
trauma. Childress®  reported  a unique  case  of 
fracture  of  a bipartite  carpal  navicular. 

Because  roentgenographic  findings  are  one 
essential  key  to  the  accurate  diagnosis,  the 
films  must  be  carefully  analysed.  In  bipartite 
navicular  the  texture  and  density  of  both  pieces 
of  bone  are  identical.  Osteoporosis  and  cyst  for- 
mation, which  are  chief  characteristics  of  non- 
union, are  absent.  Moreover,  avascular  necrosis 
which  is  manifested  by  increased  density  of  one 
or  both  fragments,  does  not  occur  in  bipartite 
navicular.  In  an  acute  fracture  there  is  some 
irregularity  of  the  contiguous  edges  of  the 
fragments  as  contrasted  with  the  smooth  edges 
of  bipartite  navicular.  The  fracture  line  be- 
comes more  evident  within  a period  of  a week  to 


ten  days  whereas  there  is  no  change  in  the 
amount  of  separation  of  the  joint  surfaces  of  the 
congenital  anomaly.  With  the  passage  of  time, 
regardless  of  the  interval,  the  findings  in  a case 
of  bipartite  navicular  show  no  changes  what- 
soever in  contrast  to  the  progressive  charac- 
teristics seen  in  developing  non-union. 

Conclusion 

Although  we  respect  those  opinions  to  the 
contrary^S^®,  the  authors  believe  that  there  is 
sufficient  documentation  in  the  literature 
which  has  withstood  the  test  of  critical  analysis 
to  warrant  the  acceptance  of  the  diagnosis  of 
bipartite  navicular  as  a distinct  entity.  One 
must  be  thoroughly  familiar  with  its  charac- 
teristics in  order  to  distinguish  this  condition 
from  non-union  of  the  carpal  navicular.  The 
case  reported  stresses  the  importance  of  making 
the  correct  diagnosis  especially  in  compensa- 
tion cases.# 
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Sleep  hypoxemia 

Growing  Clinical  Awareness 


David  W.  Hudgel,  MD,  and  David  W.  Shucard,  PhD,  Denver,  Colorado 


“O  Sleep  Why  Dost  Thou  Leave  me?”  William 
Congreve  verse  for  song  by  Handel 

This  article  reviews  the  physiology,  clinical  pre- 
sentation, evaluation,  and  therapy  of  breathing  dis- 
orders resulting  in  sleep  hypoxemia.  These  disorders 
can  result  in  daytime  somnolence,  intellectual  de- 
terioration, impotence,  depression,  and  essential 
hypertension.  Sleep  hypoxemia  may  precipitate 
life-threatening  cardiac  arrhythmias.  Now  that  sleep 
hypoxemia  can  be  easily  diagnosed,  it  is  being  found 
regularly  in  obese  individuals,  in  patients  with  re- 
spiratory diseases,  and  in  otherwise  normal  individu- 
als. 


Introduction 

Largely  due  to  technicological  advances 
which  allow  the  clinician  to  measure  arterial 
oxygen  saturation  noninvasively,  an  increasing 
number  of  individuals  with  previously  unsus- 
pected sleep  hypoxemia  are  now  being  iden- 
tified. Not  only  has  sleep  hypoxemia  been  found 
in  those  with  symptoms  of  a sleep  disturbance, 
it  has  also  been  identified  in  patients  with  re- 
spiratory diseases,  abnormalities  of  respiratory 
control,  obesity,  and  also  in  asymptomatic 
otherwise  healthy  individuals.  It  is  the  purpose 
of  this  communication  to  review  the  various 
physiological  factors  that  contribute  to  sleep 
hypoxemia,  to  consider  its  varied  clinical  pre- 
sentations, and  to  discuss  currently  recom- 
mended therapies. 

Dr.  Hudgel  is  Director  of  Ambulatory  Services  at  National  Jewish  Hospital  and  Associate 
Professor  of  Medicine  at  the  University  of  Colorado  Health  Sciences  Center.  Dr.  Shucard  is 
Director  of  the  Brain  Sciences  Laboratory  at  the  National  Jewish  Hospital,  and  Associate 
Professor  of  Psychiatry  at  the  University  of  Colorado  Health  Sciences  Center. 


Causes  and  Consequences  of  Sleep  Hypoxemia 

Sleep  hypoxemia  can  be  attributed  to  seven 
essential  causes:  1)  alveolar  hypoventilation,  2) 
ventilation-perfusion  mismatch,  3)  central 
apnea,  4)  upper  airways  obstructive  apnea,  5) 
bronchoconstriction,  6)  mucus  accumulation, 
and  7)  altered  controls  of  ventilation. 

Alveolar  hypoventilation  occurs  whenever 
the  minute  ventilation  decreases  or  the  dead 
space  (wasted)  ventilation  increases.  Alveolar 
hypoventilation  results  in  a decrease  in  the 
arterial  oxygen  tension  (PO^)  and  an  increase  in 
the  arterial  carbon  dioxide  tension  (pCO^.)  This 
process  occurs  normally  during  sleep,  but  is 
considered  abnormal  if  it  becomes  too  extensive. 
Alveolar  hypoventilation  may  be  idiopathic  or 
caused  by  other  factors. 

Ventilation-perfusion  mismatch  occurs 
when  the  alveolar  air  and  capillary  blood  in  the 
lung  do  not  come  into  close  contact  for  a long 
enough  period  of  time.  This  abnormality  can 
occur  1)  when  the  air  does  not  reach  enough  of 
the  alveoli  around  which  blood  is  being  perfused 
such  as  occurs  in  chronic  airways  disease,  2) 
when  the  blood  does  not  reach  alveolar  capil- 
laries that  are  being  supplied  with  air  such  as 
occurs  in  pulmonary  vascular  occlusive  disease, 
3)  if  the  alveolar  capillary  barrier  thickens, 
such  as  in  congestive  heart  failure  or  pulmo- 
nary fibrosis,  or  4)  when  pulmonary  perfusion  is 
poor,  as  in  myocardial  insufficiency. 

Central  apnea  is  characterized  by  cessation 
of  all  respiratory  activity  for  a short  period  of 
time.  It  normally  occurs  during  transition  from 
drowsiness  to  light  sleep  or  during  rapid  eye 
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movement  (REM)  sleep.  Central  apneas  that 
last  longer  than  ten  seconds  or  occur  during 
deep  sleep  are  considered  abnormal.  The  longer 
these  episodes  last  the  greater  the  hypoxemia 
that  develops. 


Upper  airways  obstructive  apnea  is  often 
found  in  adults  who  are  heavy  snorers.  Most 
individuals  with  this  problem  are  obese.  It  can 
also  occur  in  children  with  severe  tonsil  and 
adenoid  hypertrophy.  In  some  of  these  indi- 
viduals pharyngeal  muscles  become  atonic  for 
unknown  reasons.  Upon  inspiration  the  atonic 
lateral  and  posterior  pharyngeal  walls  collapse 
into  the  airway  causing  obstruction.^  Increas- 
ingly vigorous  thoracic  and  abdominal  in- 
spiratory muscular  activity  develops  until  the 
obstruction  is  finally  broken.  As  the  obstruction 
is  broken  there  is  a loud  snore  which  usually 
arouses  the  patient  and  his  bed  partner.  This 
cycle  often  recurs  repeatedly  during  light  sleep; 
the  patient  never  achieves  a normal  sleep  pat- 
tern, in  that  he  cycles  between  wakefulness  and 
light  sleep,  and  never  attains  deep  sleep.  This 
lack  of  normal  sleep  leads  to  daytime  somno- 
lence. The  thoracic  movements  that  are  made  in 
an  attempt  to  "break”  the  obstruction  are  so 
vigorous  that  they  cause  extremely  negative 
intrathoracic  pressure,  resulting  in  pooling  of 
blood  in  large  thoracic  veins  and  thereby  de- 
creased cardiac  output. ^ Both  the  airways 
obstruction  and  decreased  cardiac  output  con- 
tribute to  the  hypoxemia  of  upper  airways 
obstructive  apnea.  Both  central  and  obstructive 
apnea  can  occur  in  the  same  individual;  this  is 
termed  mixed  or  complex  apnea. 

Patients  with  asthma  and  chronic  obstructive 
airways  disease  (COPD)  can  develop  bron- 
choconstriction  during  sleep.  Airways  disease 
itself  is  partially  contributory.  In  addition,  air- 
way tone  can  change  considerably  during  REM 
sleep.  Since  the  arousal  response  to  hypoxia, 
hypercapnia  and  mechanical  loading  is  de- 
creased during  REM  sleep,  many  of  these  pa- 
tients do  not  awaken  until  severe  bron- 
choconstriction  and  hypoxemia  have  occurred. 


Mucus  accumulation  takes  place  in  the 
airways,  since  during  sleep  bronchial  ciliary  ac- 
tivity is  decreased.  These  mechanisms  can  con- 
tribute to  severe  sleep  hypoxemia  in  asthmatics 
and  COPD  patients. 


Central  nervous  system  mechanisms  produc- 
ing altered  controls  of  ventilation  may  also 
be  a causative  factor  in  sleep  hypoxemia.  For 
example,  as  mentioned  above,  changes  in  the 
respiratory  center  activity  occur  during  sleep. 
As  a result,  arousal  responses  to  chemical 
stimuli  (e.g.  hypoxia  and  hypercapnia)  and 
mechanical  stimuli  are  normally  decreased  dur- 
ing sleep,  especially  REM  sleep.  Severe  sleep 
hypoxemia  may  occur  when  these  normal 
mechanisms  are  present  in  individuals  who 
have  depressed  respiratory  center  activity  dur- 
ing wakefulness,  as  occurs  in  high  altitude  resi- 
dents, in  some  patients  with  obstructive  air- 
ways disease,  in  endurance  athletes,  and  in 
those  with  primary  alveolar  hypoventilation 
(Ondine’s  Curse). 

Sleep  hypoxemia  may  lead  to  a number  of 
complications.  Both  bradycardiac  and  tachy- 
cardiac  arrhythmias  have  been  reported  during 
sleep  hypoxemia.^  ^ These  arrhythmias  coupled 
with  hypoxemia  may  be  life-threatening.  In  ad- 
dition, recurrent  episodes  of  hypoxemia  lead  to 
pulmonary  arterial  constriction.  If  these 
episodes  occur  frequently,  sustained  pulmonary 
hypertension  may  result.  In  some  individuals 
pulmonary  hypertension  leads  to  secondary 
systemic  hypertension.^  ^ 

Prevalence  of  Sleep  Hypoxemia 

Although  the  prevalence  of  sleep  hypoxemia 
in  the  general  population  or  even  in  specific 
patient  categories  is  unknown,  some  informa- 
tion is  available  that  illustrates  that  this  pro- 
blem is  more  common  than  we  previously  sus- 
pected, especially  in  overweight,  older  males.® 
Several  studies  have  shown  that  healthy  indi- 
viduals hypoventilate  a small  amount  during 


TABLE  1 

Symptoms  That  May  Indicate  Sleep  Hypoxemia 
Snor i ng 

Restless  sleep,  or  violent  body  movements 
Interrupted  sleep,  insomnia 
Somnambu 1 i sm 
Enu  res  1 s 
N i ghtmares 

Morning  headaches  and/or  nausea 

Daytime  somnolence 

Depression 

Sexual  dysfunction 

Intellectual  Deterioration 

Behavioral  changes 
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sleep. If  arterial  oxygen  status  is  normal  dur- 
ing wakefulness,  the  normal  amount  of  sleep 
desaturation  may  not  be  clinically  important. 
However,  as  one  would  anticipate  from  the 
shape  of  the  oxygen  hemoglobin  disassociation 
curve,  a greater  amount  of  sleep  oxygen  desat- 
uration occurs  for  the  same  decrease  in  PO2  the 
lower  the  original  PO2  (Figure  1). 

Obesity  and  Sleep  Hypoxemia 

As  pointed  out  above,  sleep  hypoxemia  may 
be  more  common  in  obese  individuals.  The  fol- 
lowing case  reports  of  two  patients  studied  in 
our  laboratory  illustrate  a number  of  the 
pathophysiologic  mechanisms  of  sleep 
hypoxemia  that  can  occur  in  obese  individuals. 

The  first  was  a 43  year  old  white  male  who 
complained  of  a moderate  degree  of  snoring  and 
restless  sleep.  He  had  no  da)d;ime  symptoms. 
His  body  weight  was  210  kg.  (ideal  body  weight, 
89  kg.),  his  hematocrit  was  50  Vol%.  Sleep 
analysis  showed  extreme  hypoxemia  with  oxy- 
gen saturation  frequently  decreasing  to  below 
70%  (normal  Denver  arterial  oxygen  saturation 
94%  or  greater).  During  light  sleep,  alveolar 
h5q)o ventilation  was  present,  characterized  by 
hypoxemia  and  CO2  retention;  during  deeper 
stages  of  sleep  there  was  ventilation-perfusion 
mismatch.  (Fig.  2)  Subsequent  use  of  nasal  oxy- 
gen totally  resolved  his  sleep  hypoxemia. 

A second  obese  male,  whose  body  weight  was 
93  kg.  (ideal  weight  79  kg.),  had  a history  of 
severe  snoring,  frequent  arousals  during  sleep, 
and  daytime  somnolence.  Nocturnal  restless- 


TABLE  2 


Treatment  for  Causes  of  Sleep  Hypoxemia 


D i agnos i s 


Therapy 


Alveolar  hypoventilation  Weight  loss  if  patient  over- 

we  i ght 

0 administration 
2 


Vent i 1 at  I on-pe  rfus ion 
m i smatch 

Mucus  accumulation 


Possibly,  respiratory 
St imul ants 

Weight  loss  If  overweight 
0 administration 
2 

Bronchod i 1 ators  at  bedtime 
Postural  draingage  at  bedtime 
Possibly,  0 administration 
2 


Upper  airways  obstructive  apnea  Adenotons i 1 1 ectomy 

Bypass:  se 1 f- i ntubat i on , head 
brace,  or  tracheostomy 
Weight  loss  if  overweight 

General  apnea  Respitatory  stimulants 

Phrenic  nerve  pacing 

Decreased  ventilatory  drive  Respiratory  stimulants 

0 administration 


2 


Fig,  1.  The  shape  of  the  oxygen-hemoglobin  dissociation  curve 
diaates  the  amount  of  decrease  in  percent  oxygen  saturation  of 
hemoglobin  (Sa02)  for  a given  decrease  in  arterial  oxygen  tension 
(P02).  Forthe  same  decrease  in  PO2  if  the  initial  level  of  PO2  is  low 
(large  arrows),  the  decrease  in  Sa02is  greater  than  if  the  initial  PO2 
were  higher  (small  arrows).  A greater  decrease  in  Sa02  more 
adversely  affects  tissue  oxygenation  even  though  the  PO2  decrease  is 
the  same  in  both  circumstances. 


ness  had  driven  his  wife  to  sleep  in  another 
room.  In  addition,  he  was  quite  depressed,  impo- 
tent, and  displayed  a lack  of  interest  in  his  daily 
activities.  His  hematocrit  was  elevated.  Sleep 
analysis  showed  repeated  cycles  of  mixed 
apnea,  central  apneas  followed  by  upper  air- 
ways obstruction.  (Fig.  3)  As  these  cycles  recur- 
red throughout  the  night’s  sleep,  arterial  oxy- 
gen saturation  occasionally  fell  below  50%. 
Oxygen  and  medroxyprogesterone  did  not  help, 
and  tracheostomy  was  required  to  bypass  the 
obstruction.  Following  the  tracheostomy,  he 
had  immediate  relief  of  interrupted  sleep,  did 
not  snore,  and  had  total  resolution  of  the  day- 
time somnolence  and  behavioral  changes. 

These  two  patients  illustrate  four 
mechanisms  of  sleep  hypoxemia:  alveolar 
hypoventilation,  ventilation-perfusion  mis- 
match, central  and  obstructive  apnea. 


Clinical  Presentation 

The  symptoms  of  a sleep  disturbance  result- 
ing in  sleep  hypoxemia  are  many  and  varied.  It 
is  important  to  remember  that  the  history  of 
sleep  symptoms  are  best  obtained  from  the 
spouse  or  from  parents,  if  the  patient  is  a child. 
Table  1 lists  the  most  common  symptoms  of  a 
sleep  hypoxemia. 
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EMG 

EEG 

EEG 

EKG 

Oral  Resp. 

Nasal  Resp. 
(CO2) 

Abd.  Resp. 


Oi  Sat. 


Fig.  2.  Sleep  analysis  demonstrating  hypoxemia  related  to  ventilation-perfusion  mismatch.  In  spite  of  normal  ventilatory  pattern  seen  in 
abdominal  respiration  (Abd.  Resp.)  and  airflow  (Nasal  Resp.)  recordings,  there  is  severe  arterial  desaturation  (O2  Sat.).  EOG, 
electro-oculogram;  EMG,  mental  electromyogram:  and  EEG,  electroencephalogram  are  used  for  sleep  staging.  Stage  / (light  sleep)  in 
this  instance. 


Methods  of  Evaluation 

A careful  history  obtained  from  both  the  pa- 
tient and  the  spouse,  or  from  the  parents  in  the 
case  of  children,  is  of  extreme  importance  in  the 
evaluation  of  a sleep  disturbance.  When  history 
of  a possible  sleep  abnormality  is  obtained,  the 
patient  should  first  be  observed  by  a trained 
person  during  normal  sleeping  hours.  The  ob- 
server should  note  sleeping  positions,  times  and 
frequency  of  arousals,  pattern  of  snoring,  venti- 
lation pattern  and  its  relationship  to  snoring.  In 
addition,  cardiac  monitoring  should  be  per- 
formed. If  sleep  hypoxemia  is  suspected, 
monitoring  of  arterial  oxygen  saturation  can  be 
done  noninvasively  with  an  ear  oximeter.  If  an 
oximeter  is  not  available,  an  arterial  cannula 
can  be  placed  in  the  radial  artery,  and  an  exten- 


sion added,  so  that  blood  samples  can  be  with- 
drawn during  sleep  without  awakening  the  pa- 
tient. 

If  the  initial  observation  indicates  respira- 
tory difficulties,  sleep  hypoxemia,  or  cardiac  ar- 
rhythmias, a formal  sleep  study  should  be  done. 
Sleep  staging  is  done  using  electrophysiological 
technics  in  which  the  electroencephalogram 
(EEG),  electro-oculogram  (EOG),  and  chin  elec- 
tromyogram (EMG)  are  simultaneously  re- 
corded. Ventilation  patterns  are  recorded  by  a 
chest  and/or  abdominal  strain-gauge.  Nasal 
and  oral  airflow  are  monitored,  one  by  a ther- 
mistor and  the  other  by  a capnograph.  Arterial 
oxygen  saturation  is  monitored  by  ear 
oximetry.  Using  these  technics,  the  relation- 
ship between  sleep  and  ventilation  abnor- 
malities resulting  in  sleep  hypoxemia  can  be 
clarified. 
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EOG  - R 


EOG  - L 
EMG 
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EEG 

EEG 

EKG 

Oral  Resp. 

Nasal  Resp. 
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0,  Sat. 


Fig.  3 . Steep  analysis  demonstrating  mixed  apnea  during  Stage  II  sleep.  A period  with  no  abdominal  movement  and  no  airflow  (central 
apnea)  is  followed  by  a period  of  progressively  increasing  abdominal  respiratory  activity  without  airflow  at  the  nose  or  mouth 
(obstructive  apnea).  This  apneic  spell  is  accompanied  by  gradually  decreasing  oxygen  desaturatio:t. 


Therapy 

Table  2 summarizes  the  major  diagnoses  and 
recommended  therapies  for  sleep  disorders  re- 
lated to  respiratory  disturbances.  Indications 
for  therapy  are  1)  a sleep  disorder  resulting  in 
daytime  symptoms  such  as  somnolence,  intel- 
lectual deterioration,  depression,  etc.,  2)  severe 
sleep  hypoxemia,  and  3)  cardiac  arrhythmias  or 
hypertension  associated  with  sleep  hypoxemia 
or  a sleep  disorder.  If  the  daytime  symptoms  are 
related  to  a sleep  disorder,  they  usually  clear 
very  promptly  with  resolution  of  the  sleep  dis- 
order. The  importance  of  the  hypoxemia  ob- 
served is  weighed  by  factors  such  as  the  pa- 
tient’s age,  the  presence  of  coronary  artery  dis- 
ease or  cerebral  vascular  disease.  Ventricular 
tachyarrhythmias  and  asystole  should  be  con- 
sidered potentially  life-threatening,  and  should 
dictate  immediate  treatment  of  the  sleep  disor- 
der with  which  the  arrhythmia  is  associated. 

As  mentioned  above,  insomnia  may  be  a 
symptom  of  a sleep  disorder  resulting  in  sig- 
nificant sleep  hypoxemia.  If  hypnotic  or  seda- 
tive drugs  are  given  to  such  patients, 
hypoxemia  may  worsen  since  these  drugs  pro- 


duce alveolar  hypoventilation.  Therefore,  sleep 
should  be  analyzed  in  the  insomniac  before  pre- 
scribing sedative  agents. 

If  alveolar  hypoventilation  or  ventilation- 
perfusion  mismatch  is  shown  to  be  the 
mechanism  of  sleep  hypoxemia,  oxygen  therapy 
will  be  helpful.  However,  the  causes  of  hypoven- 
tilation or  ventilation-perfusion  mismatch 
should  be  determined  so  that  therapy  for  the 
underlying  condition  might  be  initiated.  If  obes- 
ity is  also  present,  a weight  loss  program  should 
be  vigorously  pursued.  In  cases  where  sleep 
hypoxemia  is  due  to  bronchoconstriction,  inten- 
sified bronchodilator  therapy  prior  to  bedtime 
and/or  at  intervals  during  sleep  is  recom- 
mended. In  patients  with  mucus  accumulation 
during  sleep,  postural  drainage  at  bedtime  may 
be  helpful  in  addition  to  bronchodilators.  Sup- 
plemental nighttime  oxygen  may  also  be 
needed  in  these  patients. 

The  treatment  of  obstructive  and  central 
apnea  has  received  much  attention  lately.  No 
medications  have  been  found  to  be  effective  in 
reversing  obstructive  apnea.®  If  obstructive 
apnea  is  responsible  for  severe  hypoxemia,  car- 
diac arrhythmias,  pulmonary  hypertension. 
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systemic  hypertension,  or  significant  daytime 
somnolence,  a procedure  to  bypass  the 
pharyngeal  muscles  is  indicated.  Children  with 
obstructive  apnea  who  have  hypertrophied 
adenoids  or  tonsils  should  have  an  adenotonsil- 
lectomy.  Some  adults  can  learn  self  intubation; 
intubation  to  a level  just  above  the  larynx  is 
usually  satisfactory.  Others  have  been  treated 
successfully  by  using  braces  to  position  the  head 
to  eliminate  the  obstruction.  The  most  reliable 
form  of  therapy  for  obstructive  apnea  has  been  a 
small  tracheostomy  which  can  be  closed  during 
the  daytime  for  normal  voice  functioning.^®  For 
central  apnea,  respiratory  stimulants  such  as 
aminophylline,  naloxine,  medroxyproges- 
terone, and  clomipramine  have  been  used  with 
minimal  success.  “ If  no  respiratory  stimulants 
resolve  severe  hypoxemia  due  to  central  apnea, 
phrenic  nerve  pacing  may  have  to  be  consi- 
dered. Medroxyprogesterone  is  a respiratory 


center  stimulant.  It  has  been  useful  in  obese 
hypoventilators^®  and  in  hypoxemic  individuals 
with  chronic  high  altitude  sickness^,  but  its  use 
in  central  apnea  has  not  been  fully  clarified. 

The  severity  of  hypoxemia  observed  in  some 
patients,  and  its  potentially  life-threatening 
complications,  indicates  the  importance  for 
clinicians  to  ask  susceptible  patients,  such  as 
children  with  nasal  voices  or  recurrent  tonsil- 
litis, obese  individuals,  respiratory  disease  pa- 
tients, and  those  with  changes  in  intellectual  or 
behavioral  functioning,  about  symptoms  of  a 
sleep  disorder.  If  a suggestive  history  is  ob- 
tained, a sleep  analysis  should  be  done  to  con- 
firm the  history  and  to  identify  the  presence  of 
hypoxemia  and  the  mechanisms  of  the  sleep 
disorder.  Only  after  such  an  evaluation  can 
therapeutic  measures  be  initiated  that  may  re- 
solve, or  at  least  compensate  for  sleep 
hypoxemia.® 
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CLINICAL  BRIEF 


Lidocaine  and  the  hyper-acute  back 


Charles  D.  Magill,  MD,  Englewood,  Colorado 


The  Problem:  Jim  Jones  is  unloading  the  trunk  of  his 
car.  As  he  is  setting  a bag  of  cement  on  the  ground  to 
his  right,  his  back  "goes  out,”  and  he  slides  to  the 
ground  in  pain.  With  much  effort  and  commotion,  he 
arrives  in  the  waiting  room.  He  is  forty-nine  years 
old,  in  obvious  distress,  listing  to  the  right,  supported 
as  he  walks  by  a coworker,  holding  his  right  low  back. 

The  Procedures:  Place  the  patient  on  an  examination 
table,  face  down,  with  a doubled-up  pillow  placed 
under  his  abdomen  (figure  1).  Expose  the  low  back. 
Stand  at  his  left  side.  With  a pen  or  marker,  draw  a 
short  transverse  line  at  the  right  posterior  iliac  crest 
(IC),  a vertical  line  at  the  posterior  spinous  process  of 
the  sacrum  (SI),  and  short  vertical  lines  over  each 
posterior  spinous  process  up  to  D12  ("L5”,  "L4”,  etc.). 

Palpate  the  processes  and  nearby  paraspinal  muscles 
vigorously  up  to  Dll.  The  maximum  tenderness  is 
usually  from  L4  to  SI  and  usually  on  one  side  only. 
However,  it  may  seem  to  involve  the  nerve  to  tensor 
fascia  (NTF),  superior  gluteal  nerve  (SGN),  sacroiliac 
joint,  or  greater  trochanter  (GT). 

Prepare  a 10  cc.  solution  of  lidocaine  1%  on  a number 
21  or  number  22  one  and  one-half  inch  needle.  Do  not 
use  2%  lidocaine  as  this  would  have  too  much  chance 
of  adverse  reaction.  Select  a site  one  inch  lateral  to 
the  midline  of  the  L5  posterior  spinous  process  ("X”  in 
figure  2).  Cleanse  the  area  with  two  or  three  alcohol 
sponges.  Propel  the  needle  and  attached  syringe 
straight,  not  medial,  not  lateral,  until  bone  stops  its 
progress.  Medially,  the  needle  would  contact  neural 
elements,  laterally,  it  will  miss  the  main  target.  In- 
ject 4 cc.  of  1%  lidocaine  ("1”  in  figure  2).  Redirect  the 
needle  superiorly  about  one  and  one-half  inches  ("2”) 
and  inject  3 cc.;  then,  distally,  one  and  one-half  inches 
("3”)  and  inject  the  remaining  3 cc. 

The  Precaution:  To  avoid  neural  injection,  the  patient 
must  be  coaxed  into  the  prone  position  with  the  ele- 
ments marked  off.  The  physician  must  not  direct  the 
needle  medially.  Follow  the  usual  manufacturer’s 
lidocaine  precaution.  In  the  event  of  spinal  anes- 
thesia, tilt  the  head  upwards  slightly,  maintain  usual 
supportive  measures,  and  await  recovery.  This  has 
not  occurred  in  the  author’s  experience. 


The  Result:  The  patient  will  usually  feel  much  better 
and  be  able  to  walk  and  go  home  where  he  can  pursue 
usual  measures  for  the  sub-acute  or  chronic  back. 
These  might  include  medications,  corset,  and  out-pa- 
tient physical  therapy.  If  the  procedure  is  not  success- 
ful, transfer  the  patient  to  the  hospital.  Herniated 
disc,  compression  fracture,  kidney  stone,  pelvic  frac- 
ture, pathologic  fracture  can  usually  be  detected  with 
usual  evaluation.  The  lidocaine  would  not  adversely 
affect  these  conditions. 


The  Advantage:  Hospitalization  is  avoided. 
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AAMA  STRENGTHENS 
PHYSICIANS’  LIAISONS 


The  physicians’  office  personnel  are  the  ini- 
tial contact  with  patients.  The  impressions  they 
give  play  a significant  role  in  how  your  patient 
perceives  quality  professional  care.  Medical  as- 
sistants, persons  employed  by  or  working  under 
the  supervision  of  physicians,  are  in  a very  im- 
portant position  of  trust  and  responsibility,  one 
in  which  they  constantly  deal  with  public  rela- 
tions, thereby  affecting  the  medical  professions’ 
image.  A competent  staff  provides  the  physician 
with  many  benefits.  The  medical  assistant  is 
one  of  the  physician’s  most  important  allies  in 
the  successful  practice  of  medicine.  The  medical 
assistant  is  next  to  the  physician  in  patient  care 
and  satisfaction,  and  is  the  physicians’  liaison 
in  providing  professional  services. 


THERE  IS  A WAY  TO  ENCOURAGE 
YOUR  OFFICE  STAFF  TO  DO  A BETTER 
JOB  OF  HELPING  YOU: 

The  American  Association  of  Medical  Assis- 
tants was  organized  in  1955  to  inspire  medical 
assistants,  secretaries,  nurses,  technicians, 
bookkeepers  and  receptionists  to  give  honest, 
loyal  and  efficient  service  to  their  physician- 
employers  as  well  as  to  the  public.  This  is  a 
non-profit  professional  organization  that  is  ded- 
icated to  providing  educational  services  to  in- 
crease the  knowledge  and  professionalism  of  its 
members,  and  to  strive  at  all  times  to  cooperate 
with  the  medical  profession  in  improving  public 
relations. 

AAMA  is  recognized  and  sanctioned  by  the 
AM  A and  CMS.  Physician  advisors  serve  at  all 
national,  state  and  local  levels  of  AAMA,  giving 
advice  and  counsel.  The  AAMA,  Colorado  Soci- 
ety, prohibits  its  members  from  ever  becoming  a 
trade  union  or  collective  bargaining  agency. 

American  Association  of  Medical  Assistants 
meetings  offer  continuing  education  to  its 
members  through  organized  educational  ac- 
tivities. Seminars,  workshops  and  study  groups 
provide  programs  covering  a wide  variety  of 
subjects,  on  the  latest  developments  in  the 


health  care  field  relating  both  to  administrative 
and  clinical  medical  assistants.  The  Colorado 
Society  of  AAMA  is  currently  sponsoring  a CPR 
session  in  conjunction  with  the  Colorado  Medi- 
cal Society  Interim  Session,  to  be  held  Saturday, 
March  1,  1980,  at  Writers  Manor,  Denver. 

This  tri-level  organization  also  grants  na- 
tional certification  to  the  medical  assistant  on 
the  successful  completion  of  a national  exami- 
nation. The  National  Board  of  Medical  Examin- 
ers is  the  consultant  for  this  AAMA/AMA  spon- 
sored program.  A Certified  Medical  Assistant  in 
the  physicians’  office  is  an  assurance  of  a know- 
ledgeable and  competent,  well-trained  and 
motivated  employee.  AAMA’s  educational 
programs  that  meet  specific  guidelines  also 
provide  the  opportunity  to  obtain  continuing 
education  unit  credit.  Additional  benefits  of 
membership  include  professional  journals,  op- 
tional group  insurance,  loan  and  scholarship 
programs,  state  and  national  conventions,  and 
personal  growth  for  the  physicians’  staff. 

National  membership  encompasses  19,000 
medical  assistants  in  47  states.  Colorado  Soci- 
ety has  260  members  in  7 areas:  Chapters  are 
located  in  Denver  (Capitol),  Lakewood  (Clear 
Creek),  Colorado  Springs  (El  Paso),  Pueblo 
(Pueblo),  Canon  City  (Fremont),  Durango  (La 
Plata),  Evergreen  (Mountain  Area),  plus 
members- at- large  throughout  the  state. 

The  American  Association  of  Medical  Assis- 
tants believes  that  better  trained  assistants  can 
assume  more  responsibility  in  maintaining 
smooth- running  offices  and  save  the  physician 
valuable  time.  The  AAMA  member  can  keep 
informed  and  current  with  the  advances  and 
constant  changes  involved  in  today’s  complex 
practice  of  medicine.  By  encouraging  member- 
ship in  AAMA  the  physician-employer  will  re- 
ceive more  professional  assistance  and  help  to 
provide  better  patient  care.  If  you  or  your  staff 
members  would  like  more  information  about 
membership  in  AAMA,  you  can  contact:  Doris 
Corey,  CMS,  Membership  Chairman,  10175 
Glennon  Drive,  Lakewood,  Colorado  80226. 
Phone:  985-0936  or  394-8763,  or  visit  with  one 
of  the  AAMA  members  who  will  be  present  at 
the  CPR  session  at  the  Colorado  Medical  Society 
Interim  Session,  on  March  1,  1980,  at  Writers 
Manor,  Denver. 

by  Mary  Claire  Attebery, 
Public  Relations  Chairman 
Colorado  Medical  Assistants 
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CHINA  GAINS  PFIZER  CT  SCANNER 


The  People’s  Republic  of  China  is  preparing  to 
further  its  medical  capabilities  by  the  addition 
of  revolutionary  CT  scanners.  Recently,  at  the 
Pfizer  Medical  Systems’  CT  manufacturing 
plant  in  Columbia,  MD.,  Chinese  journalists 
ended  a tour  of  the  plant  observing  the  tunnel 
aperture  of  the  Pfizer  CT  scanner. 

The  manufacturer  will  soon  ship  two  of  the 
CT  scanners,  purchased  by  the  People’s  Repub- 
lic of  China,  one  to  the  People’s  Liberation 
Army  Hospital,  Peking,  and  the  other  to  Army 
Hospital,  Xian. 


The  CT  scanner,  having  reached  a zenith  in 
acceptance  during  the  1970s,  is  still  considered 
to  be  the  most  important  advance  in  medical 
diagnosis  since  the  turn  of  the  century. 


Republic  of  China  Medical  Tour  Set  To  Go 

The  Medical  Tour  to  the  People’s  Republic  of 
China  is  now  a reality.  The  group  of  34  will 
include  physicians,  nurses,  a ward  clerk,  social 
and  psychiatric  workers,  members  of  au- 
xiliaries and  a dialysis  nurse. 

We  will  leave  Denver  on  August  8,  1980, 
spend  a night  in  Tokyo,  arriving  in  Peking  on 
August  10.  The  group  will  then  be  in  mainland 
China  until  August  25,  1980,  visiting  hospitals 
(the  group  will  go  on  rounds  with  doctors  in 
clinics,  visit  a tuberculosis  clinic,  witness 
surgery  under  acupuncture,  visit  barefoot  doc- 
tors at  rural  health  clinics)  and  we  have  been 
promised  that  this  will  be  a "topnotch”  medical 
tour.  Also  included  will  be  visits  to  other  points 
of  interest  in  the  country  and  the  cities.  The 
entire  tour  is  under  the  auspices  of  the  hosting 
Chinese. 

The  tour  leaves  Canton  on  August  25,  staying 
three  nights  in  Hong  Kong  to  rest  up  before 
winging  back  to  the  U.S.  on  August  28.  The 


price  is  $2,995.00,  which  includes  everything 
but  airport  taxes,  which  cannot  be  prepaid. 

I have  openings  for  five  persons,  and  would 
like  to  have  the  tour  filled.  Please  contact  me 
immediately  if  you  are  interested  because 
shortly  after  January  1 we  must  apply  for  visas. 
Please  have  an  up-to-date  passport,  since  the 
passport  will  be  needed  for  visa  applications.  If 
you  are  interested,  please  call  or  write  me  im- 
mediately. I can  be  reached  by  telephone,  after  6 
pm,  in  Denver  at  (303)  935-5307.  Or,  you  can 
write  to:  Darlene  A.  Classen,  R.N.,  1936  South 
Quitman  Street,  Denver  80219.  If  you  write  to 
me,  be  sure  to  include  your  name,  home  address, 
and  home  phone  (I  will  keep  the  number  in 
confidence,  in  case  it  is  unlisted,  but  I must  have 
a home  telephone  number),  and  your  specialty. 

Our  tour  plans  have  been  handled  by  Special 
Tours  for  Special  People  in  New  York.  I have 
also  been  in  direct  contact  with  the  Chinese 
International  Travel  Service. 

Darlene  A.  Classen,  R.N. 
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Major  General  Carl  Willard  Tempel,  MD,  died 
November  1,  1979  in  Denver  at  the  age  of  76. 

Doctor  Tempel  was  born  July  22,  1903,  in  Canton, 
Missouri.  He  received  his  BA  at  St.  Louis  University, 
St.  Louis,  Missouri  and  went  on  to  take  his  MD  there. 
On  July  1,  1930  he  was  commissioned  in  the  Army 
Medical  Corps,  and  first  assigned  to  William  Beau- 
mont General  Hospital,  at  El  Paso,  Texas. 

Later  he  served  for  the  first  of  three  times  at  Fitz- 
simons  Army  Medical  Center  and  at  Walter  Reed 
Army  Hospital,  Washington,  D.C.  In  October  1944  he 
was  promoted  to  Colonel,  and  took  command  of  the 
309th  General  Hospital  which  he  led  in  the  Asiatic- 
Pacific  Theatre  in  June  1945. 

Before  returning  for  the  second  time  to  Fitzsimons, 
Dr.  Tempel  served  in  the  Far  East  in  a variety  of 
capacities.  At  Fitzsimons  in  1947  Dr.  Tempel  was  an 
assistant  chief  and  later  chief  of  medical  service,  dur- 
ing which  time  he  concentrated  on  treatment  and 
rehabilitation  of  tuberculosis  patients. 

In  July  1955  Dr.  Tempel  became  medical  consul- 
tant to  the  Army’s  chief  surgeon.  Far  East  Division. 
His  work  in  tuberculosis  surveys  was  distinguished 
by  the  personal  commitment  of  his  attention.  In  May 
1957  he  returned  to  the  United  States  to  take  com- 
mand of  Valley  Forge  General  Hospital  at  Phoenix- 
ville,  Pennsylvania,  at  which  time  he  became 
Brigadier  General. 

In  September  1958  Dr.  Tempel  became  chief  of  the 
Professional  Division  in  the  Office  of  the  Surgeon 
General,  and  in  September  1960  with  the  rank  of 
major  general  he  became  commandant  of  Fitzsimons, 
and  in  1962  he  retired  from  the  service  and  held 
positions  in  Denver  at  National  Jewish  Hospital  at 
the  Webb-Waring  Lung  Institute,  and  later  as  a 
tuberculosis  consultant  for  the  Colorado  Department 
of  Health  on  a volunteer  basis. 

He  received  a Distinguished  Service  Medal  from 
the  U.S.  Army,  its  highest  peacetime  award,  in  Au- 
gust, 1962,  and  in  May  of  1969  received  the  Faculty 
Service  Award  of  the  University  of  Colorado. 

He  was  a member  of  the  Adams- Aurora  Medical 
Society,  the  Colorado  Medical  Society,  and  the 
American  Medical  Society.  He  belonged  to  the 
American  Thoracic  Society,  the  American  College  of 
Physicians,  and  the  American  College  of  Chest 
Physicians. 

He  is  survived  by  his  widow,  Ruth,  and  two 
daughters,  Doris  M.  Markham,  Longmont,  Colorado, 
and  Mary  R.  Miller,  Pebble  Beach,  California,  and  a 
son.  Col.  Thomas  R.  Tempel,  Washington,  D.C. 


was  graduated  from  Colorado  College  in  1934,  and  in 
1938  was  graduated  from  the  University  of  Colorado 
Medical  School.  He  took  his  internship  and  residency 
in  obstetrics  and  gynecology  at  Colorado  General 
Hospital. 

He  practiced  briefly  in  Crystal  Falls,  Michigan  and 
then  entered  the  Army  Air  Corps  as  flight  surgeon, 
serving  at  San  Angelo,  Texas;  Lincoln,  Nebraska; 
Kearns,  Utah,  and  Okinawa.  He  left  the  service  as 
lieutenant  colonel. 

In  1948  he  returned  to  assume  a private  practice  in 
Colorado  Springs.  He  served  on  the  medical  staffs  at 
St.  Francis  and  Memorial  hospitals,  and  was  presi- 
dent of  the  medical  staff  at  St.  Francis  Hospital.  He 
also  served  at  Penrose  Hospital.  He  was  president  of 
the  El  Paso  Medical  Society  and  was  a member  of  the 
Colorado  Medical  Society. 

Doctor  Gloss  is  survived  by  his  widow,  Clara,  four 
sons,  Kenneth  E.  Gloss  II,  Littleton,  Colorado;  Peter 
J.  Gloss,  Ogden,  Utah;  Frederick  C.  Gloss,  McLean, 
Virginia;  Lawrence  R.  Gloss,  Denver;  and  a daughter 
Kathryn  U.  Anderson,  Denver,  and  four  grandchil- 
dren. 

Doctor  George  Glen  Balderston  died  August  20, 
1979  in  Montrose  at  the  age  of  60. 

He  was  born  in  Clifton,  Kansas  on  January  27, 
1919.  When  he  was  veiy  young  his  family  moved  to 
Paonia,  Colorado  where  he  attended  public  schools. 
He  attended  the  University  of  Colorado,  and  received 
his  MD  in  1947.  He  interned  at  Colorado  General 
Hospital  during  1947-48.  He  had  served  in  the  U.S. 
Navy  Reserve  from  1942  to  1945. 

His  first  practice  was  in  Telluride,  and  in  1950  he 
served  in  the  U.S.  Navy  Medical  Corps  in  Korea.  He 
moved  to  Montrose  in  1952  upon  his  return  to  the 
United  States,  where  he  practiced  until  illness  forced 
his  retirement  July  1,  1978. 

Dr.  Balderston  received  the  Robins  Award  in  1977 
for  his  remarkable  sense  of  community  regard  and 
involvement.  He  was  active  in  the  Montrose  County 
Medical  Society,  and  served  as  president  from  1964  to 
1966.  He  was  a member  of  the  Colorado  Medical  Soci- 
ety and  the  American  Medical  Society.  He  was  a 
Fellow  of  the  Academy  of  Family  Practice. 

Dr.  Balderston  had  been  a member  of  the  Civil  Air 
Patrol,  the  American  Association  of  Flying  Physi- 
cians, and  had  been  for  twenty  years  a Federal  Avia- 
tion Medical  Examiner. 

He  is  survivedby  his  widow,  Jean,  andsix  children. 
A son  Douglas,  Pleasant  Hill,  California,  and  five 
daughters  survive.  They  are  Cynthia  Risch, 
Montclair,  California;  Pamela  Parker,  Denver; 
Sheila  Sorrells,  Grand  Junction;  Tina  Wilson,  Ridg- 
way,  and  Michelle  Phillips,  Buena  Vista. 


Doctor  Harry  Carpenter  Hughes  of  Denver  died 
September  22  at  the  age  of  73. 

Doctor  Hughes  was  born  in  Chillicothe,  Missouri 
Doctor  Kenneth  E.  Gloss  died  in  Colorado  Springs  August  24, 1906.  His  family  moved  in  1912  to  Council 

December  1,  1979  at  the  age  of  67.  Grove,  Kansas,  and  in  1914  moved  east  of  Colorado 

Doctor  Gloss  was  born  January  12, 1912  in  Oberlin,  Springs.  His  father  was  a well  known  constructor  of 

Kansas,  and  in  1922  moved  with  his  family  to  Col-  golf  courses,  among  which  he  built  Wellshire  and 

orado  Springs  where  he  attended  public  schools.  He  Cherry  Hills. 
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Doctor  Hughes  attended  the  Cheyenne  Mountain 
School  in  Colorado  Springs  and  then  took  pre-med 
courses  at  the  University  of  Denver.  He  was 
graduated  with  his  MD  in  1933  from  the  University 
of  Colorado  School  of  Medicine. 

He  interned  at  Youngstown  Hospital  in  Ohio  from 
1933  to  1934,  following  which  he  returned  to  Col- 
orado where  he  established  a general  practice  in  En- 
glewood. From  1935-36  he  was  resident  physician  at 
The  Children’s  Hospital,  Denver. 

In  1937  Doctor  Hughes  took  work  in  orthopaedics 
at  Boston  City  Hospital,  Massachusetts  General 
Hospital,  and  at  Boston  Children’s  Hospital,  return- 
ing in  1938  to  Colorado  where  he  established  a prac- 
tice in  orthopaedics  in  Denver. 

He  joined  the  Army  Medical  Corps  as  a Captain  in 
1942,  and  became  associated  with  the  31st  General 
Hospital  and  spent  24  months  in  the  Pacific  theatre  of 
Operations,  leaving  the  service  in  March  1945  as  a 
lieutenant  colonel  to  return  to  practice  in  Denver. 

He  became  an  associate  clinical  professor  of  or- 
thopaedic surgery  at  the  University  of  Colorado 
School  of  Medicine,  a staff  resident  at  Presbyterian 
Medical  Center,  Children’s  Hospital,  and  Denver 
General  Hospital,  and  an  associate  staff  member  at 
St.  Joseph,  St.  Luke’s,  and  Mercy  hospitals,  and  a 
consultant  at  Fitzsimons  Medical  Center. 

Doctor  Hughes  was  a member  of  the  Denver  and 
Colorado  medical  societies  and  the  AMA.  He  was 
president  of  the  Western  Orthopaedic  Association  in 
1969,  a certified  member  of  the  American  Board  of 
Orthopaedic  Physicians,  and  a fellow  of  the  American 
Academy  of  Orthopaedic  Surgeons. 

Doctor  Hughes  was  married  in  1936  to  Jean  Claw- 
son, who  survives,  as  do  a daughter,  Mrs.  Cynthia 
Wilson,  Fort  Worth,  Texas,  and  a son,  John  M. 
Hughes,  Soldotna,  Alaska,  two  brothers,  Frank,  Ran- 
cho Mirage,  California;  and  Harry,  Denver. 


Doctor  James  D.  Ripepi  of  Lakewood,  Colorado 
died  October  13,  1979  at  the  age  of  54. 

Doctor  Ripepi  was  born  March  20,  1925  in 
Philadelphia.  He  attended  Jefferson  Medical  College 
and  received  his  MD  there  in  1950,  following  which 
he  served  a rotating  internship  at  Delaware  Hospital, 
Wilmington,  Delaware.  He  studied  under  a fellow- 
ship in  psychiatry  at  the  Mayo  Foundation  and  Clinic 
at  Rochester,  Minnesota  for  3-14  years,  and  a resi- 
dency in  neurology  at  Jefferson  Medical  College, 
Philadelphia  for  two  years. 

Doctor  Ripepi  was  an  instructor  in  neurology  at 
Jefferson  Medical  College,  and  directed  adolescent 
services  at  Miseracordia  Hospital  in  Philadelphia 
prior  to  being  appointed  associate  chief  of  the  chil- 
dren’s division  at  Fort  Logan  Mental  Health  Center, 
Colorado  in  November  1968.  He  left  Fort  Logan  in 
1971  when  he  had  become  director  of  the  Geriatrics 
Division,  and  entered  private  practice. 

He  is  survived  by  his  widow,  Ann,  and  four  chil- 
dren, a son,  Jonathan  David,  and  three  daughters, 
Amy,  Joan,  and  Anita. 


Doctor  Walter  Joseph  Longeway  of  Denver  died 
in  Chicago  September  22  at  the  age  of  70. 

Doctor  Longeway  was  born  in  Council  Bluffs,  Iowa 
on  September  8,  1909,  and  received  his  BA  and  MD 
from  Creighton  University,  Omaha.  He  interned  at 
St.  Joseph  Hospital,  Denver  in  1935-36,  following 
which  he  practiced  general  surgery  in  Denver. 

During  World  War  II  he  served  in  the  U.S.  Navy 
medical  department  from  1942  to  1945,  following 
which  he  became  chief  surgeon  of  the  Colorado  and 
Southern  Railway.  He  was  deeply  involved  in  various 
railroad  and  civil  service  activities.  He  became  Pres- 
ident of  the  medical  section  of  the  Association  of 
American  Railroads.  Later  he  was  chairman  of  the 
executive  board  of  the  Association  of  Railroad  Sur- 
geons. 

He  was  a fellow  of  the  International  College  of 
Surgeons  and  the  Southwest  Surgical  Congress,  a 
charter  member  of  the  Academy  of  Family  Physi- 
cians, and  a member  of  the  Denver  and  Colorado 
Medical  societies  and  the  American  Medical  Associa- 
tion. 

He  is  survived  by  his  widow,  Mrs.  Winifred  Longe- 
way, two  daughters,  Mrs.  Kathryn  Ann  Page  and 
Mrs.  Janet  Claire  Weekly,  both  of  Denver,  a son, 
Walter  J.  Longeway,  Jr.,  Denver,  and  a sister,  Ger- 
trude Leick,  Council  Bluffs,  Iowa. 


Wyoming 

Doctor  W.  Andrew  Bunten  of  Cheyenne,  Wyo- 
ming, a former  vice  president  of  the  American  Medi- 
cal Association,  died  July  30,  1979  at  the  age  of  82. 

Doctor  Bunten  was  born  August  22,  1896  in  Paw- 
nee City,  Nebraska,  and  attended  Grinnell  College 
where  he  received  a BA,  then  attended  the  Univer- 
sity of  Nebraska  from  which  he  received  a BS,  and  in 
1922  received  an  MD  from  that  University’s  medical 
school. 

He  took  his  internship  at  University  Hospital, 
Omaha,  and  practiced  in  Worland  and  Basin,  Wyo- 
ming from  1923  to  1927.  From  1927  to  1929  he  was  a 
Fellow  at  Mayo  Clinic.  In  1929  he  became  chief  of  the 
neurosurgery  subdivision  at  Grace  Hospital,  Detroit. 
In  193 1 he  commenced  medica  1 practice  in  Cheyenne. 

He  served  as  president  of  the  staff  of  Memorial 
Hospital  in  1943.  From  1938  to  1948  he  served  as 
Union  Pacific  Railroad  surgeon,  and  from  1948  until 
1943  when  he  retired  he  was  district  surgeon  of  the 
Union  Pacific  Railroad  Employees  Hospital  Associa- 
tion. 

He  was  a member  of  the  Wyoming  State  Medical 
Society,  and  from  1952  to  1956  was  a delegate  to  the 
AMA.  In  1952  he  served  as  president  of  the  Confer- 
ence of  Presidents  of  the  AMA.  During  1965-66  he 
served  as  vice  president  of  the  AMA.  In  many  ways  he 
was  active  both  on  AMA  and  State  society  activities. 

Doctor  Bunten  was  a member  of  the  Cheyenne 
Frontier  Days  Committee,  and  from  1958  to  1960  was 
parade  chairman  for  this  event. 

He  is  survived  by  his  widow,  Elsa. 
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CME  Programs  Set 


February  will  see  two  outstanding  CME 
programs  presented  in  western  slope  com- 
munities of  Colorado. 

On  February  8 and  9 a program  entitled 
"Wellness  - Toward  a Goal  of  Optimum  Health” 
will  be  presented  at  the  Ramada  Inn  Conven- 
tion Center  in  Grand  Junction,  Colorado. 

Subtitled  "A  Conference  in  Holistic 
Medicine,”  the  program  will  provide  13  hours  of 
Category  1 AMA  credit  for  the  physicians. 
Nurses  and  other  allied  health  professionals  are 
invited  for  a similar  amount  of  credit,  which  has 
been  applied  for.  The  AMA  credit  is  in  addition 
to  AAFP  credit,  also  applied  for. 

Participating  in  this  program  will  be  a 
number  of  featured  guest  lecturers,  among 
them:  Kenneth  R.  Pelletier,  PhD,  of  Berkeley, 
California,  author  of  the  book,  "Mind  as  Healer, 
Mind  as  Slayer,”  dealing  with  stress  disorders. 
The  subject  of  Mr.  Pelletier’s  presentation  is 
"From  Stress  to  Optimum  Health.” 

A second  outstanding  lecturer  will  be  Andrew 
T.  Weil,  MD,  speaking  on  "Altered  States  of 
Consciousness.”  Doctor  Weil  is  a graduate  of  the 
Harvard  Medical  School  and  is  soon  to  publish  a 
book  entitled  "The  Marriage  of  the  Moon  and 
the  Sun.”  He  is  well  known  for  his  study  and 
work  in  drug  addiction. 

Third  is  Rudolph  Ballentine,  MD,  speaking 
on  "Holistic  Therapy.”  Doctor  Ballentine  comes 
to  the  lecture  series  from  his  work  with  the 
Himalayan  International  Institute  in  Hones- 
dale,  Pennsylvania. 

This  two-day  program  will  cover  the  main 
topics  of  the  importance  of  self-responsibility  for 
one’s  health,  the  interrelationship  between 
stress  and  disease,  stress  management  and,  fi- 
nally, the  importance  of  fitness  to  exercise. 

The  "Wellness”  conference  will  include  small 
group  workshops  at  the  conclusion  of  the  formal 
presentations.  Registration  for  this  program  is 
requested  by  February  1,  1980. 

The  second  program,  "Mormtain  Medicine,” 
will  be  presented  on  February  22nd  through  the 
24th  at  Ouray,  Colorado.  This  program  is  being 
co-sponsored  by  the  Western  Colorado  Area 
Health  Education  Center  (AHEC,  a division  of 
the  University  of  Colorado  SEARCH  program). 


This  program  begins  on  Friday  at  the  Elk’s 
Lodge  in  Ouray,  and  continues  through  Sunday, 
February  24.  Speakers  include  William  J.  Mills, 
Jr.,  MD,  from  Anchorage,  Alaska,  and  Herbert 
Hultgren,  MD,  from  Palo  Alto,  California.  Their 
main  topics  will  be  the  genered  medical  prob- 
lems of  high  altitude,  hypothermia  and 
frostbite.  This  program  will  provide  11  hours 
AMA  Category  1 credit.  AAFP  Credit  has  been 
applied  for.  Registration  for  this  program  is  re- 
quested by  Februaiy  15,  1980. 

For  further  information  on  either  of  these 
conferences  contact  Patrick  G.  Moran,  MD,  St. 
Mary’s  Hospital  and  Medical  Center,  Grand 
Junction,  Colorado,  telephone  (303)  242-1550, 
ext.  500. 
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PRESIDENT 
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R.  I.  Wilson. 

MONTELORES  MEDICAL  SOCIETY:  Sadayo 
A.  Kanaya. 

EL  PASO  COUNTY  MEDICAL  SOCIETY: 
Larry  M.  Dewell,  Larry  B.  Norfleet,  Thomas 
H.  Ravin. 
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The  Third  Annual 

Sunday  Symposium  on  Alcoholism 

Preceeding  the  25th  Annual  Family 
Practice  Review 

8:00  am-5:00  pm 

March  9,  1980 
Writers’  Manor,  Denver 
Registration  Fee:  $40,  Includes  lunch 

Sponsored  by: 

National  Council  on  Alcoholism,  Mile  High  Area 

In  cooperation  with  Ayerst  Laboratories,  Abbot 
Laboratories,  Recovery  Center 

For  information  contact:  NCA, 
2525  West  Alameda  Avenue,  #214 
Denver,  Colorado  80219 
(303)  934-2101 


Credit:  8 Hours  Category  I AM  A and 
American  Academy  of  Family  Practice 
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HOW  DO  YOU  CHOOSE 
A DOCTOR-OWNED 
MEDICAL  MALPRACTICE 
INSURANCE  COMPANY? 

YOUR  QUESTIONS; 

1.  Does  the  Company  offer  what  I need  in  Coverage  and  Policy 
Benefits? 

2.  Is  the  Company  financially  sound? 

3.  Does  the  Company  offer  a consistent  management  philosophy 
geared  to  not  making  the  mistakes  of  the  past? 

OUR  ANSWERS: 

1.  We  offer  coverage  limits  of: 

$500,000/$1,500,000 

and 

$1  Million/$3  Million 

2.  We  have  the  largest  financial  surplus  of  any  Doctor-Owned  Medical 
Malpractice  Insurance  Company  in  the  Western  United  States. 

3.  Our  consistency  is  reflected  in  the  fact  that  we  are  the  only 
Doctor-Owned  Company  in  California  to  prospectively  set  rates  and 
retrospectively  return  dividends  based  on  a gain  from  operation. 


Your  best  choice  for  Medical  Malpractice  Insurance  is  The  Doctors’ 
Company.  One  out  of  every  five  doctors  in  private  practice 
throughout  California  is  insured  by  us. 


THE  DOCTORS'  COMPANY 

AN  INTERINSURANCE  EXCHANGE 


WYOMING  RESIDENT  AGENT 
Edward  P,  McCarthy 
132  North  Kimball  St. 
Casper,  Wyoming  82601 
(307)  235-6696 


The  Doctors'  Company  is  authorized  to  offer  and  sell  medical  malpractice  insurance 
and  to  accept  surplus  deposits  in  connection  with  medical  malpractice  insurance 
in  the  states  of  California  and  Wyoming.  In  addition.  The  Doctors'  Company  is  an 
authorized  Surplus  Lines  carrier  in  the  state  of  Nevada.  No  offer  to  sell  or  solicita- 
tion of  an  offer  to  buy  insurance  is  made  in  any  state  in  which  The  Doctors'  Company 
is  not  an  authorized  carrier.  No  offer  to  sell  or  solicitation  of  an  offer  to  buy  securities 
is  made  hereby  in  any  state. 


A M 

If  you've  ever  dreamed  of 
owning  historic  mountain 
property  — enjoying  year- 
round  living  and  recreation 
— this  may  be  the  opportunity 
you've  been  waiting  for! 

In  1977,  Lifetime 
Communities  of  Colorado 
acquired  5,000  acres 
surrounding  Steamboat 
Lake  State  Park.  To  present 
this  unique  land  to  the  public, 
we  selected  one  of  the 
choicest  parcels:  505  acres 
overlooking  the  waters,  the 
Mt.  Zirkel  Wilderness  Area 
and  distant  peaks;  and 
bordered  to  the  south  and 
west  by  the  Routt  National 
Forest. 

Only  14  ranches  available. 

After  professional  Site- 
Technical  Evaluations  by 
Briscoe  Maphis  Engineering 


of  Boulder,  Colorado— this 
acreage  was  carefully  divided 
into  fourteen  ranches  of  35 
acres  or  more. 

Information  on  geology, 
slope,  wind,  and  solar 
potential  is  part  of  the 
research  available  to  the 
prospective  buyer. 

What  you  get. 

Each  ranch  has  been 
carefully  planned  according 
to  the  above  research,  and 
the  following  is  included 
in  your  purchase  price: 

A water  well. 

Access  roads  for  year-round 
living  and  recreation. 
Underground  utilities  to 
your  ranch  boundary. 
Building  site  evaluation. 
Properly  planned  septic 
location,  in  compliance 
with  Routt  County  Code. 


Owner  financing  available 
to  qualified  purchasers. 
Priced  from  only  $105,000— 
the  ranch  you’ve  been 
waiting  for  is  now  waiting 
just  for  you! 

For  further  information 
and  a personal  tour  of  the 
14  ranches,  we  invite  you  to 
contact: 


Jack  West,  Vice  President 
Lifetime  Communities  of 
Colorado,  Inc.,  Lifetime 
Building/Steamboat  Square 
410  South  Lincoln  Street 
P.O.  Box  658 

Steamboat  Springs,  CO  80477 
303/879-3945 


35  acres  of  year-round  living  and  recreation. 
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PHYSIOLOGY 

Best  & Taybr's  Physiological  Basis  of  Medical  Practice:  John  R. 
Brobeck.  10th  ed.  Baltimore,  Williams  & Wilkins,  1979.  1 v. 
Various  pagings.  $28.00 

Treatment  of  Injuries  to  Athletes:  Don  H.  O'Donoghue.  3rd  ed. 
Philadelphia,  Saunders,  1979.  834  p.  $31.50. 

PATHOLOGY 

Adjuvant  Therapy  of  Cancer:  International  Conference  on  the 
Adjuvant  Therapy  of  Cancer,  Tucson,  Ariz.,  1977.  Sydney  E. 
Salmon  and  Stephen  E.  Jones.  New  York,  North-Holland  Publ. 
Co.,  1977.  $57.50. 

Cancer  Chemotherapy  III:  Isadore  Brodsky,  ed.  New  York, 
Grune  & Stratton,  1978.  493  p.  $39.50. 

Nutritional  Management  of  the  Cancer  Patient:  Joy  J.  Wallard, 
ed.  New  York,  Raven  Press,  1979.  204  p. 

MEDICAL  PROFESSION 

The  Ctoctor's  Law  Guide;  Bsentials  of  Practice  Management. 

Philadelphia,  Saunders,  1979.  100  p.  $15.00 
The  Management  of  Medical  Practice:  John  McCormick.  Cam- 
bridge, Massachusetts,  Ballinger,  1978.  392  p.  $20.00. 
Webster's  Medical  Office  Handbook:  Anne  H.  Soulehanov  and 
John  R.  Haverty.  Springfield,  Mass.,  Merriam,  1 979.  596  p.  Gift. 
PRACTICE  OF  MEDICINE 

Differential  Diagnosis:  A.  McGehee  Harvey.  3rd  ed.  Philadel- 
phia, Saunders,  1979.  738  p.  $35.00. 

Food,  Nutrition  and  Diet  Therapy:  Marie  V.  Krause  and  K.L. 
Mahan.  6th  ed.  Philadelphia,  Saunders,  1979.  963  p.  $15.00. 
Quick  Reference  to  Clinical  Nutrition:  Seymour  L.  Halpern. 
Philadelphia,  Lippincott,  1979.  414  p.  $16.95. 

Textbook  of  Medicine:  Paul  B.  Beeson,  Walsh  McDermott  and 
James  B.  Wyngaarden,  ed.  15th  ed.  Philadelphia,  Saunders, 
1979.  2 V.  $56.00. 

IMMUNOLOGIC  DISEASES 

Asthma  and  the  Other  Allergic  Diseases:  NIAID  Task  Force 
Report:  U.S.  Department  of  Health,  Education  and  Welfare. 
Washington,  D.C.,  G.P.O.,  May  1979.  676  p.  Gift. 
Immunological  Diseases:  Max  Samter,  ed.  3rd  ed.  Boston,  Little, 
Brown  and  Co.,  1978.  2 v.  $70.00. 

RESPIRATORY  SYSTEM 

Complications  of  Intrathoracic  Surgery:  A.  Robert  Cordell  and 
Robert  G.  Ellison,  ed.  Boston,  Little,  Brown,  1979.  415  p. 
Blades'  Surgical  Diseases  of  the  Chest:  Donald  B.  Effler,  ed.  4th 
ed.  St.  Louis,  Mosby,  1978.  839  p. 

UROGENITAL  SYSTEM 

Nephrology:  Jean  Hamburger  and  others,  ed.  New  York,  John 
Wiley  & Sons,  1979.  1393  p.  $70.00. 

Principbs  and  Management  of  Urologic  Cancer:  Nasser  Javad- 
pour,  ed.  Baltimore,  Williams  & Wilkins,  1979.  533  p.  $49.95. 

PSYCHIATRY 

Antidepressant  Treatment:  John  H.  Greisl.  Baltimore,  Williams 
& Wilkins,  1979.  235  p.  $9.95. 

Homosexuality  in  Perspective:  William  H.  Masters  and  Virginia 
E.  Johnson.  Boston,  Little,  Brown,  1979.  450  p.  $17.50. 

Sex  and  Gender:  The  Transsexual  Experiment:  Robert  J.  Stoller. 
New  York,  Jason  Aronson,  1975.  $20.00. 


GYNECOLOGY 

Cancer  of  the  Brest:  John  S.  Spratt  and  William  L.  Donegan.  2nd 
ed.  Philadelphia,  Saunders,  1979.  701  p.  (Major  problems  in 
clinical  surgery,  v.  5). 

Manual  of  Gynecologic  and  Obstetric  Emergencies:  Ben-Zion 
Taber.  Philadelphia,  Saunders,  1979.  929  p.  $24.50. 

Novak's  Gynecologic  and  Obstetric  Pathology:  Edmund  R. 
Novak  and  J.  Donald  Woodruff.  Philadelphia,  Saunders,  1979. 
795  p.  $30.00. 

DERMATOLOGY 

Dermatology  in  General  Medicine:  Thomas  B.  Fitzpatrick,  ed. 
2nd  ed.  New  York,  McGraw-Hill,  1979.  1884  p.  $85.00. 
Histologic  Diagnosis  of  Inflammatory  Skin  Diseases:  A Method 
By  Pattern  Analysis.  Philadelphia,  Lea  & Febiger,  1978.  863  p. 
$84.50. 


Denver  Doctor  Takes  Part  in  War  Games 

Theodore  R.  Sadler,  Jr.,  MD,  Denver  surgeon, 
who  is  a Brigadier  General  in  the  Army  Reserve 
medical  corps,  in  command  of  the  2nd  Hospital 
Center  at  Hamilton  Field,  California,  will  partici- 
pate in  a major  military  exercise  in  Germany  during 
March  1980. 

Dr.  Sadler,  a cardio-vascular  surgeon,  is  on  the 
surgical  staff  at  St.  Joseph  Hospital,  Denver,  and  has 
a surgical  practice  in  Denver. 

Johnson  Named  to  Conference  Faculty 

Michael  L.  Johnson,  MD,  of  the  University  of 
Colorado  Health  Sciences  Center  has  been  named 
to  the  faculty  of  the  Fifth  Annual  International  Body 
Imaging  Conference  to  be  held  at  the  Kauai  Surf 
Hotel,  Kauai,  Hawaii,  October  11  through  19, 
1980. 


QHEALTHFAIR 

STATEWIDE  HEALTH  FAIR 
APRIL  13-20,  1980 

Plans  for  the  9 HEALTH  FAIR  are 
well  under  way,  but  it  is  not  too  late 
for  communities  or  individuals  to  get 
involved.  Anyone  interested  in  finding 
out  more  about  the  HEALTH  FAIR  is 
invited  to  write  to  9 HEALTH  FAIR, 
Box  5667,  Denver,  80217,  or  call  (303) 
893-4455. 
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CMS  LEGISLATIVE  HOTLINE  AGAIN  IN  OPERATION 

The  "Legislative  Hotline"  is  again  in  operation  and  will  be  updated, 
according  to  the  activity  at  the  Capitol.  We  urge  all  Public  Policy 
Chairmen,  KeyMen , Specialty  Society  Chairmen,  and  Component  Society 
Executives  to  use  the  "hotline"  on  a regular  basis  (832-9527).  Members 
are  encouraged  to  take  advantage  of  the  mechanism  which  makes  it  possible 
for  messages  to  be  left  at  the  end  of  the  hotline  message,  an  excellent 
tool  which  which  individual  input  can  be  made. 

Questions  concerning  federal  or  state  legislative  matters  not  included 
on  the  hotline  should  be  directed  to  the  Government  Affairs  Division.  Call 
Carol  Tempest  or  Lorraine  Koehn  at  861-1221,  Ex.  277  or  WATS  1-800-332-4150. 

The  Government  Affairs  Division  receives  on  a daily  basis  state 
legislative  calendar  and  journals,  and  can  provide  information  on 
committee  hearings,  the  status  of  bills  on  any  particular  day  and  any 
other  needed  information  on  schedules. 

The  Division  itself  also  monitors  the  Congressional  Record  and  the 
Federal  Register,  the  former  with  its  verbatim  account  of  happenings  in 
Congress,  and  the  latter  with  all  proposed  rules  and  regulations,  as  well 
as  notices  of  federal  grants  and  national  regulatory  meetings.  Those  who 
are  interested  in  a particular  bill,  a proposed  regulation,  or  statement 
made  by  a Congressman  should  call  this  CMS  Government  Affairs  Division. 

COLORADO  FOUNDATION  FOR  MEDICAL  CARE  REQUESTS  PHYSICIANS’  ASSISTANCE 

During  the  last  several  months,  Colorado  physicians  have  been  using  a 
variety  of  sources  of  diagnostic  and  procedural  codes  in  billing  for  ambul- 
atory services.  The  Ambulatory  Peer  Review  Program  of  the  Colorado  Foundation 
for  Medical  Care,  in  the  interest  of  serving  both  the  patient  and  the  physic- 
ian more  efficiently,  is  requesting  that  physicians  indicate  the  source  of 
the  diagnostic  code  (ICDA,  HICDA  ,ICD-9-CM,  DSM-II  ) or  the  source  of  the 
procedural  code  (CRVS,  CPT,  BC/BS  Physicians'  Manual),  on  each  claim  form  to 
assure  correct  and  timely  processing  of  each  claim.  The  few  seconds  it  will 
take  to  note  the  source  of  the  diagnostic  or  procedural  code  on  each  claim 
will  facilitiate  the  Foundation's  peer  review  process  , and  reduce  inconven- 
ience caused  when  Foundation  personnel  incorrectly  determine  the  coding 
source  used. 

In  addition,  please  note  that  the  conversion  factors  currently  utilized 
in  Colorado  Foundation  Ambulatory  Peer  Review  contracts  apply  only  to  the 
CRVS  and  do  not  apply  to  the  BC/BS  Physicians'  Manual. 

ALUMNI  RECEPTION  PLANNED 

Alumni  of  the  University  of  Colorado  School  of  Medicine  will  be 
honored  by  a reception  to  be  held  on  Saturday,  March  1 at  Writers' 

Manor,  in  the  Somerset  Room  from  7 to  9 pm.  There  will  be  an  opportun- 
ity to  meet  the  new  Dean,  M.  Roy  Schwarz.  Call  Cynthia  Nail,  394-8832 
for  further  details. 
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SPECIAL  FOR  OFFICE  MANAGEMENT  - ICD-9-CM  CODING  CLINIC 

The  Coitmission  on  Profession!  and  Hospital  Activities  is  sponsoring 
a one  day  ICD-9-CM  Coding  Clinic  in  Denver  on  February  26,  1980.  This  is 
a combination  refresher  course  and  problem-solving  session  designed  for 
medical  office  personnel  already  familiar  with  ICD-9-CM  coding  who  wish 
to  improve  their  skills.  Up-to-date  answers  to  a number  of  current 
coding  problems  like  coding  postoperative  complications  or  obstetrics. 

For  registration  and  information,  call  CPHA  toll-free  at  1-800-521- 
6210. 

AMA  PUBLICATIONS  A BOOST  TO  FAMILY  HEALTH 

These  attractively  designed  publications  are  planned  to  provide 
such  special  information  as  a patient  might  need  to  set  up  an  exercise 
program,  a diet,  or  to  comprehend  alcoholism,  or  to  be  informed  about 
the  dangers  of  smoking.  To  receive  a set  of  these  piiblications , write: 
James  H.  Sammons,  MD,  Executive  Vice  President,  American  Medical 
Association,  535  North  Dearborn  Street,  Chicago,  Illinois  60610. 


THE  CORRECTIONS  COMMITTEE  OF  THE  COLORADO  MEDICAL  SOCIETY  MEETS  AT  PEN  | 

The  Committee  on  Medical  Care  in  Correctional  Institutions,  headed  by  John 
V.  Buglewicz,  M.D.,  Florence,  Colorado,  met  on  Friday,  February  1,  1980, 
at  Colorado  State  Penitentiary.  Committee  members  have  been  consulting  with 
health  care  service  facilities  in  the  new  maximum  security  section  now 
under  construction.  Staff  members  of  Colorado  Medical  Society  also  were  on  ' 

hand  to  tour  the  infirmary  at  "Old  Max".  (See  pictures  in  magazine  centerfold.) 

Colorado  Medical  Society  Board  of  Trustees,  at  their  January  meeting,  approved 
the  funding  of  $4,700.00  for  participation  in  the  AMA/LEAA  Jail  Program.  This 
study  will  target  ten  county  jails  in  Colorado  to  assess  the  level  of  medical 
care  afforded  inmates.  In  all,  the  jail  study  will  be  financed  to  an 
approximate  level  of  $39,000.00  with  the  combination  of  CMS,  AMA  and  LEAA  f undin 
The  Society's  Corrections  Committee  feels  that  such  a study  will  possibly 
prevent  necessity  of  further  litigation,  as  has  been  the  case  at  the 
Colorado  State  Penitentiary. 

The  penitentiary  generates  some  56,000  record  entries  each  year,  all  of 
which  are  hand  entries  in  the  bukly  records  file  system.  Members  of  the 
committee  agree  that  this  system  severely  hampers  quality  medical  care 
for  the  some  1,500  inmates.  A full  report  on  the  committee's  proposals 
to  the  Colorado  Department  of  Corrections  concerning  health  care  services 
in  correctional  institutions  will  be  published  in  the  MARCH  issue  of 
COLORADO  MEDICINE. 

Dr.  Buglewicz,  in  discussion  with  prison  officials,  proposed  a program  of 
utilization  of  local  medical  personnel  and  family  practice  residents 
in  southern  Colorado  to  upgrade  medical  treatment  as  well  as  necessary 
surgical  practice,  under  the  supervision  of  practicing  surgeons  at  state 
institutions  (Colorado  State  Hospital,  Pueblo). 

Dr.  Buglewicz  added  that  his  committee  would  work  to  detail  such  a plan 
in  the  March  report. 
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CORRECTIONS  COMMITTEE  (Continued) 


Although  the  plans  are  very  much  in  the  formulative  stages,  the  committee 
has,  thus  far,  worked  out  some  seemingly  practical  solutions  to  improved 
health  care  and  medical  treatment  services  for  the  penitentiary. 

Chief  among  these  is  the  proposal  by  both  committee  members  and  the 
medical  staff  at  the  penitentiary  to  incorporate  the  family  practice 
resident  physicians  in  Pueblo.  Dr.  Buglewicz  and  Robert  Moore  agreed 
that  local  professionals  should  be  utilized,  whenever  possible,  to  provide 
medical  services  to  prison  inmates;  however,  this  creates  another  serious 
problem  and  cost  in  having  to  provide  security  for  these  inmate-patients 
when  transferred  to  local  facilities.  St.  Thomas  Moore  hospital  in 
Canon  City  is  far  enough  removed  from  the  penitentiary  that  transfer  of 
patients  for  necessary  treatment  and  surgery  would  be  expensive  and 
troublesome . 

Instead  of  this.  Dr.  Buglewicz  recommends  that  Family  Practice  Residents 
in  Pueblo,  a part  of  the  medical  education  program  of  the  A.F.  Williams 
Family  Practice  Center,  Univeristy  of  Colorado  School  of  Medicine,  be 
given  the  opportunity  to  aid  in  inmate  treatment. 

This,  Dr.  Buglewicz  says,  could  be  a regular,  required  part  of  their 
residency  program,  wherein  each  resident  would  fulfill  a three-month 
resident  practice  program  at  Colorado  State  Penitentiary.  All  of  these 
residents.  Dr.  Buglewicz  points  out,  would  like  the  opportunity  to 
perform  surgery  during  their  residency.  The  plan  includes  the  use  of 
the  facilities,  already  in  place,  at  Colorado  State  Hospital  for  surgical 
cases,  where  an  attendant  surgeon  could  oversee  each  such  operation. 

This,  he  adds,  would  be  very  cost-effective  for  the  prison,  the  school  and 
the  hospital,  while  providing  a wealth  of  experience  for  the  resident 
both  in  surgery  and  in  patient  treatment  in  the  prison  infirmary. 

Another  aspect  of  the  plans  being  discussed  by  the  Medical  Corrections 
Committee  is  the  development  of  a medical  records  system.  Such  a system, 
to  be  effective  today,  must  incorporate  a computerized  program  tying  all 
penal  and  correctional  facilities  in  Colorado  together. 

Both  the  prison  authorities  and  committee  members  see  that  such  a data  base 
for  all  records-keeping  and  billing  procedures  is  already  in  existence. 
Colorado  Foundation  for  Medical  Care  is  already  in  operation  of  the  most 
up-to-date  PSRO  program,  with  an  excellent  state-wide  review  system  and 
data  collection  base.  The  Committee's  proposal  would  involve  procurement 
of  funds,  through  a grant  or  some  such  mechanism,  to  build  a program  for 
the  penitentiary  records,  provide  the  necessary  computer  hard-  and  software 
to  use  existing  ICD-9-CM  codes,  and  interface  this  program  with  the 
existing  Foundation  system.  The  committee  members  also  see  that  this 
system  could  go  state-wide,  incorporating  all  city  and  county  jails, 
detention  and  correction  facilities  and  reformatories , thereby 
providing  a record  base  for  any  person  who  has  entered  the  correctional 
system  from  this  point  forward.  The  system  would  allow  for  the  transfer 
of  any  previous  recorded  medical  information  to  be  available  within  a matter 
of  hours,  rather  than  days  or  weeks,  thereby  giving  the  same  standards  of 
quality  care  to  institution  inmates  as  to  the  general  public. 

Dr.  John  Buglewicz  and  Medical  Services  Director  Bob  Moore  point  out 
that  the  plan  is  in  a very  early  stage  of  development,  but  the  logic  of 
such  a review  program  would  seem  to  provide  the  best  answer  for  that 
needed  assurance  of  quality  care  for  all  state  correctional  institution 
inmates . 
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CMS/DMS  TV  PROGRAM  WINS  STATE  AWARD 

"MEDICALINE" , the  half-hour  program  which  has  had  a successful  run  on  KMCHf 
Denver,  for  five  years,  this  year  was  recognized  by  the  Colorado  Broadcasters 
Association  at  their  winter  meeting  in  Denver.  "MEDICALINE",  jointly  produced 
by  University  of  Colorado  School  of  Medicine,  Colorado  and  Denver  Medical 
Societies  and  KT^GH-TV,  was  awarded  second  place  in  "continuing  television 
public  service  series"  programs.  The  program  is  aired,  live  with  taped 
portions,  once  monthly  in  prime-time  Sunday  evening  schedules  by  KMGH 
McGraw-Hill.  Host  of  the  program  is  Roger  Hamstra,  M.D. , Associate  Professor 
of  Medicine,  Department  of  Medicine,  UCHSC. 

David  Johansen  of  the  University's  Department  of  Educational  Services  and 
Bob  Hahn,  Assistant  Administrator  and  Director  of  Communications,  Denver 
Medical  Society,  have  also  been  active  in  producing  the  program. 

John  Stretts,  Director,  has  faithfully  steered  the  program  throughout  its 
entire  on-air  lifetime. 

COLORADO  MEDICINE  congratulates  the  award-winning  program  and  team  which 
have  provided  Coloradans  with  excellent,  first-hand  health  care  information 
throughout  these  years. 

SHIRLEY  MYERS  NAMED  ‘INTERNIST  OF  THE  YEAR’ 


The  Colorado  Society  of  Internal  Medicine,  at  its  annual  meeting  at 
Colorado  Springs,  presented  the  Internist  Of  The  Year  award  to 
Shirlee  Myers,  Executive  Director  of  the  Colorado  Academy  of  Family 
Physicians . 


Shirlee  edited  the  Directory  of  Physicians  for  ten  years,  not  to  mention 
the  fact  that  she  was  an  employee  of  the  Colorado  Medical  Society  for 
a total  of  21  years,  during  which  she  believes  she  handled  about  every 
job  in  the  organization.  Today,  Shirlee  is  a wealth  of  possible 
programs  and  projects,  and  provides  CMS  staff  with  excellent  resources 
for  further  aiding  the  specialty  groups. 


Physicians’  average  net  income  rose  5.3%  per 
year  in  the  period  1970-1978,  less  than  the  6.7% 
average  yearly  increase  for  all  goods  and  services  as 
measured  by  the  Consumer  Price  Index.  The  percent- 
age growth  in  physicians’  average  net  income  was  2.9 
in  both  1977  and  1978,  while  the  CPI’s  all  items  was 
6.5%  in  1977  and  7.7%  in  1978.  These  figures  are  con- 
tained in  the  1979  edition  of  Profile  of  Medical  Practice 
(the  “Red  Book”),  published  by  the  AMA’s  Center  for 
Health  Services  Research  and  Development.  The  book 
contains  research  articles  on  medical  economics  and 
data  which  profile  physician  work  patterns,  fees,  ex- 
penses, and  incomes  by  specialty,  age,  census  divis- 
ion, size  of  practice  and  location.  For  more  information 
contact  the  Center,  AMA  Headquarters. 


Model  legislation  defining  death  has  been  for- 
warded by  the  AMA  to  state  medical  associations.  The 
model  act  states  that  an  individual  who  has  sustained 
irreversible  cessation  of  circulatory  and  respiratory 


functions  or  irreversible  cessation  of  functioning  of* 
the  entire  brain  is  to  be  considered  dead,  and  that  ■ 
determination  of  death  by  a physician  is  to  be  made  ' 
only  in  accordance  with  accepted  medical  standards.  1 
The  model  bill  was  adopted  by  the  House  of  Delegates  ' 
a year  ago  and  was  amended  at  the  1979  Interim ; 
Meeting.  Legislation  concerning  brain  death  has  been  ' 
adopted  by  25  states. 

The  AMA  continues  its  support  for  educational 
efforts  to  curb  drug  abuse  in  athletics  and  to 
cooperate  fully  with  sports  governing  bodies  which 
have  outlawed  the  secret  use  of  stimulatory  drugs  : 
among  athletes.  At  the  1979  Interim  Meeting  the 
House  of  Delegates  said  the  AMA  will  emphasize  to 
the  public  and  the  medical  profession  that  there  “is  no  ■ 
valid  scientific  evidence  that  any  drug  has  ever  ^ 
resulted  in  improved  athletic  performance.”  The  ■ 
House  said  drugs  of  any  type  should  be  used  only 
under  strict  medical  supervision  for  the  treatment  of 
disease,  deficiency,  or  injury. 
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LARIMER  COUNTY  MEDICAL  SOCIETY 

PRESIDENT 

Richard  L.  Codd,  MD 
1217  E.  Elizabeth 
Fort  Collins,  Colorado  80524 
482-9662 

SECRETARY/TREASURER 

Peter  J.  Standard,  MD 
1032  Luke 

Fort  Collins,  Colorado  80524 
221-1205 


MOUNT  SOPRIS  COUNTY  MEDICAL  SOCIETY 

PRESIDENT 

R.  Douglas  Yajko,  MD 

2001  Blake  Avenue 

Glenwood  Springs,  Colorado  81601 

945-6533 

SECRETARY/TREASURER 

Richard  A.  Herrington,  MD 
366  State  Highway  133 
Carbondale,  Colorado  81623 
963-3350 


NORTHEAST  COLORADO  MEDICAL  SOCIETY 
PRESIDENT 

Michael  D.  Hostetler,  MD 
P.O.  Box  9058 

Steamboat  Springs,  Colorado  80477 
879-3327 

SECRETARY/TREASURER 

Richard  T.  Batts,  MD 
Routt  Memorial  Hospital 
Steamboat  Springs,  Colorado  80477 
879-1322 


LA  PLATA  COUNTY  MEDICAL  SOCIETY 

PRESIDENT 

T.  W.  Halley,  MD 
P.O.  Box  2637 
Durango,  Colorado  81301 
247-2611 


SECRETARY/TREASURER 

Martin  P.  Pirnat,  MD 
P.O.  Box  2637 
Durango,  Colorado  81301 
247-261  1 

DELTA  COUNTY  MEDICAL  SOCIETY 
PRESIDENT 

Adolfo  J.  Torrez,  Jr.,  MD 
361  Palmer 

Delta,  Colorado  81416 
874-4473 

EXECUTIVE  SECRETARY 

Marion  Austin 
1690  Stafford  Lane 
Delta,  Colorado  81416 
874-7681,  ext.  203 

LAS  ANIMAS  COUNTY  MEDICAL  SOCIETY 
PRESIDENT 

Guilebaldo  E.  jiminez,  MD 
First  National  Bank  Building 
Trinidad,  Colorado  81082 
846-7787 

SECRETARY/TREASURER 

Stanley  H.  Biber,  MD 
First  National  Bank  Building 
Trinidad,  Colorado  81082 
846-7787 

SAN  LUIS  VALLEY  MEDICAL  SOCIETY 

PRESIDENT 

Burt  R.  Erickson,  MD 
1847  2nd 

Alamosa,  Colorado  81101 
589-6605 

SECRETARY/TREASURER 

Albert  Duncan,  MD 
1847  2nd 

Alamosa,  Colorado  81101 


Physician  Location  Office  Moved 

The  Colorado  Medical  Society  Physician  Location  office  is 
now  in  the  Division  of  Socio-Economics  and  Medical  Services, 
as  a responsibility  of  its  Director,  Robert  Fitzgerald  and  his 
secretary,  Sandy  Went,  it  will  be  linked  to  a statewide  system 
developed  by  Dr.  S.  Jack  Locke  and  the  Office  of  Rural  Health. 
Future  computerization  within  CMS  is  anticipated. 
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It  is  unfortunate  that  we  live  in  a time  of  such 
negative  influences  bearing  on  the  very  positive 
nature  of  the  practice  of  medicine,  but  it  is  true. 
Why  should  these  influences  continue  to  have  a 
bearing  on  a profession  that  is,  to  all  intentions,  for 
the  good  of  mankind?  The  reasons  are  countless; 
among  them,  the  goliath  known  as  government,  the 
multitudinous  federal,  state  and  local  regulations, 
the  overlapping  and  pyramiding  health  and  medi- 
cal care  programs  for  the  very  young,  the  very  old, 
the  indigent,  the  low  and  fixed  income  person  or 
family,  and  on  and  on. 

I am  not  about  to  say  that  these  regulations  and 
these  programs  are  all  bad.  What  I am  saying  is  that 
if  these  programs  and  regulations  are  to  exist,  and 
exist  they  must,  they  must  not  be  allowed  to  exist 
without  the  day-to-day  attention  by  members  of  the 
medical  profession.  Regulations  and  programs  are 
good,  provided  they  can  be  created  and  adminis- 
tered in  a realistic,  scientific,  and  ethical  manner. 
How  can  we  assure  ourselves  and  other  members  of 
our  profession  that  this  will  happen?  Only  by  an 
organized  professional  front  consisting  of  physi- 
cians who  are  willing  to  give  of  their  time  and  their 
knowledge  to  see  that  such  regulations  and  pro- 
grams are  realistic  in  their  goals  and  their 
mechanisms,  scientific  in  their  application  through 
proven  medical  practice,  and  ethical  in  their  treat- 
ment of  the  affected  public  AND  the  participating 
physicians.  That  one  organized  front  which  is  made 
up  of  professionals  is  the  American  Medical  Associ- 
ation. 

There  is  no  alternative  to  the  AMA.  Some  group 
interested  in  the  doctor  and  the  patient  has  to  work 
for  what  is  best  and  develop  the  resource  and  man- 
power to  do  all  this. 

The  AMA  can  work  for  your  interests  only  by 
having  your  interest  expressed  in  the  AMA.  That  is 
why  I write  you  now:  to  seek  your  active  support  for 
the  best  process  we  have  of  making  our  unified, 
professional  medical  voice  heard  across  the  land. 
The  AMA  can  do  this  only  with  your  support.  Col- 
orado Medical  Society  cannot  do  the  job;  your 
component  society  or  specialty  group  cannot  do  the 
job.  With  your  help,  the  American  Medical  Associ- 
ation can! 

Many  of  the  members  of  AMA  are  passive  mem- 
bers, while  others  who  do  not  belong  have  attitudes 
about  the  AMA  which  are  left  over  from  years  past, 
from  "hard  line"  positions  taken  in  earlier  years  by 
the  organization.  Today's  AMA  is  a young,  aggres- 
sive, politically  aware  organization,  but  it  can't  do 
the  job  without  the  help  of  every  physician  in  the 
country. 


Negativism  in  our  profession  can  have  serious 
effects,  and  our  best,  unified  defense  of  this  influ- 
ence is  the  AMA.  Colorado  Medical  Society  is 
launching  a program  to  enlist  the  aid  and  the  par- 
ticipation of  as  many  of  our  members  as  possible. 
None  of  us  can  afford  the  luxury  of  non- 
participating  any  longer.  You  are  already  benefit- 
ting  from  the  AMA.  If  you  can  acknowledge  that, 

1°''^  Robert  E.  McCurdy,  MD 

Senior  Delegate  to  AMA 

CMS  mURHSlOSSOF 
lOMG-Tm  MCMBtn 

The  Medical  Society 
was  saddened  to  learn 
this  week  of  the  death  of 
one  or  our  medical 
community’s  most  valu- 
able members,  Someone 
Else.  Someone’s  passing 
creates  a vacancy  that 
will  be  difficult  to  fill. 
Else  has  been  with  us  for 
many  years  and  for 
every  one  of  those  years, 
Someone  did  far  more 
than  a normal  person’s 
S.O.  ELSE  share  of  the  work. 
Whenever  leadership  was  mentioned,  this  wonderful 
person  was  looked  to  for  inspiration  as  well  as  results: 
“Someone  Else  can  work  with  that  group.’’  Whenever 
there  was  a job  to  do,  a resident  to  teach,  a meeting  to 
attend,  one  name  was  on  everyone’s  lists  — “Let 
Someone  Else  do  it.”  It  was  common  knowledge  that 
Someone  Else  was  always  the  one  who  was  happy  to 
see  the  unfortunate  patient  with  no  income  or  insur- 
ance. Whenever  the  society  was  called  upon  to  support 
a charitable  or  community  project,  everyone  just  as- 
sumed that  Someone  Else  would  provide  what  was 
needed.  Someone  Else  was  a wonderful  person  — 
sometimes  appearing  superhuman,  but  a person  can 
only  do  so  much.  Were  the  truth  known,  everybody 
expected  too  much  of  Someone  Else.  Now  Someone 
Else  is  gone!  We  wonder  what  we  are  going  to  do? 
Someone  Else  left  a wonderful  example  to  follow,  but 
WHO  is  going  to  follow  it?  Who  is  going  to  do  the 
things  Someone  Else  did?  When  you  have  a chance  to 
participate  in  the  society  activities 
REMEMBER  — we  can’t  depend  on  Someone  Else 
anymore. 

Now  that  Someone  Else  is  no  longer  available  . . . 
perhaps  you  would  like  to  become  involved  in  the 
activities  of  your  County  Medical  Society.  You  can 
make  the  decision  right  now  to  participateoctiVc/y,  not 
just  pay  dues  and  have  no  say. 
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This  month  finds  us  well 
into  another  session  of  the 
Colorado  General  Assem- 
bly; in  January  the  political 
arena  became  heated  as 
never  before  at  the  Capitol. 

We,  as  medical  profession- 
als have  as  much  vested 
interest  in  the  issues  before 
the  lawmakers  as  Colorado 
has  ever  seen  in  any  session. 

Among  the  foremost  questions  are  the  nurse  prac- 
tice act,  the  legislation  for  medically  indigent  of 
rural  and  urban  Colorado,  proposed  continuation 
of  the  Colorado  Hospital  Commission,  the  question 
of  salary  limits  for  state-employed  physicians  and 
other  issues.  Of  course,  Colorado  Medical  Society's 
Committee  on  Medical  Care  in  Correctional  In- 
stitutions has  been  heavily  involved  with  the  State 
Department  of  Corrections  to  work  out  feasible 
plans  for  proper  health  care  services  to  inmates. 
These  meetings  and  planning  sessions  will  con- 
tinue, but  the  day-to-day  work  before  the  legislature 
is  of  concern  to  every  person  in  the  Colorado  health 
care  service  community. 


My  purpose  this  month  is  to  urge  each  person 
reading  this  letter  to  participate,  to  contribute  to  the 
reservoir  of  ideas  which  the  legislature  needs  to 
make  effective,  worthwhile  decisions  for  the  benefit 
of  ALL  Coloradans.  Medically  indigent  legislation  is 
vital  to  satisfy  the  needs  of  Denver's  burgeoning 
growth  as  well  as  the  health  needs  of  rural  Col- 
orado. Your  input  as  a professional  is  just  as  vital. 

Exchange  of  information  between  physicians  and 
health  care  personnel  is  equally  as  important  as  the 
exchange  between  legislator  and  doctor.  I urge  all 
of  you  in  Colorado  Medical  Society  actively  to  pur- 
sue communications  with  nurses  and  parimedical 
personnel.  Equally,  though  we  may  not  be  directly 
concerned,  we  must  help  in  assimilating  the  infor- 
mation and  guidelines  for  health  legislation. 

Placing  a person  or  group  of  persons  into  a re- 
sponsible, decision-making  office  or  position  is  not 
the  end  of  the  political  process.  We  each  must 
contribute  to  that  person  or  group's  doing  an  effec- 
tive job  for  all  the  people  they  serve.  It  is  up  to  you, 
as  individuals,  to  recognize  your  continuing  re- 
sponsibility to  this  process,  for  your  welfare  and  the 
welfare  of  all  Colorado. 

Incidentally,  I am  sure  you  share  with  me  my 
enthusiasm  fortheexcellent  format  and  appearance 
of  this  new  Colorado  Medicine. 

It  exceeded  all  my  expectations,  and  I think  you 
are  appreciative,  as  I am,  of  the  efforts  of  the  staff.  I 
would  recommend  that  you  save  this  first  copy.  It 
will  certainly  be  a collector's  item. 


executive 

report 


In  lieu  of  a report  from  the  EVP,  here  follows  a 
report  on  the  EVP; 


The  first  day  Jerry  Bowman  arrived  at  the  Col- 
orado Medical  Society  there  was  enough  snow  to 
lose  a Cadillac.  That  showed  him  one  of  many 
differences  between  San  Diego  and  Colorado. 

During  the  first  learning  period  in  his  new  office 
(Executive  Vice  President,  the  Colorado  Medical 
Society  and  the  Colorado  Foundation  for  Medical 
Care)  Jerry,  whose  last  name  rhymes  with  plowman, 
is  intent  on  discovering  what  it  is  that  makes  Col- 
orado different  from  California,  in  terms  of  people, 
policies,  and  organization. 

Though  he  has  packed  in  ten  years'  experience  as 
Assistant  to  the  Executive  Secretary  of  the  California 
Med  ical  Association,  and  eleven  years  as  Executive 
Director  of  the  San  Diego  Medical  Society,  Jerry 
believes  he  will  really  discover  how  to  get  "from 
here  to  there"  when  he  gets  to  know  the  individuals 
and  their  stands. 

When  he  can  say,  "Hey,  let's  do  some  new 
things,  let's  slaughter  some  sacred  cows  - maybe  we 
can  learn"  Jerry  feels  he  will  have  reached  a pointof 
departure,  at  which  things  will  jell,  and  movement 
and  improvement  will  take  over. 
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The  personal  factor  in  organizational  relation- 
ships has  always  been  keyed  to  Jerry's  approach  to 
his  work. 

As  a child  he  adapted  to  numerous  situations, 
moving  when  he  was  six  from  his  native  Vander- 
grift,  Pennsylvania  to  Chillicothe,  Ohio,  and  then  in 
his  early  teens  to  Redlands,  California,  where  he 
was  raised  by  his  great-grandparents.  After  finishing 
high  school  there,  Jerry  Bowman  attended  a junior 
college  in  the  San  Francisco  Bay  area,  then  went  on 
to  the  University  of  California  at  Berkeley  where  he 
was  graduated  in  1954  with  a BA  in  Psychology. 

Application  of  this  approach  to  behavior  and 
emotional  attitudes  in  the  Army  Quartermaster 
Corps  and  to  an  Army  pipeline  outfit  was  not  al- 
together rewarding  though  it  did  take  him  to 
Okinawa  and  broadening  experiences. 

Out  of  the  Army,  Jerry  moved  to  the  Bank  of 
America  in  San  Francisco  where  he  developed  lon- 
gitudinal studies  on  bank  employees,  and  found 
that  the  president  of  the  bank  was  encouraging  his 
practical  application  of  psychological  principles  in 
the  development  of  counseling  services.  Jerry 
worked  directly  with  the  president  in  assembling 
resumes,  and  in  establishing  hiring  practices  as  well 
as  performance  and  retention  programs. 

Mostly,  he  recalls,  he  "packaged  executives  for 
employment." 

After  three  years,  Jerry  moved  to  the  California 
Medical  Association  to  become  assistant  to  the 
Executive  Director.  He  received  training  from  the 
CMA  staff  in  personnel  policies  which  he  de- 
veloped with  eventual  improvement  in  all  internal 
operations,  including  personnel,  accounting, 
membership,  and  office  services. 

"California  takes  extremes  into  a mechanism  that 
compromises,  and  this  is  where  we  want  to  go. 
Colorado  is  willing  to  learn.  Its  concerns  have  put  it 
behind  California's  handling  of  similar  issues.  But 
then,  for  instance,  Colorado  has  not  yet  had  a severe 
malpractice  crisis.  Million  dollar  judgments  are 
handed  down  every  week  or  so  out  there." 

After  ten  years  with  CMA,  Jerry  came  to  believe 
he  was  "butting  his  head  on  the  ceiling,"  sought 
new  terrain,  and  ended  up  as  Executive  Director  of 
the  San  Diego  Medical  Society. 

San  Diego  showed  a "posture  of  great  growth, 
but  there  was  a major  malpractice  crisis  just  as  I 
arrived,  and  I was  able  to  produce  an  approach  to 
this  and  to  other  problems  involved  in  immense 
society  growth  that  turned  the  San  Diego  society 
around." 

San  Diego  was  isolated  between  the  Pacific, 
Mexico,  and  the  desert,  but  it  has  become  the  medi- 
cal center  of  California  because  of  climate,  geog- 
raphy, and  the  quality  of  its  population. 

"The  cohesiveness  it  has  developed,  a growth  in 
membership  from  1968  to  1978  of  1400  to  2200, 


and  a growth  in  budget  from  $200,000  to  over  $1 
million,  reflect  a Society  that  had  "the  style  or  the 
charisma  or  chutzpa  that  seemed  to  bring  everyone 
to  San  Diego  to  learn  how  to  do  it  - it  was  always  a 
fish  bowl." 

"When  I arrived  there  I didn't  know  what  a 
county  society  did,  but  there  was  a great  bunch  of 
people  who  let  me  learn,  and  I was  then  able  to  set  a 
tone,  and  through  good  teamwork  the  Society  grew 
in  strength  and  stature,  and  even  managed  to  build 
an  outstanding  functional  and  handsome  new 
building  for  the  Society." 

Though  a conservative  society,  it  was  "not  so 
hard  to  lobby  things  through." 

Jerry  had  married  Sandra,  a physical  therapist, 
and  after  the  three  children  were  raised,  she  took  up 
a third  career  in  food  management,  and  now  is  the 
assistant  manager  of  one  of  San  Diego's  fine  res- 
taurants. Three  years  ago  she  had  taken  over  man- 
agement of  the  San  Diego  Medical  Society's 
cafeteria,  as  well  as  of  its  distinguished,  in-house 
French  restaurant,  and  of  the  meeting  rooms  at  the 
offices. 

The  youngest  of  the  three.  Tod,  is  a high  school 
freshman,  still  in  San  Diego,  and  the  middle,  the  girl 
Bree,  is  a freshman  at  Scripps  College,  Clarement, 
California,  and  the  eldest.  Matt,  is  a student  at  the 
Universal  Institute  of  Technology,  Phoenix, 
Arizona. 

Jerry's  hobbies  are  music,  food,  and  wine.  He  has 
a fondness  for  music  that  goes  back  to  when  he  was 
six  or  so  and  a favorite  aunt  asked  him  what  gift  he 
would  like.  Without  hesitating,  he  told  her  he 
would  like  to  have  a record  of  Brahms'  Hungarian 
Rhapsody,  Number  6.  His  deep-seated  affection  for 
good  music  provides  him  with  release  from  the 
tensions  of  hard  work.  Jerry  has  played  some  classi- 
cal guitar.  He  is  intrigued  by  food  and  wine,  and 
cooks  and  also  prizes  a California  Cabernet  he 
made  several  years  ago. 

As  he  looks  about  to  consider  what  he  has  already 
learned  in  Colorado,  Jerry  sees  all  kinds  of  things 
that  need  to  be  done.  He  hopes  to  develop  a system 
that  would  resemble  a wheel,  with  CMS  at  the  hub, 
the  component  societies  at  the  spokes,  staff  firming 
up  activities  to  make  a rim  on  which  the  wheel 
would  turn  with  as  few  problems  as  possible. 

"I  need  time,"  he  continues,  "but  within  six 
months  I hope  we  will  have  a harmonious  atmos- 
phere in  which  to  work.  In  a second  stage,  I hope  to 
work  with  the  Society  leadership  to  find  out  where  it 
truly  wants  to  go,  and  in  a third,  I want  to  start 
meeting  with  the  allied  health  people,  the  legisla- 
ture, the  business  community. 

"I'm  anxious  to  get  out  into  the  community,  to 
meet  the  makers  and  shakers,  but  I can't  do  it  just 
being  in  the  box." 

Allen  Young 
Assistant  Editor 


54 


Colorado  MsDiaNE 


DMS  Studies  Four  Health  Areas 


Among  the  numerous  committees  of  the  Denver 
Medical  Society,  four  are  currently  studying  fas- 
cinating contemporary  health  areas.  They  are  the 
Holistic  Health  Task  Force,  the  Special  Committee 
on  Mental  Health,  the  Committee  on  Child  Abuse 
and  Neglect  and  the  Public  General  Hospitals  Task 
Force. 

The  Holistic  Health  Task  Force  was  formed  in 
view  of  the  increasing  public  awareness  of  the 
holistic  health  movement  and  the  rising  media 
interest  in  the  method  of  approach  to  health  being 
employed  by  some  of  the  groups.  It  is  hoped  that  the 
study  might  result  in  a position  which  the  Denver 
Medical  Society  could  take  regarding  “holistic 
health  care"  as  seen  in  the  Denver  area,  as  well  as 
the  discernment  of  its  positive  and  negative  ele- 
ments. A membership  meeting,  called  “Consti- 
tuency Nights",  is  being  planned  for  an  open  dis- 
cussion of  this  subject  this  year. 

The  Public  General  Hospitals  Task  Force  was 
established  in  the  Spring  of  1979  to  examine  the 
relationship  between  the  medical  community,  as 
represented  by  DMS,  and  the  public  hospitals, 
specifically  University  Hospitals  and  Denver  Gen- 
eral Hospital.  The  basic  mission  is  to  enhance  the 
complementary  relationship  between  the  public 
and  private  sectors. 

The  Special  Committee  on  Mental  Health  is  the 
body  within  the  Society  dealing  with  both  private 
and  public  services  and  facilities  providing  mental 
health  care.  This  year,  it  is  addressing  itself  to  the 


needs  of  the  chronically  mental  ill  patients  and  their 
families.  Augmenting  the  physician  membership  of 
this  Committee  are  persons  representingdisciplines 
other  than  medicine,  who  are  involved  in  the  care 
of  such  patients.  The  Committee  is  also  charged 
with  keeping  the  Society  informed  regarding  legis- 
lation on  this  subject  and,  when  appropriate,  mak- 
ing recommendations  for  a Society  legislative  posi- 
tion. 

A revision  of  the  DMS  instructions  to  its  members 
for  the  reporting  of  child  abuse  and  neglect  has 
been  completed  by  the  committee  charged  with  this 
area  of  study.  This  committee  is  also  augmented  by 
persons  from  the  community  deal  ing  with  this  area. 
The  revised  set  of  instructions  will  be  disseminated 
to  all  DMS  members  soon.  It  is  also  included  in  the 
DMS  New  Member  Handbook. 

The  directions  include  eight  sections: 

1.  Professionals  Mandated  to  Report  Child  Abuse 
and  Neglect  in  Colorado 

2.  Legal  Definitions  of  Child  Abuse  and  Neglect  in 
Colorado 

3.  Reporting  Mechanisms 

4.  Protection  of  those  Reporting 

5.  Penalties  and  Risks  of  Not  Reporting 

6.  Consultations  on  Child  Abuse  Cases 

7.  Investigations  Mandated  by  Report 

8.  When  to  Call  Police 

These  Task  Forces  and  Committees  report  to  the 
Commission  on  Public  Health  of  the  Denver  Medi- 
cal Society. 


Certificate  of  Service  and 
Robins  Award 

The  deadline  for  receipt  of  nominations  for  the  Colorado  Medical  Sodety's Certifi- 
cate of  Service  Award  and  the  Annual  Robins  Award  is  June  15,  1980. 

The  Certificate  of  Service  is  the  highest  award  given  by  the  Medical  Society  to  a 
physician  “for  outstanding  contribution  to  the  Constitutional  purposes  of  the  Society." 

The  purpose  of  the  Robins  Award  is  to  honor  a physician  in  our  state  “for  outstand- 
ing COMMUNITY  SERVICE." 

Send  nominations  to  the  Confidential  Awards  Committee,  1601  E.  19th  Ave., 
Denver  80218.  These  awards  will  be  presented  during  the  Colorado  Medical  Society's 
Annual  Session,  September  24-27,  1980,  at  The  Broadmoor. 
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RADIATION: 

WHAT  DO  WE  KNOW  ABOUT  IT?* 


R.  W.  Bistline,  PhD.,  R.  E.  Yoder,  ScD.,  and  D.  C.  Hunt,  PhD.,  Golden,  Colorado 


We  are  living  in  a time  when  great  public  and 
professional  concern  is  being  voiced  with  consid- 
erable discussion  taking  place  regarding  the  health 
effects  of  ionizing  radiation  on  our  human  race. 

Initially  these  concerns  focused  on  what  we  now 
consider  high  levels  of  radiation  exposure.  How- 
ever, with  the  growth  of  the  nuclear  age  — the  use 
of  nuclear  medical  technics,  nuclear  energy,  nu- 
clear weapons,  etc.  — greater  and  greater  concerns 
are  being  voiced  over  the  possible  effects  of  expo- 
sure to  even  very  low  levels  of  radiation. 

Numerous  reasons  for  these  concerns  can  be 
cited.  These  include  honest  attempts  toestimate  the 
effects  of  low  level  exposures  from  data  on  high 
levels,  misunderstandings,  media  interpretations, 
wrong  i nformation,  the  tendency  of  professionals  to 
make  the  discussions  highly  technical,  and  the 
widespread  lack  of  information. 

The  word  "radiation”  alone  tends  to  engender  in 
the  minds  of  the  lay  public,  an  image  of  a large 
mushroom  cloud,  excess  cancer  incidence,  and 
mutated  individuals.  With  this  in  mind,  this  article 
provides  a look  at  the  amount  of  information  known 
and  considered  by  experts  in  determining  radiation 
health  risks  and  establishing  radiation  protection 
standards. 

In  1 895,  Wilhelm  Roentgen  observed  that  X-rays 
would  expose  photographic  film,  which  led  to  the 
widespread  use  of  X-rays  in  medical  diagnosis.  Be- 
fore long  it  was  found  that  I ike  so  many  physical  and 
chemical  agents  in  our  lives,  too  much  radiation 
was  harmful  .Ini  903,  the  New  England  Journal  of 
Medicine  reported  that  mice  exposed  to  large  doses 
of  X-rays  soon  died. 

With  the  expanded  use  of  radiation  and 
radioisotopes  by  doctors,  dentists,  radiologists,  and 
researchers,  it  was  observed  that  many  of  these 
people  developed  malignancies  of  the  skin  and 
leukemia.  By  the  1 920' s,  genetic  changes  in  insects 
were  observed  and  there  grew  some  suspicion  of 
developmental  defects  in  infants  whose  mothers 


* Drs.  Bistline,  Yoder,  and  Hunt  are  in  the  Department  of  Health,  Safety, 
and  Environment  of  Rockwell  International  at  the  Rocky  Flats  Plant. 


had  been  heavily  exposed  to  radiation. 

As  a result  of  these  concerns  for  the  effects  ob- 
served, two  radiation  protection  agencies  were  or- 
ganized in  the  1920's.  The  International  Congress 
of  Radiology  formed  the  International  Commission 
on  Radiological  Protection  (ICRP)  and  the  Ameri- 
can counterpart,  the  National  Council  on  Radiation 
Protection  and  Measurements  (NCRP).  These 
groups  consistently  have  been  comprised  of  some 
of  the  world's  most  prominent  medical  doctors  and 
radiation  researchers. 

Following  World  War  II,  the  nuclear  age  grew, 
and  more  knowledge  of  radiation  effects  on  people 
was  accumulated.^  Literally  billions  of  dollars  were 
spenton  research  to  answer  the  increasing  numbers 
of  questions  regarding  biological  effects  on  radia- 
tion. Extensive  studies  were,  and  continue  to  be, 
carried  out  on  laboratory  animals  and  exposed 
human  populations. 

These  populations  include  persons  receiving 
radio-therapy  for  a variety  of  disease  conditions,^  ^ 
Japanese  atom  bomb  survivors, occupationally 
exposed  persons  such  as  radium  watch-dial  paint- 
ers,^ radiologists,  uranium  miners,^  * nuclear  indus- 
try workers^  ® and  populations  living  in  high  natur- 
ally occurring  background  radiation  areas.® 

As  a result,  it  is  said  that  we  know  more  and  have 
spent  more  money  on  research  of  radiation  expo- 
sure and  its  effects  than  any  other  physical  or 
chemical  agent.  The  ICRP  and  NCRP  have  pro- 
ceeded to  publish  volumes  of  recommended  occu- 
pational guidelines  based  upon  the  review  of  all  the 
studies  and  research  available  over  the  past  50-plus 
years." 

As  time  passed,  it  became  apparent  that  permis- 
sible guidelines  for  the  general  public  exposure  to 
radiation  were  also  needed.  The  National  Academy 
of  Sciences  formed  a committee  on  the  Biological 
Effects  of  Ionizing  Radiation  (BEIR),  and  the  United 
Nations  established  the  Scientific  Committee  on  the 
Effects  of  Atomic  Radiation  (UNSCEAR).  These 
groups  have  been  comprised  of  outstanding  and 
internationally  recognized  radiological  and  medi- 
cal experts  to  review  the  literature  and  assess  health 
risks.  These  groups  have  reviewed  animal  and 
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human  studies  and  have  considered  all  of  the 
appropriate  parameters  in  developing  the  most 
realistically  conservative  approach  to  health  risk 
assessment. 

Some  considerations  useful  to  these  groups  in 
their  radiation  risk  evaluations  are  now  being  re- 
viewed. Animal  experiments  have  shown  that  pro- 
tracting a radiation  exposure  reduces  the  probabil- 
ity of  tumor  development.^^  Human  studies  of  radi- 
ation effects  on  Japanese  atom  bomb  survivors  and 
those  persons  treated  with  radiation  for  Ankylosing 
Spondylitis,  among  others,  have  provided  impor- 
tant and  reliable  data  for  developing  risk  estimates. 

These  studies  have  included  sizeable  human 
populations  from  the  United  States,  Europe,  japan 
and  elsewhere.^  ^ These  studies  also  have  shown 
that  no  statistically  significant,  detectable  effects 
can  be  demonstrated  in  persons  having  been  ex- 
posed to  low  dose-rate  radiation  similar  to  that  ex- 
perienced in  the  operation  of  nuclearfacilities.^  ” 

Edward  Webster  of  Harvard  Medical  School  has 
stud  ied  the  atom  bomb  survivor  data  and  a number 
of  other  exposed  populations  (such  as  groups  of 
radiologists.  X-ray  technicians,  and  women  treated 
with  radiation  for  cervical  cancer).  Webster  showed 
the  risk  of  cancer  i n the  Nagasaki  data  fal  Is  to  at  least 
half  of  that  expected  from  I inear  extrapolation  from 
higher  dose  effects;  the  other  groups  showed  no 
excess  of  cancer. 

In  the  early  years  following  World  War  II,  when 
little  was  known  about  the  carcinogenic  risks  of 
radiation,  genetic  effects  were  considered  to  be 
more  hazardous.  The  situation  is  now  known  to  be 


reversed,  i.e.,  the  cancer  risks  are  greater  and  the 
genetic  risks  less  than  previously  thought.  In  fact, 
animal  studies  carried  out  over  many  generations, 
with  exposures  of  200  rem  per  generation,  show  no 
apparent  change  in  fertility  or  any  evidence  of  poor 
health.  Studies  of  the  descendants  of  Japanese  sur- 
vivors of  the  atomic  bombings  also  show  no  evi- 
dence of  genetic  effects  from  the  radiation  expo- 
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The  exhaustive  review  of  all  of  the  many  varied 
human  exposure  groups  have  been  compared  with 
the  thousands  of  animal  research  studies.’^  These 
data  have  been  used  by  the  ICRP,  NCRP,  BEIR,  and 
UNSCEAR  committees  to  publish  their  best  opin- 
ions and  interpretations.  There  is  still  an  absence  of 
complete  agreement  about  the  interpretation  of  the 
data  as  evidenced  by  the  minority  report  submitted 
with  the  BEIR  III  report  to  the  National  Academy  of 
Sciences.^®  Safety  reduction  factors  have  intention- 
ally been  added  to  the  data  for  establishing  their 
occupational  and  population  standards,  guidelines, 
and  risk  assessments.  These  groups  continue  to  re- 
view data  year  after  year  and  issue  updated  opin- 
ions and  findings  as  evidenced  bytheBEIRI  (1972), 
BEIR  II  (1977),  BEIR  III  (1979),  and  UNSCEAR 
(1958,  1962,  1964,  1966,  1969,  1972,  1977)  re- 
ports.^® 

We  will  be  submitting  further  articles  on  (1)  the 
application  of  these  radiation  protection  guidelines 
and  risk  estimate  techniques,  (2)  important  specific 
researches  on  health  effects,  (3)  influencing  factors 
and  considerations,  and  (4)  the  environmental  and 
epidemiological  studies,  past  and  present.  • 
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CFMC  STUDIES  CT  HEAD  SCAN 


The  opportunity  of  demonstrating  the  real  ef- 
fectiveness of  CT  Head  Scanning  by  analysis  of 
well  documented  CT  applications  to  clinical 
problems  is  now  present  through  the  Medical 
Care  Evaluations  Study  Program  of  the  Colorado 
Foundation  for  Medical  Care,  according  to  Paul 
Wexler,  MD,  Associate  Medical  Director  of  the 
Program. 

Computerized  axial-tomography  or  the  CT 
Scanner  is  changing  the  diagnostic  approach  to 
many  medical  problems,  especially  in  the  area 
of  neurology  and  neurosurgery.  The  CT  Scan 
has  been  demonstrated  to  be  a non-invasive, 
low  risk  procedure  which  is  remarkable  effective 
in  diagnosing  diseases  which  previously  re- 
quired the  use  of  hazardous  and  invasive  diag- 
nostic technics,  and  thus  has  been  rapidly  ac- 
cepted by  the  medical  community. 

Dr.  Wexler,  who  prior  to  joining  the  Founda- 
tion in  1 977  worked  actively  with  Medical  Care 
Evaluation  Studies  at  Rose  Medical  Center,  and 
who  continues  as  Chief  of  OB/GYN  at  the 
Center,  hopes  that  assessment  of  information 
gained  from  CT  Head  Scanning  will  lead  to  in- 
creasingly valuable  guidelines.  The  current 
guidelines  were  established  in  1977,  and  have 
been  revised  annually  since  then.  In  addition, 
the  study  may  make  it  possible  to  assess  the 
manner  in  which  information  gained  from  CT 
Head  Scan  effects  utilization  and  sequence  of 
other  diagnostic  procedures. 

The  great  expense  of  CT  Scanning  has  given 
rise  to  tremendous  concern  about  cost  implica- 
tions of  its  widespread  use.  Health  insurance 
companies  and  governmental  agencies  involved 
in  the  finance  and  planning  of  health  care  have 
advocated  controls  on  use  of  CT  Scanning.  In 
some  instances  their  approach  has  centered 


upon  cost  control  without  any  consideration  of 
the  state  of  the  art  of  proven  diagnostic  benefits 
to  the  patient. 

The  director  of  the  study  is  Charles  Siebert, 
MD,  head  of  Neuroradiology  at  Swedish  Medi- 
cal Center,  which  was  the  first  Colorado  hospi- 
tal to  obtain  a CT  scanner.  Dr.  Siebert  repre- 
sents the  Colorado  Radiological  Society  to  the 
CFMC  Health  Care  Standards  Committee. 

In  the  current  phase  of  the  study  Dr.  Siebert 
has  solicited  participation  in  the  study  from  pro- 
viders in  Colorado  who  operate  CT  Scanners, 
including  15  hospitals  and  three  physician 
groups.  Data  collection  is  scheduled  to  begin  by 
the  second  week  of  March  1980.  It  is  hoped 
that  this  study  will  lay  the  foundation  for  future 
studies  on  the  appropriate  use  and  cost  benefit 
of  CT  technology.  The  key  to  the  study's  suc- 
cess will  be  widespread  participation  which  will 
provide  the  broadest  possible  baseline. 

Chairman  of  the  CT  Scan  Criteria  Subcom- 
mittee since  1977  is  James  Karel,  MD,  an  inter- 
nist who  has  been  a member  of  the  CFMC 
Health  Care  Standards  Committee  since  its  in- 
ception. He  has  chaired  the  Committee,  com- 
posed of  neurologists,  neurosurgeons,  and 
radiologists  which  developed  the  initial  CT  Scan 
guidelines  and  which,  since  1977,  has  been  re- 
sponsible for  annual  guidelines  revisions. 

Dr.  Karel  has  observed  that  expertise  in  de- 
veloping guidelines  for  any  diagnostic  procedure 
can  come  only  from  the  practicing  medical 
community,  motivated  by  a deep  concern  for 
the  patient's  welfare,  and  for  the  most  effective 
way  to  finance  medical  care. 

It  is  through  such  studies  that  the  Foundation 
aims  to  provide  practicing  physicians  with  the 
opportunity  to  control  the  destiny  of  the  health 
care  process. 


INACTIVE  LICENSURE  STATUS  NOW  AVAILABLE 
FOR  COLORADO  PHYSICIANS 

Physicians  not  in  active  practice  in  Colorado  can  now  retain  their  licenses  without 
meeting  the  annual  continuing  education  requirements  of  the  Board  of  Medical 
Examiners. 

Request  for  inactive  status  is  made  in  writing,  and  may  be  submitted  as  part  of  the 
licensure  renewal  application  form.  The  new  regulations  also  specify  procedures  for 
reactivating  licensure.  Details  are  available  from  the  Board  of  Medical  Examiners,  or 
from  Kevin  Bunnell,  Director,  Division  of  Continuing  Education,  Colorado  Medical 
Society,  at  861-1221  x 262  (or  toll-free  outside  the  metropolitan  Denver  area  at 
1-800-332-4150  x 262). 
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At  the  far  end.  President  Ray  G.  Witham  oversees  the  annual  meeting  of  the 
Boaid  of  Trustees  of  the  Colorado  Medical  Society. 


Jerry  J.  Appelbaum,  center,  attends  to  the  business  at  hand.  At  his 
right  is  Betsy  Becker,  President  of  the  Auxiliary,  with  William  Jobe  at 
his  left,  and  K.  Mason  JJowaid  in  the  right  foreground. 


At  the  far  end  of  the  table  is  Larry  Wood,  Legal  Counsel  to  the 
Board  of  Trustees  of  the  Colorado  Medical  Society,  with  K.  Mason 
Jfowaid,  President-elect  at  his  left,  Richard  F.  Bedell,  Abraham  J. 
Kauvar,  Wilfred  Stedman,  James  R.  Brusenhan,  and  David  Bates  of 
Greeley,  from  left  to  right. 


If  you  can  identify  the  octopus-like  device  in  the 
picture  at  left,  you'reeitheran  antique  buff,.orhave 
been  in  the  practice  of  medicine  a numberrrrr  of 
years.  The  device  is  the  surgical  lamp  with  its  atten- 
dant system  of  mirrors,  .still  in  use  at  the  Infirmary  of 
the  Colorado  State  Penitential^.  This  antique,  like 
the  restofthe  infirmary  is  in  excellent  workingorder 
and  repair;  however,  it  is  typical  of  the  added  dif- 
ficulties placed  on  ahealth-care  delivery  system  that 
works  in  the  deep  confines  of  the  penitentiary 
maximum  security  unit  of  Colorado  State  Peniten- 
tiary. These  facilities,  pictured  here  in  brief,  were 
the  focal  point  of  the  February  1st  meeting  of  the 
CMS  Committee  on  Medical  Care  in  Correctional 
Institutions. 


John  Buglewicz.  Corrections  Medicine  Committee  Chairman,  discusses  the  CSP  Infir- 
mary facilities  with  Colorado  Medical  Staff  members  and  prison  officials. 

L to  R:  Robert  FitzGerald,  J.D.,  of  the  Council  on  Socio-Economics,  George  S. 
Williams.  M.D.,  John  Buglewicz,  M .D.,  and  Sandy  Went,  of  the  Socio-Ec  staff. 

In  discussions  with  Boh  Moore.  Director  of  Prison  Medical  Services,  and  Edna  Reilly, 
Director  of  Nursing  at  the  penitentiary.  Committee  Chairman  John  Buglewicz,  M.D., 
Florence,  Colorado,  learned  that  a primary  difficulty  in  the  system  is  the  lack  of  an  efficient 
medical  teconls  program. 


Looking  into  the  infirmary’s  primary  treatment 
section,  G.  S.  Williams.  R.  FitzGerald,  John  Bug- 
lewicz and  Sandy  Went  discuss  the  needs  of  the 
infirmary  to  handle  the  penitentiary  case  load. 


The  infinnar>''s  X-Ray  unit  which  made  national 
news  in  connection  with  the  inmate  X-Ray  techni- 
cian. James  Corbett.  The  unit . itself,  is  something  of 
an  antique;  however,  staff  members  say  pictures  are 
better  detailed  from  this  unit  than  from  some  newer 
equipment,  because  of  the  necessary  hand- 
developing  of  the  film.  (Top  left) 


Robert  Moore.  Prison  Medical  Director,  shows 
Dr.  Buglewiczand  Bob  FitzGerald  the  Prison  Phar- 
macy. holding  a sample  card  of  prescription  cap- 
sules which  have  been  packaged,  per  prison  specifi- 
cations. thereby  cutting  down  on  loss  through  aging 
of  the  drugs  in  hulk  storage.  (Middle  left) 


The  infirmary  laboratory  and  library.  Bob  Moore 
showed  the  group  books  which  have  been  left  to  the 
prison  by  inmates.  (Bottom  left) 


0 ' 


The  infirmary  laboratory  handles  less  than  a 
majority  of  the  required  analyses,  since  most  speci- 
men wotk  is  sent  to  the  Colorado  State  Hospital 
laboratory  in  Pueblo.  The  hospital  laboratory  is  able 
to  provide  the  informary  with  24-hour  service  on 
most  lab  requests,  betterthan  a commercial  laborat- 
ory could  provide  the  prison.  (Below) 


Childbirth  and  the  law 


The  legal  parameters  of  the  childbirth  area 
are  multi-faceted  and  difficult  to  define  with 
particularity.  Therefore,  it  is  not  possible  in  this 
short  article  to  analyze  in  depth  all  relevant 
issues.  Instead,  its  purpose  is  to  provide  an 
overview  of  the  critical  legal  aspects  of 
childbirth  in  general,  and  more  specifically  of 
homebirths.^ 

Practice  of  Medicine 

Most  developments  in  the  law  related  to 
childbirth  have  concerned  the  practice  of  mid- 
wifery. There  has  been  important  activity  in 
both  the  courts  and  the  state  legislatures. 

In  this  area,  the  courts  usually  must  grapple 
with  the  question  of  whether  the  practice  of 
midwifery,  which  involves  assistance  at  a birth, 
falls  within  the  practice  of  medicine.  The  lead- 
ing case  on  this  subject  is  a 1907  Massachusetts 
one. 2 In  that  case,  a woman  by  the  name  of  Porn 
stated  that  she  had  delivered  "many  women  in 
childbirth  for  compensation”.  She  was  a trained 
and  experienced  nurse  who  had  graduated  from 
the  Chicago  Midwife  Institute. 

The  only  question  which  Massachusetts’ 
highest  court,  the  Supreme  Judicial  Court,  had 
to  decide  was  whether  these  actions  were  within 
the  practice  of  medicine.  In  considering  this 
issue,  the  court  stated  that  "although  childbirth 
is  not  a disease,  but  a normal  function  of 
women”,  the  practice  of  medicine  is  not  nar- 
rowly confined  to  the  treatment  of  diseases,  and 
the  field  of  obstetrics  is  generally  accepted  as  an 
"important  branch  of  the  science  of  medicine”. 
Accordingly  a jury  could  find  that  she  was  en- 
gaged in  the  practice  of  medicine.  The  court 
emphasized  that  it  was  bound  to  find  this  way 
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because  of  the  definitions  contained  in  the 
state’s  medical  practice  statute,  and  that  it 
could  have  found  differently  if  the  state  legisla- 
ture had  passed  a statute  which  distinguished 
the  practice  of  midwifery  from  that  of  medicine. 
Thus,  none  of  those  practices  were  beyond  the 
legislature’s  power  to  include  within  a statutory 
definition  of  midwifery. 

The  next  important  case  in  the  area  is  from 
Texas.  In  this  one,  the  defendant  was  charged 
with  the  unlawful  treatment  of  a pregnant 
woman. ^ The  issue  before  the  Texas  Court  of 
Criminal  Appeals  was  whether  to  reverse  her 
misdemeanor  conviction  for  the  unlawful  prac- 
tice of  medicine.  The  court  mentioned  the  Porn 
case  discussed  earlier  as  the  only  other  case 
dealing  with  this  problem.  However,  this  court 
held  that  "the  Legislature  of  Texas  had  not  de- 
fined the  practice  of  medicine  so  as  to  include 
the  act  of  assisting  women  in  parturition  or 
childbirth.  . .,”  and  accordingly  reversed  her 
conviction. 

An  important  recent  case  involving  this  issue 
was  decided  in  California  in  1976.^  The  case 
involved  the  arrest  of  several  people  who  were 
affiliated  with  the  Santa  Cruz  Birth  Center, 
which  provided  midwives  to  assist  at 
homebirths.  The  court  described  childbirth  as  a 
"physical  condition”  falling  within  the  medical 
practice  statute,  and  found  that  the  legislature 
had  an  "interest  in  regulating  the  qualifications 
of  those  who  hold  themselves  out  as  childbirth 
attendants  . . . for  many  women  must  neces- 
sarily rely  on  those  with  qualifications  which 
they  cannot  personally  verify”.  The  court 
reasoned  that  the  legislature  can  legitimately 
determine  that,  in  order  to  protect  the  public’s 
health  as  regards  childbirth,  it  could  mandate 
that  those  individuals  who  present  themselves 
to  the  public  as  experts  in  this  area  be  required 
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to  meet  specific  standards  and  be  licensed  ac- 
cordingly. Following  this  legislative  pro- 
nouncement in  the  form  of  a statute,  the  actions 
of  any  person  which  falls  outside  its  parameters 
makes  him  guilty  of  the  crime  of  practicing 
without  a license.^ 

Thus,  it  is  evident  from  the  above  discussion 
that  it  is  the  prerogative  of  the  state  legisla- 
tures, in  their  individual  wisdom,  to  define  the 
boundaries  of  the  practice  of  medicine.  It  would 
therefore  be  appropriate  at  this  point  to  discuss 
the  activities  of  state  legislatures  in  this  area. 

Statutes  in  about  forty  states  specifically  con- 
cern midwifery.  The  traditional  midwife  statute 
was  similar  to  the  Minnesota  one: 

A person  desiring  to  practice  midwifery  in  the  state,  if  not  already  licensed  to 
do  so,  should  apply  to  the  State  Board  of  Medical  Examiners  for  a license.  The 
license  should  be  granted  upon  the  production  of  a diploma  from  a school  of 
midwifery  recognized  by  the  Board,  or  after  examination  upon  the  consent  of 
seven  members  thereof.® 

However,  a number  of  these  laws  have  re- 
cently been  significantly  revised.  Approxi- 
mately ten  states  follow  the  modern  trend, 
which  is  exemplified  by  the  current  Ohio  sta- 
tute. That  act  requires  that  an  individual  have  a 
diploma  from  a college  for  nurse-midwives,  pass 
an  examination,  be  of  good  moral  character,  and 
hold  a degree  in  nursing.  Midwives  licensed 
under  this  statute  must  be  under  the  direct 
supervision  of  a physician  in  their  work,  which 
cannot  involve  complicated  births,  the  use  of 
any  instruments,  or  the  treatment  of  any  ab- 
normal condition,  except  in  an  emergency.’^  The 
American  College  of  Obstetrics  and  Gynecol- 
ogy, as  well  as  the  American  College  of  Nurse- 
Midwives,  have  taken  the  position  that  nurse- 
mid  wives  should  be  involved  only  in  births 
which  take  place  in  a hospital,  and  that  gener- 
ally homebirths  should  be  discouraged.  These 
statutes  are  supportive  of  this  position.  Thus, 
the  statutory  trend  is  in  the  direction  of  making 
it  against  the  law  for  a licensed  nurse-midwife 
to  assist  a homebirth,  unless  of  course  accom- 
panied by  a physician. 

It  is  important  to  specifically  consider  Col- 
orado law  on  this  point.  Under  the  Colorado 
Medical  Practice  Act,  1973  C.R.S.  12-36- 
106(l)(f),  the  practice  of  medicine  is  defined  so 
as  to  include  the  practice  of  midwifery.  Thus,  it 
seems  that,  under  Colorado  law,  assistance  of  a 
woman  during  childbirth  is  the  practice  of 
medicine,  and  therefore  may  only  be  performed 
by  a licensed  physician,  unless  there  is  an 
exemption.  Two  such  exemptions  are  provided 


by  Colorado  statutes.  The  first  one  deals  specifi- 
cally with  nurse-midwives.  House  Bill  No. 
1526,  passed  by  the  Colorado  Legislature  in 
1977,  amends  the  previously  discussed  section 
of  the  Medical  Practice  Act  and  exempts  ser- 
vices provided  by  nurse-midwives.  Further- 
more, the  act  amends  1973  C.R.S.  12-36-106(3), 
which  in  general  lists  exceptions  to  the  defini- 
tion of  medical  practice,  and  provides  that  the 
rendering  of  services  by  a nurse-midwife  cer- 
tified by  the  American  College  of  Nurse- 
Midwives,  whose  services  are  performed  pur- 
suant to  the  responsible  direction,  supervision, 
and  protocols  of  an  identified  and  personally 
responsible  physician  does  not  require  a medi- 
cal license.  Thus,  it  would  seem  that  nurse- 
midwives  who  meet  these  requirements  may 
assist  at  childbirth. 

Beyond  that,  1973  C.R.S.  12-36-106(3)  also 
provides  a general  exemption  whereby  an  un- 
licensed individual  may  provide  medical  ser- 
vices if  that  individual  renders  services  under 
the  personal  and  responsible  direction  and 
supervision  of  a licensed  physician.  Thus,  it 
seems  that  in  Colorado,  any  person,  including 
the  father,  may  legally  participate  in  a birth,  as 
long  as  he  does  so  under  the  personal  direction 
and  supervision  of  a licensed  physician,  who 
will  be  legally  liable  and  accountable  for  the 
rendering  of  the  services  by  the  unlicensed  in- 
dividual.® Obviously,  the  quantity  and  amount 
of  supervision  and  direction  that  is  required  will 
depend  upon  the  competence  of  the  individual 
who  is  being  so  supervised  and  directed. 


Potential  Liability  Under  the  Civil  and  Criminal  Law 

In  general,  the  legal  system  only  concerns 
itself  with  the  outcome  of  actions.  Accordingly, 
unless  a particular  situation  involves  the  un- 
lawful practice  of  medicine  or  midwifery,  as  dis- 
cussed earlier,  there  would  probably  not  be  any 
legal  action  which  would  or  even  could  be  taken 
against  the  parents,  a friend  of  the  couple,  a 
midwife,  or  a physician  for  participation  in  a 
homebirth  imless  the  mother  or  child  dies  or  is 
permanently  disabled  during  the  birth.  Beyond 
that,  the  mother  will  probably  not  be  able  to  sue 
any  other  person  for  injury  to  herself  or  death  if 
there  has  been  no  negligence,  since,  as  concerns 
herself,  she  will  likely  be  considered  to  have 
knowledgeably  assumed  the  risk  of  homebirth. 
Therefore,  only  in  the  situation  in  which  the 
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child  either  dies  or  is  seriously  injured  because 
of  the  fact  that  the  birth  was  planned  to  and 
occurred  at  home  could  there  be  potential  liabil- 
ity. This  article  will  accordingly  deal  only  with 
such  situations,  with  the  additional  require- 
ment that  it  can  be  shown  that,  had  the  delivery 
taken  place  in  a hospital,  the  infant  would  have 
lived.  In  the  absence  of  this  last  fact,  it  is  still 
unlikely  that  a civil  or  criminal  suit  based  on 
the  child’s  death  would  be  successful. 


Liability  of  the  Parents 

Applicable  cases  indicate  that,  before  the  in- 
fant is  born,  neither  parent  will  be  held  legally 
responsible  for  not  obtaining  medical  assis- 
tance. For  example,  in  1954  the  Wyoming  Su- 
preme Court  reversed  the  manslaughter  convic- 
tion of  a woman  whose  child  died  shortly  follow- 
ing his  delivery.®  In  its  decision,  the  court  ob- 
served that  it  could  not  find  any  legal  basis  for 
placing  on  a pregnant  woman  the  obligation  to 
seek  medical  care  for  her  fetus.  It  therefore  af- 
firmed the  proposition  that  the  parents’  duty  in 
this  area  only  begins  following  the  infant’s 
birth. 

However,  the  law  is  clear  in  imposing  a duty 
on  the  parents  following  birth  to  provide  an 
infant  with  necessary  medical  assistance,  so 
that  their  failure  in  this  regard  would  be  child 
neglect  to  the  extent  that  it  could,  in  the  ex- 
treme, be  homicide.^®  Every  state  has  a child 
abuse  law  which,  in  forbidding  parents  from 
abusing  their  offspring,  also  places  on  them  a 
requirement  to  obtain  necessary  medical  care 
for  their  children.  Thus,  parents  may  generally 
decide  to  have  a homebirth  without  worry  about 
potential  legal  liability.  However,  if  they  knew 
or  reasonably  should  have  known  the  likelihood 
of  the  development  of  complications  of  the  type 
which  require  hospital  care  in  order  to  prevent 
the  infant’s  death  or  serious  permanent  injury, 
and  this  risk  develops  into  a reality  because  of 
the  homebirth,  it  is  possible  that  criminal 
charges  could  be  brought  against  the  parents.  In 
both  instances  the  complaint  could  be  for  child 
abuse,  and,  if  the  infant  dies,  may  be  for  man- 
slaughter, depending  on  the  actual  cause  of 
death  and  its  reasonable  predictability. This 
potential  liability  is  an  attempt  by  the  law  to 
discourage  people  from  having  unassisted 
homebirths,  and  to  encourage  them  to  obtain  an 
appropriate  attendant  for  any  homebirth,  while 


seeking  hospital  care  when  reasonably  neces- 
sary to  protect  the  health  and  life  of  the  infant. 

Without  prior  indications  of  reasonably- 
anticipated  problems,  the  liability  of  the  mother 
for  neglecting  to  care  for  the  infant  is  unlikely  to 
be  significant  immediately  following  the  birth. 
However,  the  father  could  be  held  accountable 
for  any  failure  to  summon  or  seek  needed  medi- 
cal care  for  the  infant.  For  example,  the  jury 
instructions  in  a 1905  case  were  to  the  effect 
that  a father  could  be  found  guilty  of  the  crime 
of  manslaughter  for  the  death  of  his  infant 
caused  by  his  dereliction  of  his  obligation  "when 
the  woman  was  in  the  pains  and  perils  of 
childbirth  to  summon  aid.’’^^ 

Some  physicians  are  concerned  about  possible 
increased  malpractice  liability  for  participating 
in  a homebirth.  This  is  probably  due  to  a misun- 
derstanding of  the  law  in  the  medical  malprac- 
tice area  in  general,  as  well  as  the  climate  of 
fear  that  exists  in  many  places.^®  The  view  has 
been  voiced  that,  in  some  localities,  the  applica- 
ble standard  forjudging  medical  care  is  to  have 
all  deliveries  in  the  hospital,  so  that  it  is  negli- 
gence per  se  for  a physician  to  attend  a birth  at 
home.  This  is  not  true.  If  the  woman  decides  to 
have  a homebirth,  after  being  fully  informed  of 
all  possible  risks  and  dangers,  and  if  all  reason- 
able medical  actions  have  been  taken  involving 
screening  the  woman  for  a potential  high-risk 
pregnancy  and  emergency  backup  facilities,  a 
malpractice  suit  against  the  involved  physician 
would  very  likely  be  unsuccessful.  In  this  area, 
the  legal  obligation  of  the  woman’s  physician  to 
the  fetus  is  to  provide  it  with  adequate  medical 
care  both  before  and  during  the  hirth.  In  gen- 
eral, the  duty  does  not  set  up  an  insurmountable 
obstacle  to  a physician’s  participation  in  a 
homebirth.  However,  it  does  require  that  the 
physician  undertake  standard  screening  proce- 
dures for  determining  high-risk  pregnancies, 
and  in  some  manner  to  encourage  such  indi- 
viduals to  have  the  birth  in  a hospital.  This 
defensive  approach  should  be  rejected  on  policy 
grounds  as  well,  in  that  it  would  not  deter  those 
persons  who  are  committed  to  having  their  chil- 
dren at  home  from  doing  so,  but, only  make  it 
impossible  for  them  to  obtain  medical  assis- 
tance if  they  desired  it. 

However,  it  is  also  true  that  a physician  is 
under  no  obligation  to  include  homebirths  as  a 
part  of  his  practice.  Thus,  a physician  would  not 
be  liable  for  abandonment  of  his  patient  in  a 
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situation  in  which  he  had  indicated  that  he 
would  not  assist  with  a ho  me  birth  and  later 
declines  to  give  aid  when  his  patient  contacts 
him  during  delivery.  For  example,  in  one  case 
the  physician  told  his  patient  that  the  only  ap- 
propriate setting  for  a birth  was  in  the  hospital 
"where  proper  facilities  were  available,”  and 
refused  to  agree  to  assist  with  her  planned  birth 
at  home.  The  woman  thereupon  hired  a mid- 
wife. When  complications  occurred  in  the  course 
of  the  birth,  she  called  this  physician,  as  well  as 
two  others.  All  declined  to  respond,  and  the  in- 
fant died.  The  court  would  not  find  the  defen- 
dant physician  negligent  for  his  failure  to  re- 
spond to  her  request  for  assistance. 

Childbirth  in  the  Hospital  Setting 

The  alternative  for  couples  who  desire  a 
"homebirth-like  atmosphere”  for  the  delivery  of 
their  child,  but  want  to  have  the  birth  take  place 
in  a hospital,  is  to  take  advantage  of  recent 
changes  and  developments  in  traditional 
methods  of  hospital-based  delivery.  "Husband- 
coached”  childbirth,  usually  the  Lamaze  or 
psychoprophylactic  methods,  in  which  the 
father  is  with  the  mother  during  the  course  of 
labor  and  delivery,  is  generally  allowed  in  a 
majority  of  maternity  wards.  However,  it 
should  be  noted  that  lawsuits  brought  to  force 
unwilling  hospitals  to  adopt  this  position  have 
all  met  failure,  regardless  of  whether  the  in- 
stitution involved  was  private  or  public,  or 
whether  the  plaintiff  was  a pregnant  woman  or 
her  obstetrician.^® 

The  conclusion  from  the  cases  in  this  area  is 
that  rules  promulgated  by  hospital  adminis- 
trators will  probably  be  upheld  by  courts  as  long 
as  the  hospital  can  show  that  the  rule  in  ques- 
tion has  a reasonable  connection  to  improved 
patient  care.  Beyond  that,  these  rules  will  also 
be  enforced  by  courts  against  individual  physi- 
cians, patients,  or  both,  assuming  that  the  in- 
stitution observes  minimal  due  process  stan- 
dards, as  those  are  usually  contained  in  the 
hospital’s  own  bylaws.^®  Thus,  lawsuits  oppos- 
ing hospital  regulations  which  prohibit  certain 
procedures,  such  as  Lamaze  or  Laboyer,  will 
most  likely  fail. 


As  the  state  of  the  law  currently  exists,  when 
using  a hospital’s  facilities,  both  the  parents 
and  their  physician  must  abide  by  the  institu- 
tion’s rules  as  concerns  deliveries,  including 
such  items  as  the  presence  of  the  father  and/or 
others  in  the  delivery  room,  method  of  delivery, 
etc.  However,  the  woman  does  have,  as  a corol- 
lary to  the  right  to  give  informed  consent,  the 
right  to  refuse  to  consent  to  any  particular  med- 
ical procedure  or  drug,  such  as  anesthesia  or 
episiotomy.^'^  Thus,  patient  control  may  be 
exercised  in  a reactive  way.  Although  the  pa- 
tient cannot  demand  that  things  happen  in  a 
certain  way,  she  can  refuse  to  proceed  with 
those  things  offered  to  which  she  objects.  As- 
suming the  availability  of  an  appropriate  hospi- 
tal setting  and  a cooperative  physician,  this 
situation  may  be  entirely  satisfactory.  The  al- 
ternative to  hospital  policies  viewed  as  too  re- 
strictive is,  of  course,  birth  outside  the  hospital, 
so  that  hospitals  may  be  well  advised  to  be  re- 
ceptive to  patient  concerns  in  this  area  if  en- 
couragement of  hospital-based  deliveries  is  de- 
sired. 


Conclusion 

Thus,  the  childbirth  area  defines  its  legal 
boundaries  through  the  action  of  state  legisla- 
tures and  individual  hospitals,  if  one  is  in- 
volved. There  is  no  absolute  ban  on  the  under- 
taking of  homebirths,  but  certain  restrictions 
may  exist  depending  to  an  extent  on  the  defini- 
tion of  medicine  in  a particular  state  and  the 
type  of  birth  attendant  involved.  Beyond  that, 
- there  may  also  be  the  possibility  for  criminal  or 
civil  liability  on  the  part  of  the  involved  parties, 
although  the  circumstances  under  which  this 
would  be  a realistic  possibility  are  somewhat 
limited.  Finally,  while  hospitals  may  want  to 
respond  to  the  desire  of  some  patients  to  have 
hospital-based  births  be  more  home-like,  the 
legal  system  recognizes  this  as  essentially  a pol- 
icy decision  to  be  made  by  the  health-care  in- 
stitution, and  will  not  at  the  present  time  inter- 
fere or  attempt  to  enforce  a different  childbirth 
philosophy.# 


for  1980 
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Barbara  Katz’s  study  of  Childbirth  and  the 
Law  is  an  excellent  precis,  worthy  as  a starting 
point  for  anyone  interested  in  homebirth.  One 
feels  uneasy,  however,  with  her  conclusion  that 
possibilities  for  civil  or  criminal  liability  among 
involved  parties  are  "somewhat  limited.” 

Health  records  show  that,  in  Colorado,  37.2  of 
every  1,000  infants  born  out-of-hospital  dies 
within  one  year.  Less  than  half  that  number, 
15.8  of  every  1,000  in-hospital  born,  meet  death 
vdthin  the  first  year.^  Such  statistics  have  con- 
vinced every  malpractice  insurer  I can  find  that 
physicians  scheduling  home  deliveries  should 
not  be  insured. 

I wish  Ms.  Katz  had  discussed  the  proposition 
that  physicians  in  obstetrics  owe  a duty  to  the 
unborn  child  as  well  as  to  the  parents.  Analo- 
gous is  the  "wrongful  life”  case  in  which  an 
action  in  damages  is  brought  by  the  child  al- 
leged to  have  been  born  as  a result  of  the  physi- 
cian’s negligence.^  To  us  more  timorous  souls, 
this  implies  that  provision  of  substandard  med- 
ical care,  notwithstanding  informed  parental 
consent,  is  asking  for  trouble. 

Mr.  Stutheit  is  Director  of  Division  of  Professional  and  Patient  Relations  forthe  Colorado 
Medical  Society. 


.2d  173  (5th  Cir.  1971). 


DISCUSSION 

Supervision  of  birth  attendants  such  as  mid- 
wives is  an  area  for  great  caution.  The  amount 
of  supervision  required  depends  not  only  upon 
the  attendant’s  competence,  but  also  upon  the 
complexity  of  the  task.  No  one  can  identify  with 
certainty,  except  as  hindsight,  the  low  risk 
mother.  With  the  possibility  of  complications 
always  present,  supervision  must  be  stringent. 

I am  also  left  yearning  for  a philosophical 
discussion  of  the  profound  difficulty  that 
homebirth  poses  for  doctors  who  are  forced  to 
measure  the  value  of  homebirth  for  parents 
against  the  rights  of  the  child.  Childbirth  is  a 
familial  decision  in  the  sense  that  the  parents 
are  entitled  to  critical  scrutiny  and  moral  judg- 
ments. But  how  far  should  medicine  go  in  rec- 
ognizing contemporary  lifestyles?^ 

Law  and  medicine  face  hard  choices  in  recon- 
ciling the  interests  of  parents  with  those  of  chil- 
dren. Such  decisions  cannot  be  scoffed  at  as 
low-risk.  Neither  can  they  be  successful  without 
accommodating  the  legitimate  interests  of  all 
concerned. 

Brian  K.  Stutheit,  JD 
Denver,  Colorado 
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Bob  Hahn,  DMS.  David  Johansen,  UCHSC,  and 
KMGH-TV  Audio  Engineer  Neal  Allen,  during  the 
“Medicaline”  program  on  Channel  7.  Bob,  David 
and  Neal  takequestions  phoned  in  by  viewers  forthe 
participating  doctors  to  answer  during  the  program. 


|i 

j Roger  Hamstra,  “Medicaline”  host  and  pro- 

jl  ducer,  as  he  prepares  for  the  Sunday  evening  pro- 

jj  gram,  live  on  Channel  7 KMGH-TV.  Guests  are  I. 

j to  r.:  Karl  T.  Chambers,  M.D.,  member  of  the 

Denver  Medical  Society  and  specialist  on  Arthritis; 
Roger  Hamstra,  M.D.,  Associate  Professor  of 
Medicine,  Department  of  Medicine,  Univ.  of  Col- 
, orado  School  of  Medicine,  and;  Jerome  D.  Wiedell, 

M.D.,  University  of  Colorado  Health  Sciences 
5 Center. 


1 


The  executive  staffs  of  the  Colorado  Medical 
Society  and  the  Colorado  Foundation  for  Medical 
Care  met  in  an  all-day  planning  session  at  the  Den- 
ver Holiday  Inn  on  Friday,  January  25. 


I Members  of  the  Metropolitan  Council  of  Au- 

I xiliary  Presidents  of  the  Colorado  Medical  Society 

met  at  Denver’s  Wellshire  Inn  on  January  31st.  M. 
Roy  Schwarz,  M.D.,  Dean  of  the  University  of 
1 Colorado  School  of  Medicine,  addressed  the  all  day 

f(  session. 


i 


Postoffice  Probes  Directory 


courci  on 
l^isiation 


At  meetings  during  the  month  of  January,  the 
Council  heard  representatives  from  the  Colorado 
Hospital  Association,  Blue  Cross/Blue  Shield, 
Health  Insurance  Association  and  Kaiser  Founda- 
tion. Principal  topics  of  discussion  were:  consider- 
ation of  the  Board  of  Medical  Examiners  Proposed 
Rules  and  Regulations  for  Non-Physician  Health 
Care  Providers,  the  position  that  the  Council  should 
take  on  the  continuance  of  the  Colorado  Hospital 
Commission,  proposed  legislation  concerning  Cer- 
tificate of  Need,  and  physicians'  salaries  at  state 
institutions.  The  following  actions  were  taken: 


• The  Council  opposes  any  provision  of  state  law 
which  would  appear  to  favor  HMO's  unfairly  over 
the  fee-for-service  practitioner  and  in  particular, 
compliance  with  the  new  federal  rules  and  regula- 
tions on  Certificate  of  Need. 

• Resolved  that  the  Council  on  Legislation  does 
not  feel  that  government  regulations  are  the  solu- 
tion to  health  care  cost  containment  and  therefore, 
does  not  support  the  Colorado  Hospital  Commis- 
sion. 

• Referred  the  child  abuse  legispation  to  the  staff 
of  the  Council  on  Public  Health  for  review  and 
recommendations. 

The  Council  will  be  meeting  on  a weekly  basis 
throughout  the  1980  legislative  session.  All  CMS 
members  are  encouraged  to  utilize  the  Legislative 
Hotlineforthecurrent  status  of  bills  (832-9527).  For 
additional  information  on  bills  and  legislative  is- 
sues, please  contact  the  Government  Affairs  Divi- 
sion (861-1221,  Ext.  266  or  WATS  1-800-332- 
4150). 


U.S.  Postoffice  authorities  are  investigating  a 
Miami,  Florida  firm  known  as  the  U.S.  Directory 
Service  which  asks  physicians  to  pay  $20  to  "par- 
ticipate" in  a medical  directory  listing.  It  is  impor- 
tant that  it  be  recognized  this  firm  has  nothing  to  do 
with  the  American  Medical  Directory,  published  by 
the  American  Medical  Association,  which  lists  all 
U.S.  physicians.  Such  similar  solicitations  were 
made  to  physicians  in  1972  and  1978. 


new 

memo^ 

Denver  Medical  Society:  FrancineC.  Andrews,  Bruce  B. 
Baker,  Alan  Dubelman,  Joseph  Z.  Forstot,  Richard  M. 
Jacoby,  Kenneth  B.  Kauvar,  Lennard  J.  Kessler,  Allan  R. 
Liebgott,  Meng  Lai  Lim,  Daniel  L.  Marier,  Thomas  C. 
Nilsson,  William  F.  Orr,  )r.,  Rik  Santaguida,  James  E. 
Shira,  Warren  H.  Toews,  Drew  E.  Tuckman,  Charles  Tuft. 

Larimer  County  Medical  Society:  Bert  Eugene  Bergland, 
Christian  E.  Hageseth,  Thomas  P.  Monath,  Roger  M. 
Sobel,  Harry  D.  Starnes,  Robert  J.  Tello,  Mark  Edward 
White. 

Washington- Yuma  Counties  Medical  Society:  Bruce  C. 
McComas. 

Mount  Sopris  County  Medical  Society:  Ben  R.  Keller,  Jr. 

Eastern  Colorado  Medical  Society:  Michael  S.  Victoroff. 

Northeastern  Colorado  Medical  Society:  Craig  H.  Van 
Schooneveld. 

Weld  County  Medical  Society:  William  J.  Milano. 

Arapahoe  County  Medical  Society:  James  T.  Harwood, 
Jr.,  Victor  R.  Lee,  James  K.  Quimby. 

Clear  Creek  Valley  Medical  Society:  Nancy  B.  McElair, 
Barber  J.  Parks,  Douglas  M.  Shasby,  Eric  H.  Smith. 


Spend  a Day  at  the  Capitol 

This  is  your  opportunity  to  learn  the  legislative  process  and  meet  with  your  legis- 
lators at  their  work  stations.  The  Government  Affairs  Division  invites  all  component 
societies  to  come  to  Denver,  meet  with  your  individual  legislators,  tour  the  Capitol, 
and  attend  committee  hearings.  Get  your  group  together,  decide  on  a date  and  then 
call  the  Division  Offices  (861-1  221,  Ext.  266  or  WATS  1-800-332-41  50)  - staff  will 
complete  the  arrangements  for  an  interesting  and  educational  day. 
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The  first  week  of  January  found  Dr.  Mason  How- 
ard and  Dr.  Joel  Karlin  plus  Brian  Stutheit  and  me  at 
an  AMA  conference  at  the  Biltmore  in  Phoenix 
learning  all  there  is  to  know  about  legislation  and 
solutions  in  other  states  and  about  lobbying 
techniques.  Other  than  a six-hour  delay  in  the  Den- 
ver airport,  the  trip  was  super;  and  we  came  home 
with  many  new  ideas  and  contacts. 

Representative  Steve  Durham  (R),  Colorado 
Springs,  took  the  place  of  Senator  Fred  Anderson 
(R),  Loveland,  on  a panel  discussing  federal  vs.  state 
control  of  health  care  costs.  Senator  Anderson  has 
helped  AMA  at  many  meetings,  but  this  was  a first 
for  Representative  Durham.  He  was  superb! 

He  followed  Congressman  Waxman  of  Califor- 
nia, the  House  sponsor  of  the  Kennedy  health  insur- 
ance bill  and  a believer  in  strict  government  control 
of  health  care.  Representative  Durham  is  an  avid 
believer  in  state  and  local  nghts  and  in  involuntary 
cost  containment.  He  was  interrupted  by  applause 
several  times  and  will  be  receiving  many  AMA  in- 
vitations in  the  future. 

Dr.  Bob  Brittain  was  his  usual  excellent  self  in  a 
speech  on  the  truth  behind  malpractice  suits.  As  I 
waited  in  front  of  the  hotel  for  a friend  to  take  me  to 
the  airport,  I overheard  some  wonderful  comments 
about  his  just-finished  speech.  As  one  surgeon  said, 
“I  wouldn't  take  that  from  an  outsider,  but  that 
darned  guy  knows  he's  right  — and  so  do  we." 

Another  panel  spoke  on  residency  requirements 
and  medical  school  problems  and  featured  the 
California  state  health  planner  (who  made  my  back 
stiffen  throughout  his  speech)  vs.  the  Dean  of  the 
University  of  Southern  California  Medical  School. 
Still  another  panel  considered  the  problem  of  deliv- 
ering health  care  to  underserved  areas  via  allied 
health  personnel,  and  of  course  the  nurse  prac- 
titioner and  physician  assistant  problems  rose 
quickly  to  the  surface. 

As  with  any  conference,  the  greatest  value  is  the 
individual  discussions  with  the  right  person  from 
the  right  state  or  office.  There  was  lots  of  opportun- 
ity to  corner  AMA  staff.  National  Conference  of 
State  Legislatures  staff,  lobbyists  and  government 
affairs  specialists  from  other  states.  And  I did  it 
all  — and  never  touched  my  tennis  racquet! 

Thank  you  for  another  fun  learning  experience. 


jgspedalisfe  bo< 

JOINT  MEDICAL/LEGAL  SYMPOSIUM 

Physicians  and  lawyers  met  at  the  University 
of  Denver  Law  School  Auditorium  Tuesday,  De- 
cember 11,  1979,  in  a joint  meeting  of  the  Den- 
ver Medical  Society  and  the  Denver  Bar  Associ- 
ation. Under  discussion  was  the  revised  Guide 
for  Interprofessional  Relations,  printed  and  dis- 
tributed recently  by  the  Colorado  Medical  Soci- 
ety and  the  Colorado  Bar  Association. 

District  Judge  Charles  A.  Friedman  was  the 
moderator  of  a panel.  The  physicians  on  the 
panel  were:  Wallace  H.  Livingston,  MD,  Dennis 
M.  Mahoney,  MD,  JD,  J.  Phillip  Nelson,  MD, 
Peter  Rosen,  MD. 

The  panel  also  included  Denver  District 
Judge  Joseph  Quinn  and  three  lawyers:  Bennet 
S.  Aisenberg,  JD  , George  G.  Johnson,  JD, 
Gerald  P.  McDermott,  JD. 

Following  opening  remarks,  a hypothetical 
automobile  accident  case  was  presented  by  Mr. 
Johnson.  The  panel  and  audience  discussed  the 
various  medical  and  legal  problems  posed  by  the 
case  for  nearly  two  hours.  Included  were  such 
aspects  as: 

• The  ethical  question  posed  by  the  defense 
attorney  calling  the  plaintiff  s doctor  for  infor- 
mation without  getting  the  plaintiffs  consent. 
(Answer:  the  general  consensus  was  that  it  was 
improper.) 

• The  physician’s  need  to  protect  the  doctor- 
patient  relationship;  when  does  a patient  waive 
the  doctor-patient  privilege?  (Answer:  It  de- 
pends upon  the  circumstances,  but  it  must  be 
remembered  that  the  patient  maintains  the 
right  to  waive  or  not  waive  the  privilege.) 

• What  information  should  a physician  give  a 
defense  lawyer  when  he  requests  a written  re- 
port on  the  history  of  the  plaintiff,  diagnosis  and 
prognosis?  (Answer:  Provided  proper  authoriza- 
tion has  been  received  from  the  plaintiff,  the 
doctor  should  answer  the  specific  questions 
raised  by  the  lawyer  in  a factual  manner.) 

• Is  it  ethical  for  a physician  to  refuse  to 
testify  until  the  plaintiffs  (his  patient’s)  medi- 
cal bill  is  paid?  (Answer:  No.) 
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• Is  it  ethical  for  a physician  who  is  asked  to 
testify  to  request  that  his  testimony  fee  is  paid 
before  he  testifies?  (Answer;  Yes;  the  amount 
and  time  of  payment  of  fee  should  be  discussed 
before  the  testimony  is  given.) 

• Can  a physician  be  forced  to  say  anything 
about  the  medical  aspects  of  a case  to  any  attor- 
ney before  formal  proceedings  are  filed  in  a 
case?  (Answer:  No,  unless  a written  patient  re- 
lease of  records  is  provided.) 

Those  who  attended  felt  the  meeting  achieved 
its  purpose  of  being  an  educational  effort,  not 
only  in  answering  specific  questions,  but  in  ac- 
quainting lawyers  with  problems  physicians 
face  in  dealing  with  the  courts  and  acquainting 
physicians  with  problems  lawyers  face  in  deal- 
ing with  doctors. 


staff 

profile 


WESTON  ELECTED  TO  ACADEMY  BOARD 

William  L.  Weston,  MD, 

Chairman,  Department  of 
Dermatology,  University  of 
Colorado  Health  Sciences 
Center,  has  been  elected  to 
the  Board  of  Directors  of  the 
American  Academy  of 
Dermatology. 

Dr.  Weston  is  founder 
and  Secretary-Treasurer  of 
the  Society  of  Pediatric 
Dermatology.  He  also  is  on  the  Board  of  Directors 
of  the  Society  of  Investigative  Dermatology.  From 
1975  to  1976,  he  served  as  President  of  the  Col- 
orado Dermatologic  Society. 

Dr.  Weston  is  chairman  of  the  1980  American 
Federation  for  Clinical  Research,  Western  Section 
of  Dermatology. 

He  was  graduated  from  the  University  of  Col- 
orado Medical  School  where  he  also  completed  his 
dermatology  residency.  He  was  a pediatrics  resi- 
dent at  Colorado  and  the  University  of  California 
School  of  Medicine  in  San  Francisco. 

The  American  Academy  of  Dermatology  is  the 
professional  association  for  over  95  percent  of  the 
physicians  specializing  in  the  education,  practice 
and  management  of  diseases  of  the  skin. 


I was  born  in  New  Jersey,  IRENE  HOBART 
but  my  folks  had  the  good 
sense  to  move  to  Miami, 

Florida  when  I was  7 years 
old.  I lived  there  for  1 5 
years,  went  to  school  and 
became  a Medical  Assis- 
tant, got  married,  and 
moved  to  Denver.  Looked 
around  a number  of  years 
getting  closer  and  closer  to 
the  "right  job"  and  found  it  at  the  C.M.S.  in  April, 
1 979  as  Staff  Assistant  for  the  Division  of  Continu- 
ing Education. 

Husband  Chuck,  2-year-old  Aubrey  and  I have  a 
house  in  Northwest  Denver  which  we  are  fixing  up 
little  by  little.  Other  hobbies  are  cross-country  ski- 
ing, performing  alchemy  with  food  (e.g.,  turning  a 
red,  juicy  steak  into  a replica  of  something  from 
Skylab  returned  to  earth),  and  keeping  up  on  my 
current  cerebral  pastime,  transuranium  element 
locales  in  Colorado,  which  ties  in  nicely  with  my 
husband's  summertime  passion  of  mineral  collect- 
ing and  sliding  down  mountainsides. 

I would  like  to  pursue  courses  in  the  near  future  in 
speedwriting,  auto  mechanics  for  simpletons  and, 
of  course,  cooking. 


Schoonmaker  Named  Governor 

Fred  W.  Schoonmaker,  MD,  Denver  has  been 
elected  to  a three- year  term  as  Colorado-Wyoming 
governor  for  the  American  College  of  Chest  Physi- 
cians. 

Dr.  Schoonmaker  is  founder  of  the  Rocky  Moun- 
tain Heart  Research  Foundation  housed  in  St. 
Luke's  Hospital,  a division  of  Presbyterian/St. 
Luke's  Medical  Center. 

Dr.  Schoonmaker's  innovative  catheter  technic 
which  is  used  in  diagnostic  cardiology  was  re- 
viewed in  worldwide  seminars  last  fall.  The  Cleve- 
land Clinic,  where  Dr.  F.  Mason  Sones,  Jr.,  first 
studied  coronary  arteries  with  a catheter  as 
suggested  originally  by  Dr.  Radnor  of  Munich  Ger- 
many, held  a symposium  to  commemorate  "A 
Generation  of  Coronary  Arteriography"  in  October, 
at  which  Dr.  Schoonover  lectured. 

In  November,  Dr.  Schoonover  lectured  at  the 
National  Society  for  Cardiopulmonary  Technology, 
and  earlier  he  addressed  the  Sixth  Asian  Pacific 
Congress  on  Diseases  of  the  Chest,  held  in  Bombay, 
Ind  ia. 
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1 . Approved  referring  the  following  items  to  the  Organizational  Study  Committee  for  study  and/or  preparation  of 
amendments  to  the  Constitution  and  By-Laws: 

A.  A recommendation  that  the  immediate  past  president  be  a voting  member  of  the  Board  of  Trustees;  and 

B.  The  possibility  of  amending  the  Constitution  and  By-Laws  at  either  the  Interim  Session  or  the  Annual 
Session. 

2.  Authorized  an  expenditure  of  up  to  $2,500  to  cover  per  diem  and  transportation  for  members  of  the  Physician 
Health  and  Rehabilitation  Committee  traveling  around  the  state  during  the  organizational  stages  of  the 
impaired  physician  program. 

3.  Authorized  an  expenditure  of  $4,653.00  so  that  the  Colorado  Medical  Society  may  enter  into  the  AMA/Law 
Enforcement  Assistance  Administration  Jail  Project  Grant. 

4.  Directed  that  a special  report  or  resolution  be  prepared  by  the  Board  of  Trustees,  for  introduction  to  the  House 
of  Delegates,  which  presents  a brief  historical  sketch  of  the  matter  of  non-physician  health  care  providers  — a 
copy  of  the  Proposed  Rules  and  Regulations  Pertaining  to  the  Supervision  and  Direction  of  Non-Physician 
Health  Care  Providers  is  to  be  included. 

5.  Directed  the  Council  on  Socio-Economics  to  research  the  reasons  for  the  recent  demise  of  the  Larimer  County 
HMD  in  view  of  its  far  reaching  implications. 

6.  Approved  the  Risk  Management  Committee  recommending  creation  of  a category  of  rate  classification  under 
the  CMS/Hartford  program  for  family  practitioners  involved  in  giving  general  anesthesia  for  elective  cases. 

7.  Approved  Jan  Hildebrand,  M.D.  completing  Dr.  Donald  Johnston’s  term  on  the  Board  of  Trustees  as  a 
representative  from  District  IV. 

8.  Accepted  for  information  the  Quarterly  Report,  July  through  September  1979,  of  the  Risk  Management 
Committee. 

9.  Directed  the  Executive  Committee  of  the  Board  of  Trustees  to  perform  an  evaluation  of  the  Executive  Vice 
President  on  an  annual  basis,  as  outlined  in  the  guidelines  presented  to  the  Board  — the  evaluation  is  to  be 
conducted  at  the  time  of  budget  preparation. 

10.  Approved  the  following  actions  taken  by  the  Executive  Committee  of  the  Board  of  Trustees  at  its  meeting  on 
December  13,  1979: 

A.  Approved  an  expenditure  of  $ 17,400  to  cover  the  costs  involved  in  relocating  CMS  staff  in  the  Denver 
Medical  Society  Library  Building. 

B.  Approved  distribution  of  balance  of  the  interest  income  from  the  Colorado  Medical  Foundation  Trust  to 
the  following  Colorado  charitable  501(c)-3  organizations:  Hall  of  Life;  Colorado  Heart  Association;  and 
the  Colorado  Diabetes  Association. 


MEMBERS  PRESENT:  Ray  Witham,  M.D.,  President 

K.  Mason  Howard,  M.D.,  President-elect 

District  I - David  Bates,  M.D.;  Merlin  Otteman,  M.D. 

District  II  - Jerry  Appelbaum,  M.D.;  William  Jobe,  M.D.;  Abraham  Kauvar,  M.D.; 
Frederick  Lewis,  Jr.,  M.D.;  Joseph  Poynter,  M.D.;  Wilfred  Stedman,  M.D. 

District  HI  - J.  Richard  Brusenhan,  M.D.;  Amilu  Martin,  M.D. 

District  IV  - Hanns  Schwyzer,  M.D. 

District  V - Robert  Linnemeyer,  M.D. 

MEMBERS  ABSENT:  District  II  - Philip  Norton,  M.D. 

EXCUSED  District  IV  - Donald  Johnston,  M.D. 

District  V - Telford  Davis,  M.D. 
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Holistic  Medicine  is 
The  soft  cry  of  the  public 
for  the  return  of  the  art  of  medicine  - 

Not  the  abolition  of  the  science, 
with  its  inrush  of  artistic  charlatans 

But  perspective,  with  its  balance 
between  caring  and  curing 

So  the  human  condition  may  be  served 
as  it  exists. 

Loring  Brock,  MD 
Denver 

Enclosed  is  an  up-date  of  the  Colorado 
Child  and  Adolescent  Psychiatric  Society's 
CME  program  for  the  balance  of  the 
academic  year.  I'm  sorry  you  apparently 
did  not  receive  the  correction  to  our  CME 
related  to  the  March  5th  meeting.  We  did 
away  with  the  title  "My  Parent  the  Shrink" 
soon  after  it  was  first  announced,  since  it 
came  as  an  afront  to  the  psychiatrist  in- 
volved with  the  program.  Instead,  the  title 
was  changed  (in  October)  to  "Develop- 
mental Issues  for  the  Children  of  Psychiat- 
rists," as  noted  herein.  If  you  can  print 
something  in  the  next  Colorado  Medicine 
that  would  acknowledge  our  oversight  in 
informing  you  of  this  change  of  the  correct 
title.  I'd  appreciate  it.  Also,  other  changes 
to  note  re:  our  CME:  a room  change  from 
2K08  to  Room  2H17  in  CPH,  above  the 
Rene  Spitz  Library)  and  our  address  change 
for  information:  now  same  as  Colorado 
Psychiatric  Society:  CCAPS,  1555  East 
Lake  Place,  Littleton,  Colorado  80121, 
Phone  795-8404.  Thank  you. 

James  W.  Lauer,  MD 
Denver 


Colorado  Medical  Society  members  will  find  a 
number  of  new  features  at  the  scientific  program  of 
the  CMS  Interim  Session,  March  1,  1980. 

All-day  workshops  (each  offering  6 hours  of 
Category  1 credit)  will  be  held  on  the  following 
topics: 

• Care  of  the  Cancer  Patient  by  the  Primary  Care 
Physician 

• The  Physician's  Role  in  the  Wellness  Move- 
ment 

• Community  Practice  and  the  Treatment  of 
Coronary  Disease 

• Practice  and  Personal  Financial  Management 

A few  of  the  speakers  are:  Gerald  P.  Bodey,  MD, 

of  M.D.  Anderson  Hospital,  Houston,  Texas,  who 
will  present  the  Lanning  E.  Likes  presentation,  "In- 
fectious Complications  of  Malignant  Disease  and 
Their  Treatment"  during  the  Cancer  workshop; 
H.L.  Brammel,  MD,  Associate  Professor  of 
Medicine  and  Physical  Medicine  and  Rehabilita- 
tion, Webb-Waring  Lung  Institute,  Denver,  will 
present  "Exercise  Prescription"  and  "Cardiac  Re- 
habilitation" for  the  combined  attendees  of  the 
Wellness  and  Coronary  Care  programs;  Mr.  Art 
Ammann,  Research  Director  for  Boettcher  and 
Company,  will  present  "Colorado  Economic  Fore- 
cast" for  the  Financial  Management  Workshop. 

The  Physicians  Learning  Resources  Center  will 
include  presentations  of  PLATO  (Control  Data  Cor- 
poration), MEDLINE  (Denver  Medical  Society  Li- 
brary), Apple  II  (Milliken  Corporation),  and  displays 
by  the  University  of  Colorado  Health  Sciences 
Center,  Office  of  Educational  Services.  Other  dis- 
plays are  still  under  consideration  and  discussion. 
The  Learning  Resources  Center  will  be  open  from 
8:00  a.m.  to  6:00  p.m.  to  accommodate  those 
people  attending  the  scientific  workshops. 
Hands-on  experience  will  be  available  on  most  of 
the  equipment  displayed  to  give  attendees  a real 
feel  for  their  operation. 

All  interested  physicians  are  invited  to  attend  the 
program. 

A Practice  Management  course  will  be  held  at  the 
Winter  Clinics,  March  1,  1980.  This  is  the  second 
time  such  a service  has  been  offered.  The  lineup  is 
impressive: 

• Mr.  Art  Ammann,  Boettcher  Company,  Col- 
orado Economic  Eorecast 

• Assistant  Dean  Christopher  Munch,  University 
of  Denver  School  of  Law,  Professional  Corporations 
and  Partnerships 

• David  Burlingame,  JD,  Estate  Planning 

• Sterling  Drumwright,  Director,  Colorado 
Health  Facilities  Review  Council,  Certificate  of 
Need  and  Your  Practice 

• Marvin  Hanson,  Director,  Central -Northeast 
Health  Systems  Agency,  Certificate  of  Need  and 
Your  Practice 
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CONTINUING  A 

MEDICAL  ( A 

EDUCATION 


ENDAR 


PUBLISHED  JOINTLY  BY  THE  COLORADO  FOUNDATION  FOR  MEDICAL  CARE,  COLORADO  MEDICAL  SOCIETY  AND 
THE  COLORADO  ACADEMY  OF  FAMILY  PHYSICIANS  • 1601  EAST  NINETEENTH  AVENUE.  DENVER,  COLORADO  8021 8 


MARCH  1 980 

1 st-8th 

CANADIAN  AMERICAN  MEDICAL  DENTAL  ASSOCIA- 
TION MEDICAL  PROGRAM.  Snowmass,  CO.  Contact: 
Robert  Allot,  M.D.,  550  Osborne  Blvd.,  Sault  Ste.  Marie, 
Minnesota  49783. 

4th-9th 

NEW  MEXICO  ACADEMY  OF  FAMILY  PHYSICIANS. 

Ramada  Inn,  Durango,  CO.  Contact:  David  Molten, 
M.D.,  Albuquerque  Academy  of  Family  Physicians, 
#105,  2650  Yale  Blvd.  SE,  Albuquerque,  New  Mexico 
87106. 

7th-8th 

A MATTER  OF  LANGUAGE  - VII  ANNUAL  READING/ 
LEARNING  DISABILITIES  WORKSHOP.  Colorado  Wo- 
men's College,  Denver.  Contact:  Health  Education  De- 
partment, The  Children's  Hospital,  1056  E.  19th  Ave., 
Denver,  CO  80218.  861-6947.  (AMA  Category  1 hours 
available). 

9th 

SYMPOSIUM  ON  ALCOHOLISM.  Writer's  Manor,  Den- 
ver. Contact:  National  Council  on  Alcoholism,  2525  W. 
Alameda  Ave.,  No.  214,  Denver,  CO  80219.  (8  hours  of 
AMA  Category  1 credit). 

9th-13th 

COLORADO  DIABETES  INSTITUTE.  Aspen  Institute, 
Aspen,  CO.  Program  Director:  Robert  N.  Alsever,  M.D. 
Contact:  American  Diabetes  Association  Colorado  Af- 
filiate Inc.,  1045  Acoma,  Denver,  CO  80204.  573-8833. 

10th-15th 

26TH  ANNUAL  FAMILY  PRACTICE  REVIEW.  Denver. 
Contact:  Office  of  Postgraduate  Education,  University  of 
Colorado  Health  Sciences  Center,  4200  E.  9th  Ave.,  Den- 
ver, CO  80262.  394-5241. 

13th-14th 

ISSUES  FOR  THE  80  S:  COLORADO  MENTAL  HEALTH 
CONFERENCE  ON  CHILDREN  AND  ADOLESCENTS. 

Landmark  Inn,  Denver.  Contact:  Health  Education  De- 
partment, The  Children's  Hospital,  1056  E.  19th  Ave., 
Denver,  CO  80218.  861-6947. 

15th-22nd 

RECOGNITION  AND  MANAGEMENT  OF  THE  STROKE 
PATIENT.  The  Mark,  Vail,  CO.  Contact:  Faith  Carlisis, 
College  of  Medicine,  Health  Sciences  Center,  Tuscon, 
Arizona  85724. 

15th-22nd 

MERCY  UNITY  HOSPITAL  ANNUAL  WINTER  SEMI- 
NAR. Keystone,  CO.  Contact:  Minnesota  Academy  of 
Family  Physicians,  8455  Flying  Cloud  Drive,  Eden 
Prairie,  MN  55344.  612-944-3585. 


17th-19th 

THE  J.  CUTHBERT  OWENS  SYMPOSIUM  ON  THE 
EARLY  CARE  OF  THE  INJURED  PATIENT.  Brown  Palace 
Hotel,  Denver.  Contact:  John  A.  Boswick,  Jr.,  M.D., 
Course  Director,  4200  E.  9th  Ave.,  Box  C-309,  Denver, 
CO  80262.  394-871 8 (22  hours  of  AMA  Category  1 cre- 
dit). 

20th-21st 

4TH  ANNUAL  PEDIATRIC  CARDIAC  CONFERENCE. 

Children's  Hospital,  Denver.  Contact:  Health  Education 
Department,  The  Children's  Hospital,  1 056  E.  1 9th  Ave., 
Denver,  CO  80218.  861-6947.  (9  hours  of  AMA  Category 
1 credit). 

31st-April  4 

HIGH  RISK  INFANT  CARE.  Denver.  Contact:  Office  of 
Postgraduate  Education,  University  of  Colorado  Health 
Sciences  Center,  4200  E.  9th  Ave.,  Denver,  CO  80262. 
394-5241. 


APRIL  1980 

2nd 

NEUROPHYCHIATRIC  GRAND  ROUNDS.  Colorado 
State  Hospital,  Pueblo.  Contact:  Jay  Scully,  M.D.,  1600 
W.  24th  St.,  Pueblo,  CO  81003.  543-1  170. 

9th-11th 

3RD  ANNUAL  CONFERENCE  ON  NEONATAL  TRANS- 
PORT. Sheraton-Denver  Inn.  Contact:  Health  Education 
Department,  The  Children's  Hospital,  1 056  E.  1 9th  Ave., 
Denver,  CO  80218.  861-6947.  (20  hours  of  AMA  Cate- 
gory 1 credit). 

11th-12th 

RECENT  ADVANCES  IN  MANAGEMENT  AND  PRE- 
VENTION OF  CARDIOVASCULAR  DISEASE.  Four  Sea- 
sons, Colorado  Springs,  Contact:  Curtis  C.  Steine,  M.D., 
388-6288,  ext.  2341.  (10  prescribed  hours  of  AAFP  cre- 
dit). 


MAY  1980 

5th-10th 

DENVER  POSTGRADUATE  INSTITUTE  IN 
EMERGENCY  MEDICINE.  Denver  General  Hospital. 
Contact:  Peter  D.  Bryson,  M.D.,  Denver  General  Hospi- 
tal, W.  8th  Ave.  and  Cherokee,  Denver,  CO  80204.  893- 
7034. 

7th 

NEUROPSYCHIATRIC  GRAND  ROUNDS.  Colorado 
State  Hospital,  Pueblo.  Contact:  Jay  Scully,  M.D.,  1600 
W.  24th  St.,  Pueblo,  CO  81003.  543-1170, 
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7th 

THE  SOCIALLY  ASSAULTED  CHILD.  Denver.  Contact: 
Colorado  Child  and  Adolescent  Society,  Colorado  Medi- 
cal Society,  1 601  E.  1 9th  Ave.,  Denver,  CO  80218.  861- 
1221,  ext.  241. 

8th-11th 

JOINT  MEETING  OF  COLORADO  CHAPTER  OF 
AMERICAN  COLLEGE  OF  SURGEONS  AND  COL- 
ORADO DIVISION  OF  AMERICAN  CANCER  SOCIETY. 

The  Broadmoor,  Colorado  Springs.  Contact:  Colorado 
Medical  Society,  Attn.:  Vi  Brown,  (303)  861-1221,  ext. 
241. 

15th-18th 

10TH  ANNUAL  CHILD  ABUSE  AND  NEGLECT  SYM- 
POSIUM. Keystone,  CO.  Contact:  Office  of  Post- 
graduate Education,  University  of  Colorado  Health  Sci- 
ences Center,  4200  E.  9th  Ave.,  Denver,  CO  80262. 
394-5241. 


16th 

INTERNAL  MEDICINE  POSTGRADUATE  DAY:  CAR- 
DIOLOGY. Denver.  Contact:  University  of  Colorado 
Health  Sciences  Center,  4200  E.  9th  Ave.,  Denver,  CO 
80262.  394-5241. 

JUNE  1980 

22nd-26th 

THIRD  INTERNATIONAL  SYMPOSIUM  - CANCER 
THERAPY  BY  HYPERTHERMIA,  DRUGS,  AND  RADIA- 
TION. Colorado  State  University,  Fort  Collins,  CO.  Con- 
tact: D.  W.  C.  Dewey,  Dept.  Radiation  Biology,  Colorado 
State  University,  Fort  Collins,  CO  80523. 


April  4 

April  25 
May  5 
May  15 

May  17 
May  30-31 
June  7 
June  11 
June  13-14 
July  8 
August  6 
August  8 

September  5 
September  9 
September  10 
October  3 
November  4 


1980  DATES  TO  DO 
SOMETHING  ABOUT 

Elector  must  be  a resident  of  precinct  32  days  to  be  eligible  to  vote  in 
caucus.  THIS  IS  THE  DEADLINE! 

Last  day  to  post  precinct  caucus  signs. 

Precinct  Caucus  Night. 

Last  day  for  precinct  committee  people  to  submit  list  of  election  judges 
for  county  chairman. 

Denver  County  Republican  Assembly/Convention 

Denver  County  Democratic  Assembly/Convention 

Republican  State  Convention  - McNichols  Arena 

First  day  to  apply  for  absentee  ballot  for  Primary  Election 

Democratic  State  Convention  - Boulder 

Branch  registration  opens  for  Primary  Election 

First  day  to  apply  for  absentee  ballot  for  General  Election 

Last  day  to  register  for  Primary  Election.  Last  day  to  change  party 
affiliation  to  vote  in  Primary  Election. 

Last  day  to  apply  for  absentee  ballot  for  Primary  Election 

Primary  Election  Day 

First  day  to  register  for  General  Election 

Last  day  to  register  for  General  Election 

General  Election  Day 
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MEDICAL  OPPORTUNITIES 


want  ads 


NEEDED:  General  Internist  or  Family  Practitioner,  Board  eligible  or 
Board  certified  to  join  three  MD’s  and  one  PA  in  thriving  primary 
care  clinic.  Clinic  in  outlying  town,  17  miles  from  a hospital  with  all 
major  subspecialties  and  services  available.  Occupational  medicine 
and  pediatrics  practiced.  Write;  Palisade  Family  Practice  Clinic, 
P.O.  Box  920,  Palisade,  Colorado  815 16,  or  call:  (303)  464-5183. 

579-9-TFB 


ROCK  SPRINGS,  WYOMING  - EMERGENCY  MEDICINE 
PRACTICE  AVAILABLE  IN  STABLE  FIVE  PHYSICIAN 
GROUP,  Excellent  fee  for  .service  contract,  seeing  variety  of  trauma 
and  medical  patients.  New  hospital  with  specialty  back  up.  Ideal 
location  with  proximity  to  Jackson.  Steamboat  Springs,  and  Salt 
Lake  City.  Send  CV  to  Box  779-10-TFB.  c/o  Rocky  Mountain 
Medical  Journal,  1601  East  19th  Avenue,  Denver.  Colorado 
80218.  779-10-TFB 


PRACTICE  OPPORTUNITIES  IN  THE  NORTHWEST,  Our  firm 
manages  a number  of  hospitals  in  communities  in  Northwest.  For 
information  regarding  practice  opportunities  send  your  CV  to  Dale 
Hanson,  A.E.  Brim  and  Associates,  Ltd.,  177  N.E.  102nd  Avenue, 
Portland,  Oregon  97220,  or  call:  (503)  256-2070.  979-1-6B 


PHYSICIAN  WANTED  FOR  full  or  part-time  work.  Aspen- 
Snowmass  Area.  Fee  for  service  with  generous  remuneration.  Plenty 
of  time  to  ski.  This  is  a unique  opportunity,  and  we  need  doctors 
now.  Call:  (313)  559-4773,  evenings.  979-2-4B 


AMERICAN  PARA  PROFESSIONAL  SYSTEMS  seeks  physicians 
to  do  basic  examinations  on  mobile  basis.  Flexible  hours,  full  or  part 
time.  Looking  for  physicians  in  Denver  area  and  rest  of  state.  Call: 
Martin  Seldin,  Director,  (303)  758-3124, orwriteAPPS,  2020  South 
Oneida  Street,  Suite  #11,  Denver,  Colorado  80224. 

1 179-22- TFB 


WANTED:  In  a world  of  rising  costs  and  increasing  paperwork,  the 
benefits  of  Air  Force  medicine  are  more  attractive  than  ever  before. 
Consider  an  excellent  income,  reasonable  working  hours,  30  days  of 
vacation  with  pay,  a retirement  plan  that’s  hard  to  beat  and  the 
prestige  and  respect  accorded  an  Air  Force  Officer,  If  you  are 
considering  a change  and  would  like  to  find  out  more  about  the  Air 
Force  Medical  Corps,  please  contact  your  Air  Force  representative  at 
(303)  837-4525.  180-8-3B 


PRIMARY  CARE  PRACTITIONER  WANTED  to  practice  on  a 
part-time  basis  with  another  physician  in  a community  of  1500 
residents  in  Western  Colorado.  Position  available  September  1 , 1980 
with  salary  for  first  year/  up  to  $20,000.  Inquiries  and  resumes  to: 
John  B.  Pelner,  MD  Medical  Director,  Mountain  Medical  Services, 
Inc.,  P.O.  Box  1362,  Telluride,  Colorado  81435  180-12-3B 


NEEDED-COLORADO  LICENSED  PHYSIQAN  to  give  physical 
exams  for  national  corporation.  30  hours  per  week.  Salary  negoti- 
able. Fringe  benefits.  Located  60  miles  from  Denver.  Contact: 
Pike’s  Peak  Enterprises,  42  Cheyenne  Mountain  Boulevard,  Col- 
orado Springs,  Colorado  80906,  or  call:  (303)  475-0041, 280-8- IB 


MEDICAL  PUBLIC  HEALTH  OFFICER.  Colorado  MD  license  or 
eligible  for  licensure.  One  year  graduate  work  in  school  of  public 
health.  Two  years  within  the  past  ten  years  of  public  health  ad- 
ministration. Program  includes  public  health  nursing,  clinical  ser- 
vices, Environmental  Health  Services,  and  emergency  medical  care. 
Based  upon  experience  and  qualifications,  $38,000  to  $46,000.  Area 
covers  El  Paso  County  (Colorado  Springs,  Colorado),  population 
330,000,  sbcty  miles  from  Denver,  Colorado.  Contact:  Keith  Marsh, 
Administrative  Assistant,  El  Paso  County  Health  Department,  501 
North  Foote  Avenue,  Colorado  Springs,  Colorado  80909.  Phone: 
(303)  636-0102.  280-1- IB 


PROPERTIES  — FOR  LEASE 

FOR  RENT:  636  square  feet  - 2 treatment  rooms  and  laboratory. 
Nice  reception  room  and  private  office.  $5  per  square  foot  includes 
all  services  and  parking,  central  air  conditioning,  water,  gas,  air 
installed,  located  - 218  East  Willamette,  Colorado  Springs.  Call; 
Frank  Cotten:  (303)  636-1325.  1179-14-3B 

FOR  LEASE:  Medical  office  space  in  Lakewood,  Colorado  build- 
ing. Suite  for  one  doctor  and  some  equipment  available.  Immediate 
referrals.  Call:  (303)  238-4811.  579-12-TFB 

FOR  LEASE:  Ideal  Medical  Facility  site,  two  and  one-half  acres, 
unimproved  ground  on  East  Alameda  Avenue  across  from  Aurora 
Mall.  Zoned  AOD.  Area  population  density  increasing  daily.  Princi- 
pals only.  P.O.  Box  30249,  Denver,  Colorado  80230.  180-1-3B 

PROFESSIONAL  PLAZA  located  in  Southwest  Denver  has  room 
for  two  physicians/dentists  in  shared  clinic  facilities.  For  lease  de- 
tails, please  call  June  Bush,  with  Western  Search  Realty,  Inc.  (303) 
393-0908  . 280- 2- IB 

EXECUTIVE  UNIT  IN  V/UL  CONEXJMINIUM.  Available  for 
weeks  of  February  15,  March  7,  or  April  4,  1980.  Private  sauna  - 
sleeps  6-10-2  baths  - walk  to  ski  lift  and  also  to  Vail  Village  shops 
and  restaurants.  Call:  (303)  770-3700,  Denver,  Colorado, 
USA.  280-4- IB 

HAWAII  MAUI  CONDOMINIUM  FOR  RENT.  Two  bedrooms, 
two  baths,  lanai  - sleeps  4 or  5.  Fully  equipped,  across  road  from 
beautiful  beach,  surf,  swim,  sun,  snorkel,  fish,  etc.  $65/day.  Call; 
(213)  673-6529  (day),  or  (213)  271-2263  (evening).  280-6-3B 

PROPERTIES  — FOR  SALE 

WASHINGTON  PARK  - AN  AT  HOME  PRACTICE  priced  at 
$84,000.  This  2, 100  sq,  ft.  home  has  one  thing  many  others  don’t.  It 
is  zoned  for  office  use.  If  an  at  home  practice  in  one  of  Denver’ s most 
desired  areas  interests  you,  call  me,  Jeanne  Ruggles,  at  (303)  388- 
5903,  or  (303)  778-7361.  280-7-  IB 
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FOR  SALE:  IDEAL  PROFESSIONAL  LOCATION  on  major 
highway  across  from  shopping  center,  surrounded  by  three  paved 
streets,  ample  off-street  parking.  Excellent  location  for  entire  Foun- 
tain Valley,  near  Colorado  Springs.  1600  square  foot  house.  With 
minor  remodeling  will  make  excellent  offices.  Total  price  only 
$48,000,  or  cash  down,  and  owner  will  carry.  Your  Realtor,  Mary 
Macon,  (303)  473-1112  or  473-1776.  180- 11- IB 

MISCELLANEOUS 

MOVING  TO  COLORADO?  We  have  a super  transferee  informa- 
tion kit  - Free,  upon  request.  Write:  Penny  Decker,  Relocation 
Director,  Hutson  Real  Estate,  2731  South  Colorado  Boulevard, 
Denver,  Colorado  80222,  or  Call:  (303)  758-8821.  1 179-9-6B 

FOR  SALE:  200MA  Picker  X-Ray  unit,  original  cost  $25,(X)0.00, 
only  6 years  old.  $ 12,000.00  installed  with  new  guarantee.  300MA 
General  Electric  X-Ray  unit  with  image  system,  $18,000.00 
installed  and  guaranteed.  Plaza  Medical,  Inc.,  7683  E,  Jefferson 
Drive,  Denver,  Colorado  80237.  Call:  (303)  771-6210.  180-6-3B 

SERVICES 

MEDICAL  TYPING  DESIRED.  Expert  typist  with  background  in 
hospital  medical  records  transcription  and  doctor’s  office  medical 
typing  desires  typing  to  do  at  home.  Have  own  IBM  Selectric  II. 
Prefer  work  from  South  Suburban  area  of  Denver.  Can  pick  up  and 
deliver  work.  Call:  (303)  773-0775.  280-3-  IB 

CUSTOM  KITCHEN  DESIGNER  will  update  and  improve  your 
kitchen  at  home.  We  specialize  in  older  residential  properties.  We 
offer  complete  professional  design  and  expert  installation  services. 
Please  call:  Yvonne  Cunningham,  (303)  393-0640,  The  Homefront, 
1485  Madison  Street,  Denver,  Colorado  80206.  280-5- IB 


obituaties 

Doctor  John  D.  Pettigrew  of  Colorado  Springs 
died  December  8,  1979  at  the  age  of  45. 

Doctor  Pettigrew  was  born  in  Denver  January  6, 
1934,  and  attended  public  schools  in  Boulder.  He  was 
graduated  from  the  University  of  Colorado  in  1955 
with  a BA,  and  received  his  MD  at  the  University  of 
Colorado  Medical  School  in  1959. 

After  post-graduate  work  at  Washington  Univer- 
sity, St.  Louis,  he  served  in  military  medicine,  and 
came  to  Colorado  to  serve  at  Lutheran  Hospital, 
Wheat  Ridge,  and  from  1968  to  1970  was  on  the 
faculty  of  the  University  of  Colorado  Medical  School. 

He  moved  to  Colorado  Springs  in  1970  and  prac- 
ticed diagnostic  radiology  at  Penrose  Hospital,  where 
he  later  was  on  the  medical  staff  executive  commit- 
tee. 

Doctor  Pettigrew  was  a member  of  the  El  Paso 
County  Medical  Society,  the  Colorado  Medical  Soci- 
ety, and  the  American  Medical  Association.  He  was 
also  a member  of  the  Colorado  Radiologic  Society,  the 
Rocky  Mountain  Radiologic  Society,  and  the 
Radiologic  Society  of  North  America,  as  well  as  the 
American  College  of  Radiology. 

Doctor  Pettigrew  is  survived  by  his  wife  Hyun,  two 
sons,  David  Scott  and  Donald  Bryan  Pettigrew,  a 
daughter,  Lisa  Kay  Pettigrew,  and  his  parents,  Mr. 
and  Mrs.  Donald  W.  Pettigrew  of  Divide,  Colorado, 
and  a sister,  C.  Kay  Temple  of  Denver. 


Doctor  James  H.  Donald  died  at  Colorado  Springs 
on  December  8 at  the  age  of  56. 

Doctor  Donald  was  born  January  30,  1923  in  Dal- 
las, Texas,  and  was  graduated  from  Harvard  College 
in  1944,  and  from  Harvard  Medical  School  in  1946. 

Doctor  Donald  served  as  chief  of  medicine  at  the 
then  Camp  Carson,  near  Colorado  Springs  from  1948 
to  1950,  and  subsequently  took  a residency  at  Mas- 
sachusetts General  Hospital  at  Boston  in  Internal 
Medicine. 

He  was  a member  of  the  El  Paso  County  Medical 
Society,  the  Colorado  Medical  Society,  and  the 
American  Medical  Society. 

He  is  survived  by  his  wife,  Ann,  a son  David  Homer 
Donald,  and  a daughter,  Jennifer  Donald  Rogat,  both 
of  Boulder. 

Doctor  John  Louis  Weaver  of  Pueblo,  Colorado 
died  on  January  10,  1980  at  the  age  of  84. 

Doctor  Weaver  was  born  in  Concordia,  Kansas 
where  he  attended  public  schools  before  going  on  to 
Kansas  State  University  and  Jefferson  Medical  Col- 
lege at  Thomas  Jefferson  University  in  Philadelphia, 
Pennsylvania  where  he  received  his  MD.  He  interned 
at  Kansas  City  General  Hospital,  Kansas  City  in 
1949-50,  and  took  a residency  in  General  Surgery  at 
the  same  hospital  from  1950  to  1955. 

In  1955  he  established  a practice  of  General 
Surgery  in  Pueblo,  Colorado,  and  was  in  practice 
until  his  death. 

Doctor  Weaver  was  a member  of  the  American 
Board  of  Surgery.  He  served  with  the  U.S.  Army 
Medical  Corps  from  March  1943  to  March  1946,  and 
in  Korea  from  January  1951  to  April  1952. 

In  Pueblo,  he  served  on  the  staffs  of  St.  Mary  Cor- 
win and  Parkview  Episcopal  hospitals.  He  also 
served  in  Viet  Nam  as  a volunteer  physician  from 
March  20  to  May  20  in  1967. 

He  is  survived  by  his  widow,  Frances,  and  a daugh- 
ter, Mrs.  Allison  Swift,  Houston,  Texas,  and  two  sons, 
Christian  and  Matthew,  both  of  Pueblo. 


Our  Cover 

A child  is  born  into  a world  of  law,  and  when 
the  child  is  born  at  home,  an  additional  as- 
semblage of  legal  aspects  come  into  considera- 
tion. Our  cover  reflects  the  feature  article  by 
Barbara  Katz  on  "Childbirth  and  the  Law.” 
Credit:  St.  Joseph  Hospital  and  John  Holst, 
Photographer. 

Colorado  Chest  Physicians  Named  Fellows 

Among  150  physicians  and  surgeons  conferred 
with  Fellowship  status  in  the  American  College  of 
Chest  Physicians  during  the  45th  Annual  Scientific 
Assembly  of  the  organization  in  Houston,  Texas  are 
Thomas  S.  Moulding,  MD,  Charles  H.  Scoggin,  MD, 
and  Joseph  Snyder,  all  of  Denver. 


80 


Colorado  Medicine 


IVIARCH  1980  VOLUME  77,  NUMBER  3 

articles  news  features 


89  A Colorado  Country  Doctor 

Jeanne  Mills  Vamell,  Lakewood,  Colorado 

106  Non-cardiogenic  pulmonary  edema  from 

ACCIDENTAL  HYPOTHERMIA 

Kevin  M.  O’Keefe,  M.D.,  Greeley,  Colorado 

108  Meniscectomythroughthe  Arthroscope 

Kenneth  J.  Cavanaugh,  M.D.,  Longmont,  Colorado 

111  Diagnostic  confusion  created  by  positive 
monospot  TESTS 

Jonathan  E.  Kaplan,  M.D.,  and  Richard  Gillespie, 

M.D.,  Albuquerque,  New  Mexico 

departments 

82  PRESIDENT’S  Letter 

9i  Letter  s to  the  E ditor 
95  New  Officers 
95  Staff PROFE.E- Lorraine Koehn 
104  The  Lobby 

104  New  Members 

105  C ouNC iL ON  Legislation 
109  Book  Corner 

119  Want  Ads 

120  Index  TO  Ad'vertisers 


95  Denver-Born“Cansurmount”  ProgramEntersIts 
7th  Year 

Paul  K . Hamilton,  Jr.,  M.D.,  founder  of  CanSurmount , 
looks  back  on  6 years  of  successes  and  frustrations,  working 
to  help  cancer  patients  and  their  families.  Program  is  now 
nation-wide , in  its  2nd  year. 

96  The  Case  For  the  HMOs 

ChoiceCare  is  an  experience  that  is  winding  down  to 
counting  the  losses  as  HEW  (HHS)  decides  what  to  do  about 
% million  dollar  loan . But  what  of  the  future  of  the  HMO  . . . 
the  health  of  Comprecare . 

103  The  Library.  . . A Crucial  Center 

Denver  Medical  Society  Library,  one  of  the  finest  anywhere 
in  the  region , points  up  the  many  services  of  this  component 
resource. 

110  Health  Issues  Before  the  1980  Legislature 

Colorado’s  “short  session”  Legislature  is  faced  with  many 
a tough  health  issue  before  it  can  wind  up. 

100  Negotiations  Committee  Workingon  New  Medicaid 
Reimbursements 

The  first  of  a continuing  series  of  meetings  held  March  6th, 
working  toward  a new  Medicaid  reimbursement  schedule . 

118  New  Board  of  Medical  Examiners  Regulations 

Early  1980  promulgation  of  rules  concerning  licensure  of 
physicians  now  published  and  in  effect. 
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The  Hospital  Commission  is  dead! 

As  your  president,  I fully 
concur  with  the  concensus 
of  the  membership;  how- 
ever, as  an  individual  I have 
some  reservations.  Be  that 
as  it  may.  We,  as  a group, 
now  have  a responsibility  to 
the  public  to  make  a real 
and  visible  effort  to  contain 
the  costs  of  medical  care. 

All  of  us,  the  AMA,  CMS, 
third-party  payers,  and  a 
host  of  health-care  providers  have  responded  to  the 
public  outcry  over  medical  costs. 

There  is  no  single  answer  to  this  problem.  I won't 
even  attempt  to  analyze  the  problem.  I will,  how- 
ever, reiterate  a long-held  belief  which  has  been 
difficult  for  me  to  express: 

We,  as  physicians,  have  become  more  and  more 
dependent  upon  utilization  of  sophisticated  analy- 
tic technics.  Witness:  the  evolution  of  the  CT  scan- 
ners, mammography  and  a host  of  analytic  tissue 
measurements.  Every  day  we  learn  about  another 
test.  There  have  been  the  growing  pressures  of  the 
threat  of  malpractice  to  utilize  these  so-called 
“standards  of  practice."  More  important,  though,  is 
the  concern  we,  as  practitioners,  must  have  to  prac- 
tice the  best  medicine  possible.  How  can  we  apply 


ourselves  to  a conscientious  effort  of  cost- 
containment?  Personally,  I say  it  is  simple:  I say  to 
myself  "Based  on  my  knowledge  and  my  practical 
experience,  isthis  procedure  really  necessary  to  the 
case  at  hand?" 

On  a related  subject  I would  like  to  repeat  what  I 
said  in  my  remarks  to  the  just-concluded  House  of 
Delegates  session  in  Denver:  The  University  of 
Colorado  School  of  Health  Sciences  is  undergoing 
changeswhichcould  ...  I saycou/d. . . have  serious 
effects  on  the  quality  of  that  institution,  long  re- 
garded as  one  of  our  nation's  finest  schools  of 
medicine.  The  concerns  are  not  just  those  of  the 
newly-appointed  Dean,  Roy  Schwarz,  MD;  they 
are  the  concerns  of  the  entire  physician  population 
of  Colorado.  We,  as  professionals,  must  stand  in 
support  of  this  institution  and  what  it  means  to  the 
practice  of  medicine.  We  cannot  let  the  divisive- 
ness created  by  style  versus  substance  destroy  this 
one  fine  institution.  We  cannot  stand  by  and  let 
individual  styles  of  some  of  those  departing  faculty 
members  be  the  determining  factor  in  the  future 
substance  of  the  teaching  of  medicine  in  Colorado. 
We  must,  as  a Society,  continue  to  offer  Dean  Roy 
Schwarz  the  support  of  our  membership,  to  provide 
the  stewardship  to  continue  the  excellence  of 
teaching  and  public  service  of  the  University  of 
Colorado  School  of  Health  Sciences.  We,  the 
knowledgeable,  experienced  practitioners  of  Col- 
orado, must  avail  ourselves  of  the  primary  teaching 
institution  and  its  leadership,  ready  to  lend  our 
knowledge  and  experience  in  support  of  its  con- 
tinuance as  one  of  the  best  such  schools  in  the 
United  States.  I,  personally,  have  committed  myself 
to  that  end,  and  I ask  that  you,  as  a Society,  would 
do  that  also. 


CME  Hospital  Accreditation 

On-site  visits  to  a number  of  Colorado  hospitals 
by  the  Continuing  Medical  Education  Division  of 
the  Colorado  Medical  Society  have  resulted  in  re- 
accreditation of  CME  programs  in  certain  hospitals 
aswell  as  first-time  accreditation  of  other  hospitals. 

This  vigorous  program  of  studying  the  ability  of 
hospitals  to  carry  out  programs  of  qual  ity  has  been  a 
major  thrust  of  CMS  in  recent  years. 

Among  these  hospitals  are  two  receiving  the  rec- 
ognition for  the  first  time,  the  Aspen  Valley  Hospital 
and  St.  Francis  Hospital  at  Colorado  Springs.  Dr.  H. 
C.  Whitcomb  serves  as  Chai  rman  of  the  Aspen  hos- 
pital's Medical  Education  Committee,  with  Judy 
Schwalbach  as  Medical  Education  Committee  as- 
sistant and  coordinator.  Its  accreditation  was  re- 
ceived in  November. 


The  St.  Francis  Hospital  was  accredited  in 
November.  Dr.  David  H.  Huffman  is  Director  of 
Continuing  Medical  Education  at  this  hospital. 

Three  hospitals  received  renewal  of  accredita- 
tion. These  are  St.  Joseph  Hospital,  Denver,  Dr.  C. 
Houston  Alexander,  coordinator  of  CME;  Poudre 
Valley  Memorial  Hospital,  Fort  Collins,  Dr.  Peter]. 
Standard,  chairman  of  the  CME  committee;  and 
Colorado  State  Hospital,  Pueblo,  Dr.  James  H. 
Scully,  Director  of  Professional  Education. 


Rea  Named  Parkview  Chief 

)ohn  loseph  Rea,  MD,  radiologist  of  Pueblo,  Colorado,  has 
been  elected  to  be  chief  of  staff  at  Parkview  Episcopal  Hospital  at 
Pueblo. 
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at  press  time 

HIGHLIGHTS  OF  JUST-CONCLUDED  COLORADO  MEDICAL  SOCIETY  WINTER  CLINICS  AT  DENVER 

The  following  is  a brief  summary  of  the  actions  taken  by  your  House  of 

Delegates  at  the  Winter  Clinics,  1980,  which  closed  on  Sunday,  March  2: 
...Approved  an  expenditure  of  up  to  $3,500.00  to  support  the  Colorado 

Medical  Society  Auxiliary's  Health  Educational  Project. 

...Approved  a news  media  awards  program.  Awards,  in  the  name  of 

Robert  Perkin,  will  be  paid  to  editors  of  radio,  television  and  print 

news  media  for  outstanding  medically  related  reporting. 

...Approved  expenditures  of  up  to  $2,500.00  to  cover  per  diem  and  trans- 
portation costs  during  the  organizational  stages  of  the  Impaired  Physicians 
Program. 

...Approved  expenditure  of  $4,653.00  so  that  CMS  may  enter  into  the  AMA/LEAA 
Jail  Project  grant. 

...Approved  distribution  of  $12,055.40  interest  income  from  the  Colorado 
Medical  Foundation  Trust  to  501- (C)(3)  charitable  organizations: 

Amigos  de  las  Americas,  Hall  of  Life,  Colorado  Heart  Association,  and 
Colorado  Diabetes  Association. 

. . .Approved  new  concept  for  Colorado  Medicine. 

...Approved  standardized  immunization  form  proposed  by  the  Governor's 
Immunization  Action  Committee. 

. . .Approved  creation  of  a category  of  rate  classification  under 
CMS/Hartford  program  for  family  practitioners  involved  in  giving  general 
anesthesia  for  elective  cases. 

...Accepted  report  that  the  Public  Information  Committee  is  developing  a 
brochure  containing  tips  and  information,  as  supplied  by  "your  doctor," 
to  promote  good  health  cost  containment  recommendations. 

. . .Acknowledged  efforts  of  Communication  Director  in  securing  knowledgeable 
s;pokesperson  to  respond  promptly  and  decisively  to  public  issues. 

...Staff  directed  to  initiate  membership  recruitment  and  retention  program. 
...Encouraged  continuous  input  from  membership  re  issues  of  concern  to  CMS 
by  utilization  of  inquiry/response  medium  through  Colorado  Medicine. 

...Encouraged  use  of  CMS  Legislative  Hot  Line  as  means  of  dissemination  of 
legislative  news  and  Medical  Society  interests. 

...Approved  participation  by  CMS  in  a series  of  radio  programs  dealing 
with  health  and  medical  care  issues  being  initiated  jointly  by  CMS  and 
the  Burroughs-Wellcome  Company,  and  to  be  sponsored,  jointly,  by  CMS  and 


by  Component  Societies,  with  editing  and  production  being  done  by  CMS  staff. 

for  1980  83 


HIGHLIGHTS  OF  WINTER  CLINICS  (Continued) 


...Received  report  of  Professional  Liability  Committee,  Risk  Management 
Committee  and  Special  Committee  for  Negotiations. 

...Noted  staff  relocations  within  headquarters  building. 

...Noted  updated  and  revised  staff  organization  by  Executive  Vice  President. 
...Clarified  Board/Staff  relationships. 

...Noted  that  CMS  has  withdrawn  from  the  Western  Physicians  Purchasing  Association. 
...Charged  the  Constitution,  By-Laws  and  Credentials  Committee  to  work  in 
concert  with  the  Organizational  Study  Committee  to  review  CMS  By-Laws  and 
recommend  necessary  changes  to  Annual  Session,  1980. 

...Urged  continued  attempts  to  avoid  scheduling  of  meetings  of  the  Board  of 
Trustees  and  administrative  councils  in  conflict  with  scheduled  meetings  of 
component  medical  societies. 

...DIRECTED  the  Special  Committee  for  Negotiations  to  represent  all  segments  of 
Colorado  Medical  Society  fairly  and  without  prejudice. 

...Referred  the  study  of  malpractice  premium  rates  for  part  time  physicians 
to  the  Risk  Management  Committee. 

...Directed  the  Board  of  Trustees  to  investigate  and  carry  out  the  most  appropriate 
means  to  secure  adequate  immunity  for  grievance  committees  of  component  medical 
societies . 

...Received  the  report  of  the  Judicial  Council  which  again  requested  that 
component  medical  societies  give  input  into  the  final  report  to  the  AMA  in 
their  consideration  and  possible  revision  of  the  AMA  Principles  of  Medical  Ethics. 
...The  Grievance  Committee  continues  to  be  active  in  the  adjudication  of  problems 
in  the  community;  the  Committee  is  maintaining  a policy  of  complete  confidentiality 
regarding  complaints  and  their  resolution. 

. . . House  of  Delegates  received  a report  of  the  1979  AMA  Clinical  Meeting, 
in  which  the  AMA  reaffirmed  its  position  on  National  Health  Insurance  embodying 
the  four  principles  of:  (1)  Requiring  minimxim  standards  of  adequate  benefits  in 

all  health  insurance  policies  sold  in  the  United  States  with  appropriate 
deductible  and  co-insurance;  (2)  A simple  system  of  uniform  benefits  provided  by 
the  federal,  state  and  local  governments  for  those  individuals  who  are  unfortunate 
enough  not  to  be  able  to  provide  for  their  own  medical  care;  (3)  A nationwide 
program  by  the  private  insurance  industry  of  America  to  make  available  catastrophic 
insurance  coverage  for  those  illnesses  where  the  economic  impact  of  a catastrophic 
illness  could  be  tragic;  and  (4)  A program  developed  pursuant  to  those  principles 
should  be  administered  at  the  state  level. 
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I HIGHLIGHTS  OF  WINTER  CLINICS  (Continued) 

■f? 

...House  of  Delegates  conferred  Honorary  Membership  in  Colorado  Medical  Society 
I upon  the  following: 

; M.  Roy  Schwarz/  Dean,  University  of  Colorado  School  of  Medicine. 

Lawrence  M.  Wood,  Attorney,  Legal  Counsel  for  Colorado  Medical  Society, 
i ...Received  CMS  Policy  regarding  Physician's  Assistants  - revising  the 

* 1975  COLORADO  MEDICAL  SOCIETY  GUIDELINES  FOR  PHYSICIANS  EMPLOYING  PHYSICIAN'S 

ASSISTANTS,  defining  "Supervision:" 

REPORT  OF:  Reference  Committee  on  Interprofessional  Relations 

(Excerpt)  (AMENDMENTS  SHOWN  IN  SCRIPT)  (DELETIONS  SHOWN  BY  STRIKE-OUTS) 

RECOMMENDATION : 


Page  5,  Section  d.  making  the  following  deletions  and  additions: 

"The  licensed  physician  must  provide  adequate  supervision  ©f-the-periomnanee 
©f-de±egated-mediea±-serviees . AS  DEFINED  IN  THE  1975  COLORADO  MEDICAL  SOCIETY 
GUIDELINES  FOR  PHYSICIANS  EMPLOYING  PHYSICIAN'S  ASSISTANTS  (LM/BT-2,  Addendum 
No.  1,  Page  1,  No.  5) . 

"SUPERVISION  - RELATES  TO  THE  DEGREE  OF  PERSONAL  GUIDANCE  PROVIDED  BY 
THE  RESPONSIBLE  PHYSICIAN.  THE  MEDICAL  PRACTICE  ACT  STATES:  'THE  RENDERING 

OF  SERVICES  UNDER  THE  PERSONAL  AND  RESPONSIBLE  DIRECTION  AND  SUPERVISION  OF 
A PERSON  LICENSED  UNDER  THE  LAWS  OF  THIS  STATE  TO  PRACTICE  MEDICINE'  SHALL 
NOT  BE  CONSIDERED  THE  PRACTICE  OF  MEDICINE. 

"A.  DIRECT  SUPERVISION  - THE  EMPLOYING  OR  RESPONSIBLE  PHYSICIAN  MUST 
BE  AVAILABLE  TO  HIS  ASSISTANT  IN  PERSON  OR  WITHIN  THE  SAME  OFFICE  OR  HOSPITAL. 
THIS  IMPLIES  ONGOING  COMMUNICATION  BETWEEN  THE  PHYSICIAN'S  ASSISTANT  AND  THE 
PHYSICIAN. 

OX  xupon6xbZ2. 

"B.  INDIRECT  SUPERVISION  - THE  EMPLOYING  / PHYSICIAN,  ALTHOUGH  NOT  IMMEDI- 
ATELY AVAILABLE  TO  THE  ASSISTANT,  MUST  HAVE  A PRE- ARRANGED  PLAN  OF  ACTIVITY 
OR  TREATMENT  FOR  THE  SPECIFIC  PATIENT  PROBLEM  WHICH  THE  ASSISTANT  iAAY  CARRY 
OUT  IN  THE  ABSENCE  OF  ANY  COMPLICATING  FEATURES  and  bc  AMmtdiatoJiy  available. 

by  telephone,  ox  othex  eZectxonie  rnean^. 
ox  xe^ponsible 

"IF  THE  EMPLOYING  / PHYSICIAN  IS  UNABLE  TO  DIRECTLY  OR  INDIRECTLY  SUPERVISE 
THE  ACTIVITIES  OF  HIS  ASSISTANT,  HE  MUST  MAKE  ARRANGEMENTS  FOR  ANOTHER  PRIMARY 

6ARE  PHYSICIAN  appxopxiote  txoining  to  assume  the  responsibility  for  this 

SUPERVISION  OR  TEMPORARILY  SUSPEND  THE  PRACTICE  ACTIVITIES  OF  HIS  ASSISTANT. 

"TO  QUALIFY  AS  A PROPER  SUBSTITUTE,  THE  PHYSICIAN  MUST  BE  FAMILIAR  WITH 
THESE  GUIDELINES  AND  WITH  THE  TRAINING,  CAPABILITIES,  AND  LIMITATIONS  OF  THE 
PARTICULAR  PHYSICIAN'S  ASSISTANT  AND  BE  WILLING  TO  ASSUME  ETHICAL  AND  LEGAL 
RESPONSIBILITY  FOR  DIRECTION  OF  THE  ASSISTANT'S  ACTIVITIES  AND  CARE  OF  THE 
PATIENTS  HE  SEES."  Supervision  is  intended  to  assure  that  the  directions 
given  are  carried  out  properly.  S«peirvisi©n-inay-ineittde-e©n9tant-©veif-'fche 
sh©aideaf-inspeeti©n-©f-the-peri©3fmanee-©#-the-medieai-serviee97-afte5f-'the-€aet 
JJeview-thafaagh-viewing-the-patient-ar-his-ehart-oif-eonfeirjfing-with—the-nan- 
phy  sieian-heaifch-ear  e-pjravider-r  endering-the-deiegated-medicai-seif  vices. 


HIGHLIGHTS  OF  WINTER  CLINICS  (Continued) 


...The  House  of  Delegates  DIRECTED  the  Board  of  Trustees  to  continue  developing  a 
program  toward  definition  or  certification  of  PAs  according  to  the  qualifications 
of  a generic  P.A. 

...Received  the  report  of  the  Council  on  Interprofessional  Relations  with 
recommendation  and  copy  of  letter  to  FDA  and  congressional  representatives 
outlining  the  concerns  of  Colorado  Medical  Society  about  patient  package  inserts. 

...Council  on  Interprofessional  Relations  continues  prime  emphasis  on  allied 
health  professionals,  e.g.  Joint  Practice  Committee  re  Nurse  Practice  Act,  etc. 
Future  emphasis  to  be  on  liaison  with  other  voluntary  organizations  with  CMS 
increasing  its  efforts  toward  a positive  stature. 

...Noted  that  the  Council  on  Legislation  is  placing  emphasis  on  communication  with 
the  membership  and  providing  information  about  the  importance  of  their  political 
involvement  at  all  levels  of  government. 

...Recognized  the  Colorado  Medical  Society  Auxiliary  efforts  to  educate  the 
Auxiliary  membership  in  various  aspects  of  the  regulatory  and  legislative  process. 

...Inter-Council  Relationships  have  been  strengthened.  Legislative  issues 
requiring  a CMS  position  are  assigned  to  the  appropriate  administrative  council 
for  study  and  recommendations  prior  to  any  decision  by  the  Council  on  Legis- 
lation. Issues  requiring  a policy  statement  are  referred  to  the  Board  of  Trustees. 

...Council  on  Legislation  activity  centered  around  a series  of  bills  dealing 
with  health  insurance  for  the  medically  indigent,  changes  in  the  Nurse  Practice  Act 
and  increase  in  student  tuitions,  hazardous  waste  disposal,  and  increased  salaries 
for  state-employed  physicians. 

...Supports  legislation  changing  1942  ceiling  on  salaries  for  physicians  employed 
by  the  State  of  Colorado. 

...Received  the  report  of  the  Council  on  Medical  Services  re  activity  in  all  aspect 
of,  and  facilities  for,  the  delivery  of  medical  service. 

...Received  the  Hospital  Categorization  Report  which  was  subsequently  recommended 
for  filing. 

...Noted  the  Committee  on  Medical  Care  in  Correctional  Institutions  has  been 
actively  working  with  the  Colorado  Department  of  Institutions  and  Department  of 
Corrections  to  assist  in  the  improvement  of  the  quality  of  medical  care  in 
Colorado's  correctional  institutions  and  jails. 


...The  Committee  on  Alternative  Health  Care  Ideologies  has  been  newly  organized  and 
will  review  and  study  various  ideologies  for  non-traditional  methods  of  health 
care  delivery  and  report  to  the  CMS  membership  in  the  coming  year  with  their  j 

evaluations  dealing  with  the  concept  of  wellness. 

...Noted  the  Rural  Health  Conference,  co-sponsored  by  the  Colorado  Medical  Society, 
continues  to  be  a proven  and  successful  tool  toward  improving  communication's  betw«i 
community  members,  both  health  professionals  and  consumers,  regarding  rural  communi 
health  problems. 


...Noted  the  Long  Term  Care  Committee  continues  to  be  actively  involved  working 
on  acceptable  proposals  to  deal  with  problems  in  long  term  care. 


HIGHLIGHTS  OF  WINTER  CLINICS  (Continued) 

■/ 

^ . . .Noted  that  the  Committee  on  Health  Education  and  School  Health  continues  to 

monitor  the  progress  of  proposed  changes  in  rules  and  regulations  for  the  Handicapped 

Children's  Education  Act  and  the  Robert  Wood  Johnson  Project,  which  supports 

1 demonstration  programs  in  health  education  and  school  nurse  practitioner  services. 

*1 

The  Committee  attention  is  also  focused  on  potential  support  for  a proposal  to 
■■  Colorado  Legislature,  requesting  moneys  to  implement  school  health  education. 

ft  ...The  Committee  on  Private  Health  Insurance  called  attention  to  the  fact  that 
B frequently  an  impasse  is  reached  concerning  the  charge  and  obligation  of  the 
■ Committee  to  provide  a mechanism  for  investigation  of  health  insurance  claims 
^ versus  the  risk  of  violating  anti-trust  and  Federal  Trade  Commission  regulations. 

I This  committee  is  continuing  to  work  with  the  Special  Committee  for  Negotiations 
or  the  Grievance  Committee  on  any  problems  requiring  their  action,  and  will  con- 
tinue to  review  all  aspects  of  third-party  reimbursement,  and  work  to  study  the 
creation  of  an  arbitration  tool  in  the  coming  year. 

...The  Committee  on  National/Catastrophic  Health  Insurance  focused  its  attention 
; on  proposed  health  care  financing  options  for  Colorado.  The  Committee 

; developed  a statement  of  policy  concerning  the  problem  of  underinsurance  and 

I medical  indigency  in  Colorado.  Policy  determination  in  the  area  of  medically 
t indigent  insurance  programs  constitutes  a priority  consideration  in  the  area 

of  tax  credit  or  deductions  for  medical  care,  and  will  continue  to  provide  input 
into  any  proposed  statutory  policy  by  the  legislators. 

...The  Board  of  Trustees  directed  the  Council  on  Socio-Economics  to  study  the 
collapse  of  ChoiceCare,  a health  maintenance  organization  based  in  Fort  Collins, 
Colorado.  This  study  is  to  be  undertaken  by  the  Committee  on  HMO/IPA. 

i,  ...The  House  of  Delegates  adopted  a resolution  re  Physician  Participation  in 
Medicaid  Program,  which  states:  "RESOLVED,  that  the  Colorado  Medical  Society 
will  strive  to  assist  such  disadvantaged  citizens  through  both  the  private  and 
public  sectors,  and  be  it  further  RESOLVED,  that  the  Colorado  Medical  Society 
, volunteer  its  participation  to  work  with  the  Colorado  Department  of  Social 

' Services  in  a creative  fashion  to  effect  significant  improvements  in  the  Medicaid 

I program,  thereby  encouraging  increased  physician  participation." 

I ...The  House  of  Delegates  adopted  a resolution  stating  that  the  Colorado  Medical 

I Society  go  on  record  as  continuing  to  support  voluntary  efforts  as  the  most 

desirable  mechanism  for  attempting  to  control  rising  hospital  costs. 

! ...The  House  of  Delegates  adopted  a resolution  to  alternate  the  Annual  Sessions 
between  the  Broadmoor  Hotel  and  Keystone,  beginning  with  the  1981  Annual  Session. 

...The  following  were  elected  to  serve  as  the  Nominating  Committee: 

Robert  Dingle,  M.D.,  District  IV;  Robert  Hartley,  M.D. , District  I; 

Joseph  Pollard,  M.D.,  District  III;  Ken  Nelson,  M.D.,  District  V;  and  from 
District  II:  Tony  Palmieri,  M.D. , Adams  County- Aurora;  Frank  Sargent,  M.D., 

Arapahoe;  Stanley  Sontag,  M.D.,  Clear  Creek  Valley;  Edward  Rhodes,  M.D.,  Denver; 

(.  Alan  Stormo,  M.  D.  , Boulder. 


for  1980 
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1.  Approved  the  minutes  of  the  Board  of  Trustees  meeting  of  January  11,  1980. 

2.  (A)  Received  the  informational  report  of  Ray  G.  Witham,  M.D.,  President. 

(B)  Approved  the  report  of  the  Finance  Committee,  the  Balance  Sheet  and 
Check  Register. 

Approved  $300.00  for  School  Health  Project  (included  in  the  budget). 

Approved  Dr.  Bowling  to  represent  the  Society  at  the  National 
Pharmacopoeial  Convention,  at  his  own  expense;  requested  a written  report. 

Approved  the  revised  budget. 

(C)  Council  Liaison  Reports; 

Heard  reports  from  Drs.  Howard,  Kauvar  and  Lewis. 

(D)  Heard  report  re  CFMC  Long  Term  Care  project,  presented  by 
Kenneth  A.  Kahn,  M.D.,  Associate  Director. 

(E)  District  reports:  Positive  report  re  CMS  activities  and  involvement 

from  Dr.  Davis  in  District  V;  Report  of  CFMC  concerns,  re  reimbursement, 
from  Dr.  Linnemeyer,  District  V. 

3.  Assigned  Board  of  Trustees  members  to  attend  Reference  Committees. 

Drs.  Brusenhan  and  Schwyzer  changed. 

4.  Lengthy  discussion  on  paper  presented  by  Dr.  Witham,  entitled  "Criteria  for 
Establishment  of  CMS  Policy. " 

Approved  motion  to  reiterate  policy  on,  meeting  attendance  for  council  and 
committee  meetings.  (Two  unexcused  absences.) 

Approved  recommendations  (1)  The  Board  of  Trustees  approve  or  disapprove  all 
Council  recommendations  as  reported  by  the  Council  chairmen;  (2)  In  the  event 
the  Board  of  Trustees  cannot  meet,  the  Council's  recommendations  be  approved  ol 
disapproved  by  the  Executive  Committee;  (3)  In  the  event  the  Board  and  the 
Executive  Committee  cannot  meet,  CMS  Staff  will  act  with  concurrence  of  Counci 
Chairman. 

Further,  Refer  this  Policy  for  establishment  of  CMS  policy  to  the  Organiza- 
tional Study  Committee  for  consideration,  or  to  change  By-Laws. 

Approved  motion  to  recommend  to  the  OSC  to  consider  changing  the  name  of  the 
Board  of  Trustees  to  the  Board  of  Directors. 

5.  Report  of  Special  Committee  for  Negotiations  presented  by  Dr.  Sankey,  Chairmai 
Motion  approved  for  Special  Committee  for  Negotiations  to  represent  the 

CMS  on  the  Department  of  Social  Services'  newly-formed  committee.  "Physician 
Community  and  Department  of  Social  Services  Committee  includes  representative! 
from  CMS,  Blues,  Medicaid,  CUPS,  and  Presidents  of  Ob-Gyn,  Pediatrics, 

Family  Practice  and  Internal  Medicine." 

6.  Board  met  in  executive  session  and  received  report  from  Drs.  Brittain,  Johnsoi 
and  Mahoney . 

Discussed  Benefit  Package  for  EVP. 
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A Colorado  Country  Doctor 


Jeanne  Mills  Varnell,  Lakewood 


The  life  led  by  William  McConnell  as  a coun- 
try doctor  at  the  foot  of  the  Rampart  Range, 
where  breathtaking  vistas  exhilarate  and  raw 
weather  everlastingly  torments,  is  recalled  in 
letters  by  his  daughter,  Frances  McConnell- 
Mills,  MD,  and  in  his  journals  and  papers  as 
rugged  in  the  extreme  yet  gratifying  in  the  per- 
sonal satisfactions  of  trying  to  provide  quality 
medical  service  in  that  often  rough  land. 

From  1880  to  1915  Dr.  McConnell  lived  in 
Monument,  first  with  his  parents  who  moved 
the  family  from  Missouri,  then  with  his  own 
family  until  his  move  to  Denver  to  join  the 
Army  Medical  Corps  at  the  time  of  World  War  I. 

McConnell  was  twelve  when  he  came  to  Col- 
orado. Because  of  his  mother’s  asthmatic  condi- 
tion, his  father  sold  his  large  Missouri  farm  to 
purchase  500  acres  near  Table  Rock  in  El  Paso 
County,  where  he  built  a farmhouse  to  house 
the  family  with  its  nine  children.  The  family 
traveled  by  wagon  rather  than  train  to  this  new 
home,  so  that  a gradual  rise  to  the  new  altitude 
could  be  arranged.  McConnell  remembered  late 
in  his  life  that  as  a boy  he  had  driven  one  of  the 
wagons. 

William  was  oldest  of  the  boys,  and  the  second 
child.  He  helped  with  crops  and  livestock,  and  in 
the  barn  he  had  a separate  stall  where  he  used 
poultices  and  bandages  and  acknowledged 
home  remedies  to  care  for  injured  and  sick  farm 
animals  and  some  wild  animals. 

The  young  boy  learned  early  about  extending 
care  to  the  less  fortunate,  as  he  went  about  the 
countryside  with  his  mother,  tending  the  sick 
and  injured. 

William  was  graduated  from  Table  Rock 
School  when  he  was  16,  and  then  he  went  to 
Denver  to  attend  Warren  Academy,  the  pre- 
paratory school  maintained  by  the  University  of 
Denver.  In  varying  succession  he  was  janitor,  a 
clerk  with  the  Durbin  Surgical  Supply,  and  a 
typist  at  the  U.S.  Patent  Office.  He  continued 
through  the  University  of  Denver,  earning  a 
pharmacology  degree,  then  entered  the  School 
of  Medicine  which  was  then  under  the  Univer- 

Mrs.  Varnell  is  a journalist,  and  granddaughter  of  Dr.  McConnell,  and  is  the  daughter  of 
Frances  McConnell- Mills,  MD,  as  well  as  brother  of  David  McConnell  Mills,  MDof  the 
Texas  Tech  University  School  of  Medicine,  and  mother  of  Jeffrey  Lee  Varnell,  MD,  a 
resident  at  the  Tmman  Memorial  Medical  Center,  Kansas  City,  Mo. 


Fig.  1.  William 
McConnell  around 
the  time  of  his 
graduation  from  the 
University  of  Denver 
Medical  School. 


sity  of  Denver.  He  was  graduated  as  an  MD  in 
1892. 

McConnell  was  fascinated  by  medical  school, 
even  though  he  worked  after  school,  and  studied 
long  hours  every  night.  Because  of  his  long 
interest  in  animals,  shown  by  his  caring  for 
those  sick  and  ailing  animals  on  the  farm,  he 
continued  to  compare  animal  and  human  struc- 
tures as  he  studied  human  cadavers. 

Many  years  later  he  recollected  for  his  friends 
and  family  how  cemeteries  were  raided  for  dis- 
section subjects,  although  he  never  admitted 
that  he  had  ever  been  along. 

Many  new  subjects  were  taught.  Because  of 
the  great  number  of  unrelated  drugs,  phar- 
macology was  complicated.  Bacteriology  was 
very  elementary.  The  fraudulence  of  former 
subjects  like  physiognomy  and  phrenology  was 
being  unveiled,  but  had  not  entirely  been  stop- 
ped in  academic  courses. 

McConnell  considered  himself  fortunate  in 
having  Dr.  J.  N.  Hall  as  a professor  in  the  field  of 
physiology.  Students  were  sent  to  Denver  Char- 
ity Hospital  to  learn  how  to  observe  patients, 
take  histories,  and  study  palpation  and  auscul- 
tation with  this  very  quiet  but  keen  doctor. 

Students  had  ample  experience  in  practical 
medicine  during  their  last  year  of  medical 
school,  as  they  were  scheduled  for  much  time  in 
outpatient  clinics,  in  the  hospital,  and  in  obstet- 
rics. As  it  was  then  believed  better  practice  for 
childbirth  to  take  place  in  the  home,  it  was 
arranged  that  two  students  would  be  sent  to  a 
home  at  the  first  call,  and  when  a delivery  was 
imminent,  they  would  call  the  obstetrician.  In- 
variably there  were  times  when  McConnell  and 
the  student  with  him  were  obliged  to  handle  the 
delivery  on  their  own. 
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It  seemed  that  Charity  Hospital,  St.  Louis, 
with  its  older  traditions  was  the  place  for  his 
internship.  Immediately  after  completing  this 
experience  he  opened  a St.  Louis  office.  After  a 
year  of  city  medicine  he  concluded  that  he  was  a 
country  boy  at  heart,  and  that  he  could  work 
better  with  the  country  people  back  home,  so 
gave  in  to  this  combination  of  love  for  the  front 
range  and  the  touch  of  homesickness,  and  re- 
turned to  Colorado. 

As  soon  as  he  had  raised  sufficient  funds  he 
bought  a practice  from  an  elderly  Monument 
physician,  ten  miles  from  the  family  ranch.  This 
practice  had  included  a combination  store  and 
living  quarters  on  Main  Street,  next  to  the  pool 
hall.  He  sold  these  structures,  and  bought  a 
farmhouse  up  the  street.  There  being  no 
drugstore  in  Monument,  McConnell  kept  his 
own  supplies  and  drugs. 

He  did  need  modern  offices  and  facilities,  so  in 
1896  with  his  brother  Wythe’s  help,  he  built  a 
brick  drugstore  with  two  offices,  a large 
storeroom,  a small  workshop,  and  a cellar  where 
a hot  air  furnace  was  installed.  Because  it  of- 
fered a soda  fountain  and  candy  counter,  as  well 
as  cosmetics,  cigars,  and  a prescription  drug 
department,  the  new  store  became  a very  popu- 
lar Monument  gathering  place,  and  before  long 
McConnell  had  to  hire  a pharmacist  to  run  the 
store. 

Getting  a practice  establ  ished  was  a different, 
slower  story.  McConnell  was  a strong,  sturdily 
built  man  with  wide  blue  eyes,  and  curly,  sand- 
colored  hair,  and  the  kind  of  man  easy  to  like. 
Since  he  was  a native  as  far  as  most  of  the 
residents  were  concerned,  they  took  an  im- 
mediate liking  to  him.  But  as  a bachelor,  there 
was  a reluctance  on  the  part  of  the  farm  women 
to  have  him  attend  them  at  childbirth. 

A break  came  when  a Mrs.  Dalton  was  due, 
and  sent  word  to  the  older  Monument  physician 
to  come  for  her  delivery.  As  pains  increased  and 
hours  passed,  no  Older  Physician  arrived.  Her 
husband  went  up  the  road  to  find  what  the  delay 
was,  and  noticed  the  familiar  horse  and  buggy 
meandering  about.  Going  on  to  Monument,  the 
farmer  found  the  young  bachelor  doctor, 
McConnell,  and  asked  him  to  come.  On  their 
way  back  they  encountered  the  Older  Physician 
drunk  in  a ditch,  and  put  him  into  the  buggy. 
After  assisting  in  the  delivery,  McConnell 
examined  him  to  find  he  was  merely  heavily 
hung  over.  Thanks  to  the  Daltons,  McConnell 
soon  had  a flourishing  obstetrics  practice  going. 


An  old  bicycle  served  McConnell  in  town,  but 
for  more  distant  calls  he  rode  Brownie,  a saddle 
horse.  In  his  second  year  at  Monument,  he  ac- 
quired a light  buggy  as  a more  dignified  means 
of  travel.  The  first  day  he  had  the  buggy  he 
stopped  at  a well  to  water  Brownie.  Suddenly, 
she  jerked  loose  and  raced  downhill,  upsetting 
the  buggy,  kicking  off  the  harness,  and  gallop- 
ing off,  disseminating  pills  and  capsules  across 
the  front  range. 

It  was  not  easy  to  summon  a doctor  in  Monu- 
ment. Farmers  usually  walked  or  drove  wagons 
into  town,  and  in  an  emergency  would  load  the 
fever- ridden  or  injured  patient  in  the  wagon  and 
get  going.  Those  living  near  railroads  would 
wire  for  help,  and  sometimes  handcars  out  on 
railroad  business  would  deliver  word  of  medical 
need  between  block  stations. 

Colorado  Springs  had  the  nearest  hospital,  so 
only  critical  cases  went  there.  Rather  than 
bump  patients  along  rude  country  roads, 
McConnell  preferred  to  perform  operations  of 
even  some  difficulty  on  a farmhouse  kitchen 
table  under  dim  lamplight. 

Early  one  morning,  McConnell  responded  to  a 
call  to  attend  a pneumonia  case.  He  followed  the 
husband  of  the  ailing  woman  through  the 
wind-driven  snow,  squinting  to  see  where  he 
was  goings  When  they  arrived  at  the  farmhouse, 
Mrs.  Harvey  was  nearing  a crisis,  one  such  as 
many  McConnell  had  seen,  and  knew  how  to 
treat. 

He  threw  open  the  bedroom  window,  covered 
Mrs.  Harvey’s  head  with  a shawl,  ordered  some 
bricks  heated  in  the  oven  for  her  feet  and  placed 
mustard  plasters  on  her  chest  and  back.  He  had 
brought  cariac  stimulants  in  case  they  should 
be  needed  at  a yet  more  critical  time.  Since  Mrs. 
Harvey  breathed  with  difficulty,  he  coaxed 
down  a teaspoon  of  cough  syrup,  and  by  dawn 
she  was  resting,  the  crisis  having  passed.  Mr. 
Harvey  in  thanks  offered  to  send  McConnell  a 
side  of  a hog  or  steer  in  payment. 

Such  treatment  was  the  forerunner  of  the 
oxygen  tent,  and  it  was  one  of  the  many  ways  in 
which  McConnell  combined  medical  knowledge 
with  imagination  and  intelligence  to  care  for 
the  simple  ranch  and  small  town  folk  along  the 
Rampart  Range. 

It  was  another  way  in  which  McConnell  ac- 
quired a reputation  among  Colorado  doctors  for 
having  a quite  phenomenal  success  with  dif- 
ficult pneumonia  cases.  Prominent  Denver  doc- 
tors often  consulted  with  him,  and  he  intro- 
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duced  them  to  the  fresh  air  treatment,  with  a 
fire  keeping  those  attending  the  patient  com- 
fortable. 

Other  doctors  were  at  this  time  referring  to  a 
book  on  "Practical  Therapeutics”  which  was 
published  in  1891,  and  which  recommended 
bleeding,  leeching,  cuppery,  and  cardiac 
stimulants  such  as  strychnine  in  early  stages  of 
pneumonia.  Ice  poultices,  as  well  as  mustard 
plasters  and  pepper  dosages  were  urged.  In  a 
discussion  of  diphtheria,  no  mention  is  made  of 
antitoxins,  though  trachiotomy  is  recom- 
mended as  a means  of  preventing  suffocation. 

There  lived  a family  of  recent  English  origin, 
the  Prings,  three  miles  south  of  Monument. 
Their  daughter,  Lucy,  was  widely  considered 
the  prettiest  girl  in  the  county.  A teacher  at  the 
Pring  School,  when  she  was  thrown  by  her 
horse,  her  father  took  her  to  Doctor  McConnell. 

The  doctor  cared  for  her  during  recovery,  and 
continued  over  many  years  to  care  for  her  after 
they  were  married  on  June  22,  1898. 

To  provide  the  best.  Dr.  McConnell  built  a 
windmill  over  the  deep  well  behind  the  old 
house,  and  placed  a water  storage  tank  on  the 
coal  house,  then  piped  water  into  the  kitchen 
Emd  into  a bathroom  — the  only  one  in  town 
with  a tub.  As  the  pipes  passed  through  the 
firebox  on  the  kitchen  range,  the  water  was 
heated. 

In  1899  several  smallpox  cases  were  observed 
among  the  railroad  crews,  so  McConnell  vacci- 
nated everyone  he  could,  and  instructed 
mothers  how  to  vaccinate  their  children.  By  the 
spring  of  1900  he  was  still  treating  patients  for 
smallpox.  One  night  he  came  home  late,  and 
refused  to  let  Lucy  come  into  the  office  with  him. 
He  locked  himself  in,  exhausted,  burning  with 
fever,  and  told  her  he  had  a touch  of  smallpox 
but  would  probably  not  have  a serious  case  of  it. 

Adamant  in  his  determination  to  stay  in  iso- 
lation, he  slept  heavily  for  48  hours.  Upon 
awakening  he  felt  refreshed  and  definitely  im- 
proved. There  were  no  traces  of  pox  on  his  skin, 
so  he  allowed  his  brother,  Wythe,  to  bring  him 
some  food.  In  another  two  days  he  was  back  at 
work.  In  40  years  of  medical  practice  this  was 
one  of  the  few  instances  in  which  he  lost  any 
time  to  illness. 

There  was  really  no  way  to  transmit  a call  for 
help  along  the  Rampart  Range,  it  was  widely 
recognized.  Finally,  in  1906  a few  telephones 
were  connected  to  Monument,  one  being  in 
McConnell’s  Drugstore.  With  this  to  start  on. 


McConnell  and  some  friends  decided  to  string 
barbed  wire  on  poles  from  the  Santa  Fe  Depot, 
east  of  town,  to  the  first  fenced  field  beyond.  The 
telephone  line  was  run  along  the  top  strand  of 
the  barbed  wire  fence,  and  at  gateways  was 
raised  on  poles. 

At  first,  there  were  very  few  subscribers  east 
of  Monument,  but  soon  there  were  nearly  thirty 
telephones.  Each  family  had  its  own  ring,  and 
the  ring  would  be  heard  in  every  one  of  these 
homes.  The  call  for  the  doctor  came  in  as  a long 
ring,  two  short  rings,  and  a second  long  ring.  In 
bad  weather  calls  had  to  be  relayed  from  farm  to 
farm  until  the  doctor  was  reached.  Even  so,  this 
was  faster  than  going  by  horseback  in  raw 
weather. 

When  heavy  snows  drifted  over  the  wires, 
they  would  silence  the  lines.  Then  McConnell 
would  ride  the  fences  east  of  town  to  dig  the 
fallen  wires  free.  Presently,  as  the  telephones 
extended  outward  from  Monument,  an  ex- 
change was  established  in  Higby’s  General 
Store,  which  provided  central  switching  for 
three  main  lines,  all  of  which  rang  in  the  doc- 
tor’s office.  He  installed  his  own  system  for 
switching  from  one  line  to  another. 

By  the  end  of  his  first  year,  McConnell  had 
contracted  to  care  for  employees  of  the  Denver 
and  Rio  Grande  Western  railroad  in  the  area. 
Soon  he  was  attending  families  within  a 15-mile 
radius,  including  farm  families,  section  hands, 
station  masters,  townspeople,  and  the  residents 
in  the  nearby  resort.  Palmer  Lake. 

Spanish  Americans  who  spoke  little  English 
made  up  the  railroad  crews.  McConnell  became 
familiar  with  them  and  their  speech,  and 
learned  a workable  Spanish-English  dialect  so 
that  he  could  help  their  family  and  financial 
problems. 

Among  the  section  hands  were  some  destitute 
families  who  lived  in  box  cars  furnished  by  the 
D & RGW.  One  day  Doctor  McConnell  was 
called  to  Palmer  Lake  where  he  found  a woman 
lying  in  a box  car  on  an  old  coat  in  early  labor 
pains.  He  was  not  prepared  to  assist  until  he  had 
returned  with  sheets,  blankets,  and  a layette. 

While  a neighboring  woman  watched  over  the 
mother-to-be,  McConnell  made  preparations 
and  returned  to  deliver  a healthy  child,  born  in 
the  early  hours  of  the  morning.  Two  days  later 
when  he  stopped  to  make  his  first  postnatal  call, 
the  new  mother  was  outside  washing  clothes  in 
a scrub  bucket. 

One  night  following  a dance  a saloon  brawl 
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broke  out,  and  a farmer  was  killed.  Immediately 
McConnell  was  called,  and  he  took  charge  until 
a deputy  sheriff  arrived.  A hot-tempered 
French  Canadian  was  the  murderer,  but  he  had 
fled  the  scene,  and  until  well  into  the  following 
day  he  was  the  object  of  a strenuous  manhunt 
until  he  was  found. 

Sides  were  taken  because  some  thought  there 
was  sufficient  provocation,  even  though  all 
agreed  on  the  actual  killer.  McConnell  was 
called  to  testify  on  the  cause  of  death,  and  the 
circumstance  at  the  scene  of  the  crime,  stating 
that  the  victim  had  died  about  two  minutes 
after  he  had  arrived  there. 

For  some  reason  the  defense  attorney  ques- 
tioned the  time  factor,  and  asked  if  there  could 
be  a mistake  about  the  two  minutes  — could  it 
have  been  ten  minutes?  McConnell  affirmed 
that  two  minutes  was  quite  correct,  whereupon 
the  lawyer  drew  a big  watch  from  his  pocket, 
and  directed  the  doctor  to  tell  him  when  two 
minutes  had  passed.  McConnell  sat  quietly  with 
his  hands  in  his  lap,  and  in  exactly  two  minutes 
announced  the  time  was  up.  A guilty  verdict 
was  handed  down. 

McConnell  told  intimates  that  he  had  counted 
his  pulse  as  he  sat  in  court,  trying  to  allow  for  a 
more  rapid  than  usual  rate  due  to  his  excite- 
ment. 

The  first  big  train  wreck  in  the  area  took 
place  in  1908.  The  tragedies  of  early  day  train 
wrecks  were  personal  for  McConnell  in  this  in- 
stance, as  he  had  been  attending  in  childbirth  a 
Mrs.  Gossman,  wife  of  the  Santa  F e agent,  when 
the  terrible  sound  of  trains  crashing  head-on 
was  heard,  just  after  the  infant  was  born. 

As  soon  as  possible  McConnell  went  to  the 


Fig.  2.  Years  ago  this  painting  was  done  of  the  McConnell 
home  at  Monument. 


scene  of  the  crash,  finding  that  among  the  dead 
was  Gossman,  father  of  the  new  baby.  There 
were  many  dead,  and  many  injured  for  whom 
care  was  immediately  required.  For  many  hours 
he  volunteered  his  help,  preparing  the  injured 
to  go  to  hospitals  in  Colorado  Springs  and  La 
Junta. 

In  1910,  two  years  later,  another  wreck  took 
place  at  Dirty  Woman  Gulch,  south  of  Monu- 
ment, when  timbers  of  a high  trestle  over  the 
Gulch  gave  way  under  a passenger  train.  Sev- 
eral passenger  cars  fell  into  the  gully,  and  the 
cars  that  had  not  fallen  teetered  on  the  track. 
Miraculously  only  three  deaths  occurred  in  this 
disaster,  but  there  were  many  injuries,  as  well 
as  the  hysteria  of  the  uninjured  trapped  in 
swaying  cars.  McConnell  and  the  other  Monu- 
ment doctors  worked  throughout  this 
emergency. 

After  eight  years  of  practice  in  a remote  com- 
munity, McConnell  realized  he  needed  more 
advanced  knowledge  of  traumatic  surgery  to 
treat  the  injured  section  hands  and  farmers,  so 
with  Lucy  and  baby  Frances  he  went  to  Chicago 
for  a year’s  surgical  training  at  Rush  Medical 
College. 

While  there  he  also  studied  two  new  technics 
for  treating  diphtheria.  A terrifying  outbreak  of 
diphtheria  the  following  winter  showed  this  to 
have  been  fortuitous.  One  technic  he  learned 
was  use  of  the  newly  developed  antitoxin;  and 
with  a small  supply  he  was  the  first  in  Colorado 
to  use  it.  However,  the  sickness  spread,  and 
supplies  were  always  too  small. 

Any  simple  respiratory  ailment  quickly 
turned  into  diphtheria.  In  one  household,  the 
children,  though  ailing,  seemed  to  have  only 
benign  infections.  Shortly  after  he  had  been  to 
see  this  household  one  young  child  appeared  to 
have  worsened,  and  come  down  with  diphtheria. 

As  McConnell  arrived  at  the  Husted  Depot  to 
wire  for  more  antitoxin  the  station  agent  spot- 
ted him,  and  gave  him  this  news.  Shortly  after 
McConnell’s  arrival  at  Monument  the  antitoxin 
arrived  by  train  from  Denver,  and  he  im- 
mediately went  to  treat  the  child. 

When  a five-year  old  boy  turned  blue  with 
diphtheria,  McConnell,  who  had  driven  across 
six  miles  of  blizzarding  snow  at  the  call  of  the 
father,  flamed  his  scalpel  and  immediately  cut 
through  the  trachea  just  below  the  larynx,  to 
perform  one  of  the  first  successful 
tracheotomies  to  be  recorded  in  Colorado.  In- 
jecting a S5u-inge  needle,  he  aspirated  the  ac- 
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cumulated  fluid  until  the  child  gasped  for  air, 
whereupon  he  inserted  a tube,  and  instructed 
the  mother  to  prevent  it  from  clogging.  At  the 
time  there  was  no  toxin  on  hand,  but  its  later 
arrival  from  Chicago  hastened  the  child’s  re- 
covery. That  child  grew  to  be  a well  known 
member  of  the  Monument  community  who  often 
displayed  the  scar  of  his  tracheotomy  with 
gratitude. 


Fig.  3.  The  people  of  Monument  would  call  their  children  off 
the  streets  when  Dr.  McConnell's  Model  T was  seen  racing 
along  the  way  at  1 5 MPH! 


There  were  days  when  McConnell  would  set 
out  early  in  the  morning,  drive  all  night,  and 
sometimes  remain  with  patients  for  as  many  as 
three  days  to  see  them  over  a crisis.  He  would 
find  a spare  bed  in  a farmhouse,  rest,  and  start 
out  again,  only  to  find  a patient,  nearing  a crisis 
of  pneumonia,  with  whom  he  would  stay  all 
night. 

By  now  the  automobile  was  supplanting  the 
buggy  as  a reliable  means  of  getting  around, 
and  Doctor  McConnell  became  intrigued 
enough  to  go  to  Denver  to  buy  a Ford.  That  car 
was  something  to  see.  It  was  a black  roadster 
with  brass  trim,  but  no  door.  The  back  seat  was 
bolted  to  a wooden  tool  chest  which  contained 
tools  to  convert  the  car  to  a touring  car.  The  top 
could  be  unfolded  and  strapped  to  the 
windshield,  and  intricate  isinglass  curtains 
buttoned  into  place. 

McConnell’s  F ord  was  the  first  in  Monument. 
It  was  said  that  after  it  arrived  in  town,  when 
farmers  heard  the  doctor’s  phone  ring,  they  hur- 
ried to  get  their  children  off  the  roads  and  tie  up 
the  horses.  At  any  time  McConnell’s  F ord  might 
come  tearing  down  the  road  at  15  miles  per 
hour. 

There  were  times  when  a patient  too  ill  to  be 
home  would  be  kept  in  the  back  office  under  the 
care  of  both  McConnell  and  Lucy;  their  three 
daughters  assisted  in  these  in-house  duties. 


They  were  all  taught  at  home  until  old  enough 
to  attend  school.  Frances,  who  was  developing  a 
medical  curiosity,  akin  to  that  characterizing 
McConnell’s  adolescent  years,  often  went  along 
on  calls  with  him. 

Later  Frances  won  a scholarship  to  the  Uni- 
versity of  Denver,  and  worked  her  way  through 
the  University  of  Colorado  School  of  Medicine. 
She  eventually  became  Denver’s  city  toxicol- 
ogist, a pathologist  at  Denver  General  Hospital, 
and  St.  Luke’s  Hospital,  and  the  Colorado  De- 
partment of  Health. 

Her  son,  David  McConnell  Mills,  also  a 
graduate  of  the  University  of  Denver  and  the 
University  of  Colorado  School  of  Medicine, 
practices  and  teaches  as  professor  of 
Rheumatology  at  Texas  Tech  University.  Wil- 
liam McConnell’s  first  great  grandchild,  Jeffrey 
Lee  Vamell,  was  graduated  from  the  Univer- 
sity of  Colorado  School  of  Medicine,  and  now  is  a 
resident  in  surgery  at  Truman  Memorial  Medi- 
cal Center  at  Kansas  City,  Mo. 

At  the  turn-of-the-century,  the  Reverend 
John  Leyda,  a Presbyterian  minister,  served 
Monument  and  Table  Rock.  His  two  teen-age 
sons  often  were  found  at  the  drugstore,  asking 
questions  of  the  doctor,  learning  about 
medicine,  and  sometimes  following  him  on 
rounds. 

They  admired  him  greatly.  McConnell,  im- 
pressed by  their  dedication,  assisted  both  by 
providing  interest-free  loans  for  their  educa- 
tion. These  were  the  first  of  17  young  men  and 
women  given  such  scholarships  by  Dr.  McCon- 
nell, and  they  headed  a group  of  eminent  Col- 
orado physicians.  Eventually  the  loans  were  re- 
paid. 

One  beneficiary.  Dr.  Broda  Barnes,  now  of  Fort 
Collins,  recalled  that  as  a boy  he  stopped  by 
"Doc”  McConnell’s  office,  and  saw  him  as  "just  a 
country  doctor.  He  sat  in  his  big  swivel  chair 
and  always  took  time  to  listen.  He  was  infinitely 
patient.” 

When  Dr.  Barnes  retired  after  a long  Denver 
and  Fort  Collins  medical  practice,  he  endowed 
two  college  scholarships,  the  William  McCon- 
nell Scholarship,  which  provides  interest-free 
revolving  loans  for  young  men  and  women  at 
the  University  of  Denver  chemistry  depart- 
ment, and  a second  scholarship  at  Rush  Medical 
College,  Chicago,  which  honors  both  Dr. 
McConnell  and  Dr.  Reuben  Gustavson,  a former 
medical  professor  there.  • 
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Two  movements  within  the  past  month  call  for 
Colorado  Society  members'  acknowledgement:  (1) 
Nurses  are  meeting,  marching,  and  petitioning  for 
fair  pay  for  their  services,  and  (2)  many  educators, 
researchers,  and  clinicians  have  left  the  University 
of  Colorado  Health  Sciences  Center,  and  another 
100  might  soon  follow  them. 

Lack  of  space  prevents  a balanced  reporting  of 
the  issues  involved.  Without  that  report  we  cannot 
make  intelligent  judgments.  A few  conclusions, 
however,  can  be  summarized. 

• The  citizens  of  this  city  and  state  show  de- 
creasing support  of  medicine. 

• Medicine  should  (1)  practice  more  effectively, 
(2)  close  ranks,  and  (3)  negotiate  its  causes  more 
clearly  and  persuasively. 

• Differences  that  divide  us  can  and  should  be 
overcome.  For  example,  the  "Town  vs.  the  Gown"; 
surgeons  vs.  physicians,  etc. 

• The  functions  of  the  county  and  state  societies 
are  not  fora  select  few  committee  members  who  are 
on  "ego  trips."  Perhaps  not  all  of  us  are  "chiefs," 
but  certainly  we  are  part  of  the  "tribe." 

• The  practice  of  medicine  is  vulnerable  in  many 
areas.  Nurses  and  educators  are  but  two  recent 
examples  of  this  vulnerability.  Why  have  we  cho- 
sen a career  in  medicine?  Reevaluation  of  and  re- 
dedication to  our  ideals  is  long  overdue.  Continued 
drifting  makes  us  still  more  vulnerable. 

• The  Divide  and  Conquer  Tactic.  If  we  cannot 
cope  with  this  (Divide  and  Conquer)  approach, 
then  it  is  truly  an  "after  us  the  deluge"  situation. 

Raymond  A.  Vercio,  MD 
Denver 


Tubergen  to  Chair  Committee 

David  G.  Tubergen,  MD,  director  of  oncology-hematology  at 
The  Children's  Hospital,  and  associate  professor  of  pediatrics  at 
the  University  of  Colorado  Health  Sciences  Center,  has  been 
named  to  chair  the  medical  advisory  committee  of  the  Colorado 
Leukemia  Society. 

Dr.  Tubergen  will  supervise  seminars,  symposiums,  and  ac- 
tivities of  the  Society. 


EN)OY 

THE  BROADMOOR 


sort  Address,"  its  5,000  acres  nestled  dong 
the  front  range  of  the  majestic  Rocky 
Mountains. 


Deoutifully  appointed  occommodotions 
ore  Qvoiloble  in  three  mojor  hotel  buildings: 
the  original  Broadmoor  of  1918,  Broadmoor 
South  and  Broodmoor  West,  Dining  ond  bev- 
eroge  specialties  ore  served  in  twelve  de- 
lightfully different  otmospheres,  from  so- 
phisticated Chorles  Court,  the  elegant 
Penrose  Room  atop  Broodmoor  South  and 
the  rustic  Tovern,  to  the  Oriental  richness  of 
the  Lake  Terroce  Lounge,  the  rollicking 
Golden  Bee  English  pub,  ond  the  Alpine 
wormth  at  Winter  House  during  the  ski  sea- 
son. The  Broodmoor  woy  of  life  also  means 
entertoinment  from  doncing  ond  listening 
enjoyment  in  Spec's  Spot  to  honddopping 
sing-olong  ot  The  Golden  Bee. 

Every  conceivable  recreotionol  facility 
owoits  guests,  including  golf  on  three  cham- 
pionship 18-hole  courses,  swimming  in 
three  heated  outdoor  pools,  tennis  on  1 6 
courts  — two  under  cover  in  winter,  snow 
skiing,  indoor  ice  skating,  skeet  ond  trap 
shooting  plus  sightseeing  ventures  in  the 
wonderful  world  of  the  Pikes  Peok  Region! 

For  information  and  reservations:  (303) 
634-771  1. 

""Broadmoor 

Colorodo  Springs,  Colorodo  80901 
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Denver-Born  "Cansurmount"  Program 
Enters  Its  7th  Year 


CanSurmount,  an  American  Cancer  Society  pa- 
tient service  program  which  originated  in  Colorado, 
was  this  past  year  adopted  by  the  national  parent 
organization  for  all  Divisions  of  the  society. 

The  announcement  of  the  expansion  of  the  pro- 
gram was  made  a year  ago  by  Howard  F.  Bramley, 
MD,  president  of  the  Colorado  Division,  American 
Cancer  Society. 

At  the  one-year  anniversary  of  the  program's  na- 
tional adoption,  here  are  some  of  the  facts  con- 
cerning the  development  of  the  program  and  its 
originator,  Paul  K.  Hamilton,  MD,  Denver  on- 
cologi  St. 

Dr.  Hamilton  tells  Colorado  Medicine  that  the 
idea  of  CanSurmount  was  first  conceived  as  a 
cancer  patient  visitation  and  counseling  program  in 
1973.  Dr.  Hamilton's  motivation  was  the  effort  to 
heipcancer  patients  and  theirfamilies  better  under- 
stand and  cope  with  the  disease.  Withthehelpof  an 
involved  cancer  patient,  CanSurmount  was  then 
developed  into  a pilot  program  at  a Denver  hospital 
where  it  caught  the  interest  of  cancer  patients  and 
medical  professionals. 

It  was  from  that  starting  point  that  CanSurmount 
has  evolved  into  a "therapeutic  community"  made 
upof  cancer  patients,  families,  and  medical  profes- 
sionals. Thereare  now  1 7 CanSurmount chapters  in 
eleven  communities  in  Colorado,  with  more  in  the 
planning  stages.  CanSurmount  is  governed  by  a 31 
member  volunteer  Advisory  Board  which  functions 
under  the  supervision  of  the  American  Cancer  Soci- 
ety Service  and  Rehabilitation  Committee.  Each 
CanSurmount  chapter  is  directed  by  a coordinator 
who  is  responsible  for  the  day-to-day  activities  of 
the  group,  handling  patient  referrals  from  physi- 
cians, assigning  volunteers  to  visit  the  patient,  and 
maintaining  recordsof  the  visit,  organizing  monthly 
volunteer  meetings,  helpingto  screen  and  train  new 
volunteers,  acting  as  liaison  between  the  hospital 
staff  and  volunteers,  conducting  in-services  and 
support  and  encouraging  the  volunteers.  From  the 
few  volunteers  who  originally  launched  the  pro- 
gram there  are  now  1 50  involved  in  Colorado.  The 
youngest  is  20*  and  the  oldest  is  85.  The  majority  of 
these  are  women.  Dr.  Bramley  recently  stated  that 
"Because  CanSurmount  volunteers  have  cancer 
themselves,  they  are  in  a position  to  better  under- 
stand and  cope  with  cancer." 

"Trained  volunteers  visit  with  patients,  with  visits 
varying  from  casual  conversation  to  meaningful 
support  for  the  patient,"  Dr.  Bramley  added.  Ac- 
cording to  Dr.  Paul  Hamilton,  the  program  founder, 
these  visits  provide  a link  in  communications  be- 
tween the  health  professional  and  the  patient.  As  a 


CanSurmount  volunteer  recently  said,  "CanSur- 
mount  puts  its  members  on  a very  'equal'  level  with 
the  doctor  who  founded  it  - who  happens  to  be 
doctor  to  many  of  us.  It  is  a very  delightful  experi- 
ence to  have  a real  friendship,  'working  relation- 
ship' (i.e.,  accepting  invitations  to  speak  on  panels, 
be  videotaped,  etc.)  with  your  doctor.  "I'm  sure  the 
other  doctors  who  support  CanSurmount  can  have 
a good  relationship  with  their  patients  who  are 
members,  for  members  often  report  to  doctors  on 
problems  they  encounter  with  hospitalized  pa- 
tients. It  is  very  dignifying  to  the  member,  who  is 
also  a patient,  to  have  this  added  access,  or  audi- 
ence, with  his  doctor. 

"When  I first  arrived  and  knew  it  was  not  out  of 
the  question  for  things  to  go  badly  for  me,  for  me  to 
end  up  in  a hospital  bed,  I thought  'now,  here,  I 
could  die.'  I had  come  from  a big  hospital  with 
extremely  negative  doctors  and  one  of  the  reasons  1 
fled  them  was  that  I was  loath  to  die  in  front  of  them. 
Fulfill  their  prophecies!  Somehow,  when  you  are  so 
loved  by  a group  who  knows  what  cancer  is  all 
about,  you  let  your  defenses  down  and  you  don't 
have  to  stay  alive  out  of  spite.  You  can  relax  and 
love  back." 

*Actually,  the  youngest  is  a 2-year-old  with  rhab- 
domyosarcoma, who  accompanies  his  leukemic 
grandmother  on  her  visits. 


NORTHWEST  COLORADO  MEDICAL  SOCIETY 
PRESIDENT 

Michael  D.  Hostetler,  MD 
P.O.  Box  9058 

Steamboat  Springs,  Colorado  80477 
879-3327 

SECRETARY/TREASURER 

Richard  T.  Batts,  MD 
Routt  Memorial  Hospital 
Steamboat  Springs,  Colorado  80477 
879-1322 
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The  Case  For  The  HMOs 


Recent  developments  in  the  efforts  to  provide 
low-cost  health  insurance  have  caused  many 
physicians  and  hospitals  to  create  health  mainte- 
nance organizations  (HMOs)  in  an  attempt  to  con- 
trol the  increasing  costs  of  medical  attention,  de- 
liver quality  care  and  generate  consumer  satisfac- 
tion. Many  are  successful;  some  are  not. 

The  Past:  The  End  of  the  ChoiceCare 
Experience. 

In  January,  1980,  Colorado  Medicine  reported  on 
the  demise  of  “ChoiceCare,"  an  HMO/IPA  which 
operated  for  approximately  5 years  in  Northern 
Colorado.  The  independent  professional  associa- 
tion aspect  of  ChoiceCare  was  the  Physician's  Ser- 
vice Corporation,  based  in  Fort  Collins  but  includ- 
ing a majority  of  physicians  practicing  in  Larimer 
and  Weld  counties.  On  December  19,  1979,  the 
Colorado  Insurance  Commission  ordered  Choice- 
Care to  be  put  into  a conservatorship.  ChoiceCare 
ceased  operations  on  December  3 1 . 

At  the  time  of  the  Colorado  Medicine  report,  an 
effort  was  made  to  gather  interested  and  concerned 
parties  to  the  matter,  to  decide  whether  ChoiceCare 
should  be  continued  in  receivership,  or  should  be 
liquidated.  That  meeting  was  not  held  until  late 
January.  On  January  23,  .1  980,  a court  order  was 
obtained  to  place  ChoiceCare  into  receivership,  for 
the  purposes  of  liquidation. 

Colorado  Insurance  Commissioner  J.  Richard 
Barnes  was  authorized  to  appoint  a Special  Deputy 
Commissioner  as  receiver.  Commissioner  Barnes 
attempted  to  find  a qualified  person  in  Fort  Coll  ins, 
in  order  to  prevent  additional  commuting  expense 
from  Denver.  On  February  22,  1980,  the  court  in 
FortCollins  recognized  Mr.  Richard  Sherman  as  the 
ChoiceCare  Receiver.  Mr.  Sherman  is  a Fort  Collins 
resident,  who  served  as  comptroller  for  the  Silver 
States  Savings  & Loan  Association  for  five  years,  and 
held  a similar  position  with  Midland  Federal  Sav- 
ings & Loan  Association  for  fifteen  years,  four  of 
which  were  spent  as  Manager  of  Operations  for 
Midland  in  Fort  Collins.  Mr.  Sherman  is  now  the 
Special  Deputy  for  the  Receiver  of  ChoiceCare. 

Liquidation  preparation  has  been  proceeding.  As 
of  March  1,  ChoiceCare  employees  were  reduced 
from  60  to  9;  the  lease  on  the  Fort  Coll  ins  offices  has 
been  terminated,  and  offices  are  now  rented  on  a 
month-to-month  occupancy;  the  computer  services 
have  been  terminated,  and  the  owners  of  the  com- 
puter service  have  been  instructed  to  remove  the 
computer  from  the  premises  (the  data  which  was  on 
the  computer  was  limited,  chiefly,  to  claims  infor- 
mation, and  reportedly  was  not  up  to  date;  there- 


fore, the  Insurance  Commissioner  felt  the  informa- 
tion was  of  little  help.  The  Commissioner  instructed 
that  ChoiceCare's  general  ledger  be  reconstructed, 
effective  January  1,  1 980).  As  of  March  1,  the  Insur- 
ance Commission  has  reported  to  Colorado 
Medicine  that  within  60  days  the  Commission  will 
have  further  cut  expenses,  and  will  have  martialed 
all  of  the  ChoiceCare  assets  for  liquidation. 

The  ChoiceCare  receiver  told  Colorado 
Medicine  that  if  as  many  as  25  physicians  had  been 
willing  to  remain  with  ChoiceCare  in  December, 
1979,  the  U.S.  Department  of  Health,  Education 
and  Welfare  was  ready  to  underwrite  the  continua- 
tion of  the  HMO,  giving  the  plan  the  necessary 
“cash  booster"  required  to  place  ChoiceCare  on  a 
sound  footing.  The  amount  advanced  by  HEW 
would,  however,  have  been  a loan,  which  the 
physicians  were  unwilling  to  accept.  Even  though 
the  receiver  is  now  ready  to  go  to  the  court  to  ask  for 
authorityto  makethefirstdistribution  of  funds  in  the 
liquidation,  HEW  still  holds  a total  lien  against 
ChoiceCare  assets,  due  to  its  owing  $700,000  to 
HEW. 

Physicians,  according  to  the  Insurance  Commis- 
sioner, are  still  liable,  in  the  eyes  of  the  court,  for 
practice  under  the  terms  of  the  contract  which  they 
held  with  ChoiceCare  until  the  receivership  was 
declared  by  the  court.  The  Insurance  Commis- 
sioner's office  revealed  that  some  of  the  physician 
members  of  Physician's  Service  Corporation,  fol- 
lowing the  decision  to  cease  operations  of  their 
service  to  ChoiceCare  in  December,  immediately 
started  charging  their  former  ChoiceCare  patients 
1 00  per  cent  of  the  usual  and  customary  fees. 

The  ChoiceCare  receiver  said  the  area  hospitals 
also  made  this  charge,  which  is  in  violation  of  the 
service  contract.  Some  of  the  participating  physi- 
cians, however,  have  indicated  that  they  would  file 
suit  to  collect  all  ora  portion  of  fees  owed  them  for 
service  previously  rendered  ChoiceCare  patients. 
According  to  the  receiver,  all  but  the  Medicare 
supplemental  insurance  policyholders  have  been 
re-insured  under  some  other  program,  but  with  no 
coverage  for  pre-existing  conditions. 

The  Future:  How  will  the  HMO/IPA 
fare  in  coming  months? 

In  Colorado,  Comprecare  is  probably  the  most 
logical  focal  point  for  considering  the  future  of  the 
HMO. 

Comprecare  was  formed  in  1 973  by  the  staff  of 
Mercy  Hospital.  Within  two  years  it  had  grown 
large  enough  to  warrant  its  movement  to  its  own 
building,  housing  offices  and  clinics.  Physicians, 
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otherthanthe  Mercy  Hospital  staff,  were  allowed  to 
join  the  HMO,  thus  giving  birth  to  the  Columbine 
Medical  Group.  Since  its  federal  qualification  as  an 
HMO  in  1 976,  Comprecare  has  become  the 
fastest-growing  such  organization  in  the  Denver 
area,  and  has  become  a trend  setter  in  the  competi- 
tive insurance  field. 

Why  hasComprecare  such  a widening  consumer 
interest?The  reasonsare  bedded  intheaccessibility 
factor.  Comprecare  is  made  up  of  doctors  on  the 
staffs  of  hospitals  throughout  the  Metro  Denver 
area;  thus,  convenience.  Patients  are  also  able  to 
retain  their  family  doctor,  saving  the  problem  of 
finding  another  doctor  to  accomodate  their  health 
plan's  requirements.  These  two  factors  are  "extras" 
to  the  HMO's  regular  services,  which  include  free 
office  visits  to  the  physician,  periodic  checkups, 
diagnostic  and  other  services,  ail  covered  fully  by 
the  Comprecare  premium.  Services,  such  as  house- 
calls  and  out-patient  care,  are  covered  by  a co- 
payment not  exceeding  $20. OOeach  visit.  Theseare 
all  items  which  the  traditional  health  insurance 
does  not  cover.  Comprecare  is  definitely  a "pre- 
paid" form  of  insurance. 

How  does  this  pre-paid  health  insurance  affect 
physician  and  hospital  fees?  Physicians  negotiate  a 
fee  scale,  annually.  They  are  generally  paid  85  per 
cent  of  the  usual  and  customary  fee,  while  the  re- 
maining 1 5 percent  is  placed  in  a risk  pool  to  cover 
excess  expenses  in  some  cases.  If  not  used,  the  risk 
pool  funds  are  to  be  returned  to  the  physician. 

Hospital  rates  are  made  more  affordable  by  a 
pre-certification  of  elective  admission  for  the  pa- 
tient. If  a physician  should  fail  to  apply  for  a pre- 
certification, his  standing  in  the  Columbine  Medi- 
cal Group  could  be  in  jeopardy. 

Many  physicians  join  the  HMO  annually  be- 
cause it  offers  established  practices  a chance  to 
retain  patients  who  are  already  covered  by  the 
HMO.  For  physicians  who  are  trying  to  build  a 
practice,  the  Comprecare  plan  offers  new  patients 
as  an  incentive. 

Comprecare  has  had  financial  difficulties  in  the 
past  few  years,  despite  federal  loans.  The  plan  re- 
portedly has  been  short  in  excess  of  $500,000  per 
year.  Factors  contributing  to  this  lack  of  adequate 
cash  flow  have  been  1 ) heavy  use  of  physician  and 
hospital  services  by  new  members  (particularly 
during  their  first  year  of  membership);  2)  reforming 
by  the  now-defu net  Colorado  Hospital  Commission 
of  hospital  cost  control  methods,  which  also 
created  a money  shortage  for  Comprecare,  and;  3) 
federal  regulations,  governing  premium  levels  to  be 
evaluated  by  the  community's  ability  to  pay,  which 
had  a serious  effect  on  Comprecare's  total  cash  or 
reserve  position. 

What  of  the  future  of  Comprecare?  If  the  program 
can  resolve  its  financial  dilemma,  and  continues  to 
serve  the  community  with  low-cost  medical  treat- 


ment and  health  care,  Comprecare  will  become  a 
positive  incentive  forformation  of  new,  competitive 
HMO  programs.  It  will,  thereby,  be  serving  the 
community,  the  physicians,  and  the  hospitals  effec- 
tively and  inexpensively. 

Colorado  Insurance  Commissioner  J.  Richard 
Barnes  told  Colorado  Medicine  that  his  offices  are 
closely  monitoring  the  Comprecare  operations,  as 
well  as  all  other  HMOs  in  the  state,  to  help  prevent 
the  situation  which  developed  in  and,  later,  con- 
sumed ChoiceCare.  Mr.  Barnes  points  out,  too,  that 
participating  physicians  do  have  a continuing  risk 
element,  even  if  an  HMO  fails,  but  he  adds  that  his 
office  still  looks  upon  the  HMO  as  a viable  means  of 
cost  containment,  with  worthwhile  results  for  all 
parties,  if  given  to  wise  and  effective  management 
of  the  program. 

Bill  Pierson 

/ Executive  Editor 


"Tammie"  is  witness  to  the  presentation,  on  her  behalf,  of  a 
check  for  $2,000.00  payable  to  the  Hall  of  Life,  Colorado 
Health  Education  and  Information  Center,  Denver.  The  check  is 
presented  by  Ray  G.  Witham,  M.D.,  President  of  the  Colorado 
Medical  Society,  and  member  of  the  Colorado  Medical 
Foundation  Trust.  The  Foundation  Trust  made  gifts  to  four 
health-oriented  organizations  in  Colorado  in  early  1980. 
Receiving  the  check  for  the  Hall  of  Life  are  Mary  Baca  (center). 
Vice  President,  and  Leo  |.  Nolan,  M.D.,  President,  Hall  of  Life. 
“Tammie,"  in  the  background,  is  the  Transparent  Anatomical 
Mannequin  (TAM)  which  has  just  been  put  into  place  and  in  full 
operation,  the  first  of  many  such  health  education  exhibits 
which  are  planned  in  the  Hall  of  Life,  located  in  the  Blue  Cross 
Building,  700  Broadway,  Denver.  (See  story  about  TAM  in  “At 
Press  Time"  section  of  this  edition.) 


for  1980 


97 


staFf 

profile 

Introducing  Lorraine 
Koehn  (pronounced: 

CANE),  Staff  Assistant,  Gov- 
ernment Affairs  Division, 

Colorado  Medical  Society.  If 
it  could  be  said  that  matters 
concerning  government  af- 
fairs and  medicine  could  be 
pleasurable,  that  dealing 
with  the  day-to-day  prob- 
lems of  lobbying,  of  turning 
out  legislative  information,  of  answering  all  the 
questions  which  would  normally  be  directed  to  the 
lobbyist,  but  who  is  not  available  because  she  is 
lobbying,  then  it  can  be  said  that  Lorraine  makes 
these  matters  pleasurable  because  of  her  interest 
and  attitude.  Lorrainedoesa  yeoman'sjob  of  acting 
as  thego-between  from  the  legislature  to  the  Society 
members  and  staff. 

Lorraine  is  originally  from  Pierre,  South  Dakota, 
where  she  worked  for  2 years  with  the  S.D.  Depart- 
ment of  Health.  She  had  a short  tour  as  legal  secret- 


ary to  the  South  Dakota  State  Attorney  before  going 
to  six  years  as  Administrative  Assistant  for  the  Dean 
of  Student  Affairs  at  the  South  Dakota  School  of 
Medicine.  Lorraine  did  a stint  as  Financial  Aid  Di- 
rector at  the  school,  as  well. 

It  was  in  May  of  1978  that  Lorraine's  husband, 
Elmer,  suffered  a heart  attack,  and  the  family  de- 
cided it  was  time  for  them  to  slow  their  pace  and 
start  getting  more  out  of  life  instead  of  putting  so 
much  into  living.  Elmer  had  been  manager  of  a 
savings  and  loanoffice  in  Vermillion,  S.D.,  when  he 
was  stricken.  The  Koehns  moved  to  Denver  with  the 
intention  of  settling  later  in  a small,  mountain 
community  in  Colorado.  However,  after  Lorraine 
started  with  the  Colorado  Medical  Society  they 
found  they  liked  Denver  so  much  they're  planning 
on  staying.  During  ail  that  busy  life,  the  Koehns 
have  raised  three  daughters,  who  are  now  grown 
and  all  leaving  home  during  the  next  few  weeks.  Jo 
is  a Social  Worker  employed  at  Children's  Hospital; 
joni  will  be  studying  theatre  in  college  at  Nagoya, 
japan;  Janet  will  be  married  in  October.  Lorraine 
said  she  thought  she  would  never  have  another 
position  she  enjoyed  as  much  as  her  work  at  the 
South  Dakota  School  of  Medicine,  but  she  says 
she'sfound  it  at  CMS.  Lorraine  has  been  with  CMSa 
year  and  a half,  and  looks  forward  to  many  more, 
because  Lorraine  Koehn  has  become  an  integral 
part  of  the  Government  Affairs  Division. 


RESIDENTIAL  SITES 
INVESTMENT  OPPORTUNITIES 
STEAMBOAT  SPRINGS 
WILLETT  HEIGHTS  SUBDIVISION 

Incorporated  in  the  city  of  Steamboat  Springs.  Above  town,  sunny,  great 
views,  paved  roads  and  all  utilities  to  lot  lines.  Single  family  lots  and  larger 
multi-family  parcels  available. 


Peter  Looram 
CDS  - Steamboat,  Ltd. 
(303)  879-5828 


Obtain  the  property  report  required  by  federal  law  and  read  it  before  signing  anything.  No  federal  agency 
has  judged  the  merits  or  value,  if  any,  of  this  property. 
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NEW  RADIO  PROGRAM  SERIES  BEGINS.  FEATURING  PHYSICIANS, 

Dear  Colleague: 

Your  Colorado  Medical  Society,  Department  of  Communications,  is  developing  opportunities 
to  work  with  local  radio  and  television  stations  to  produce  interview  programs  on  medical 
topics . To  insure  professional  medical  input  into  this  public  health  education,  your 
participation  is  needed. 


If  you  would  be  willing  to  represent  your  component  medical  society  by  discussing  one  or 
more  of  the  topics  listed  (on  an  interview  format  radio  program)  please  indicate  by 
making  a check  (/)  opposite  the  topic (s)  you  select.  Return  this  form  to 
Communications  Department,  Colorado  Medical  Society,  1601  E.  19th,  Denver , Colo.  80218 . 
The  program  in  which  you  participate  will  be  credited , on  the  air , to  your  component 
society. 

We  are  being  assisted  in  this  program  by  the  Professional  Communications  Department  of 
Burroughs  Wellcome  Company . B - W representatives  will  be  doing  the  tape-recorded 
interviews  for  the  programs . THE  INTERVIEW  WILL  BE  DONE  IN  YOUR  OFFICE. . .AT  YOUR 

CONVENIENCE . Burroughs  Wellcome  Co . is  never  mentioned  in  the  program.  Again 

your  component  medical  society  receives  air  credit  for  the  programs.  The  order  in 
which  topics  will  be  discussed  will  depend  on  the  timeliness  of  the  information, 
relative  to  community  interests  and  needs,  and  the  availability  of  the  physician  to  be 
interviewed.  The  programs  will  be  distributed,  state-wide,  to  a number  of  participating 
radio  stations . Your  area,  wherever  you  practice , will  be  included. 


Acne,  Impetigo , Athletes  Foot 
Adolescent  Behavior  Problems 
Adverse  Drug  Reactions 
Aging 

Alcoholism 
Allergy,  Asthma 
Anemia 

Anesthesiologists 
Anti-Cancer  Drugs 
Anxiety/Depression 
Arthritis 
Aspirin 

Baldness-Alopecia 
Birth  Control 

Bites  & Stings (Snakes-Spiders) 
Bleeding-How  to  Stop  It 
Breast  Cancer 

Burns 
Bursitis 
Cancer  Quackery 
Cold  Weather 
Colitis 
Common  Cold 

Common  Problems  of  Infancy 
Concussion  & Other  Head  Injury 

Constipation 


_Coronary  Risk  Factors  

jCystic  Fibrosis  

JDeath  and  Dying  

_Dental  Health  and  Care  

JDiabetes  

JDrinking  and  Driving  

_Epilepsy  _ 

_Fad  Diets  & Diet  Pills  

_Fluoride  in  Our  Water  

_Glaucoma-Cataracts  

_Hair  Transplants  

_Hay  Fever  

_Health  Care  Costs  

Jiearing  Disability  

_High  Blood  Pressure  (I)  

_High  Blood  Pressure  (II) 

_Home  Care  for  the  Bed-  

ridden  Patient 
_Hospice  __ 

_Hypnotism  

_Insomnia  _ 

jJogging  

_Lawnmower  Safety  

_Lice  

_Little  League  Sports  

_Lockjaw  - 

"The  Inexcusable  Death" 
Menopause 


_"Mono"  or  "Kissing  Disease" 

_National  Health  Insurance 

jOral  Cancer 

_0ur  Sensitive  Skin 

_Peptic  Ulcer 

_Phlebitis 

_Physical  Fitness 

_Poisoning 

_Psoriasis 

_"Psychosomatic  Illness" 
_Radiation 

_Safe  Pesticide  Use  at  Home 

_Shingles 

_Sleep  & Dreaming 

_Smoking 

_S tress  and  Your  Heart 
_Stroke 

_Suf  focation 
_Sugar 

_Teeth  To  Last  A Lifetime 
juicers 

_Varicose  Veins 
_Vasectomy 
_Vegetarianism 
_Venereal  Disease 

JWarts,  Bunions , Callouses 
Weight  Control 


OTHER 


NAME: 


(PLEASE  PRINT) 


OFFICE  PHONE : 


For  further  information,  contact:  Department  of  Communications , CMS 

Denver : 861-1221 , Extension  249 

Outside  Denver : 1-800-332-4150  (toll  free) 


MEDICAID  UPDATE 


On  March  6,  1980,  physician  representatives  met  with  the  Colorado 
Department  of  Social  Services  and  its  fiscal  intermediary,  Colorado 
Blue  Cross  and  Blue  Shield,  and  negotiated  the  following  general 
policy  breakthrough: 

FIRST:  That  the  level  of  reimbursement  for  physicians  under  the 

Medicaid  program  must  be  raised  to  the  maximum  allowable 
levels  if  patient  access  to  care  and  physician 
participation  are  to  be  increased.  It  is  further 
understood  that  the  groups  above  will  work  in  a joint 
fashion  to  achieve  this  - their  number  one  priority. 

A target  date  for  the  submission  of  a budget  request 
which  will  so  raise  reimbursement  levels  is  January  I98I. 

SECOND:  That  a change  in  the  method  of  reimbursement  for 

obstetric  care  will  soon  be  present.  In  the  past, 
a trimester,  or  piecemeal,  system  was  used.  Now,  the 
Department  of  Social  Services  is  willing  to  move  to 
"global"  reimbursement.  Guidance  from  the  Colorado 
OB/GYN  Society  and  the  Colorado  Academy  of  Family  Practice 
will  be  accepted  by  the  Department  of  Social  Services  on 
this  matter. 

The  physicians  present  who  accomplished  these  negotiated  stances  were: 

Noel  Sankey,  M.D.;  William  Curtis,  M.D.;  Gatewood  Milligan, 
M.D.;  Richard  Penfold,  M.D.;  John  Chatfield,  M.D.;  F.  1. 
Nicks,  M.D.;  W.  L.  Bennett,  M.D.;  Harvey  Phelps,  M.D.;  Ed 
Rhodes,  M.D.;  James  Syner,  M.D.;  Nate  Clifford,  M.D.;  Arthur 
Klemme,  M.D.;  and  S.  Jack  Locke,  M.D. 

These  physicians  are  members  of  a standing  committee  which  now  meets 
regularly  to  improve  the  Medicaid  system. 


A small  but  effective  group  attended  the  3-hour  workshop  on  Society  communications  Saturday,  March  1 , at  Writer's  Manor. 
(L  to  R)  Bill  Pierson,  CMS  Director  of  Communications,  listens  as  Joe  McGowan,  Bureau  Chief  of  Associated  Press,  Denver,  explains 
the  workings  of  news  gathering  and  dissemination.  Bob  Hahn,  Denver  Medical  Society  Director  of  Communications,  another 
panelist,  also  listens  closely.  In  attendance  were  3 former  CMS  Presidents,  5 CMS  Board  members,  1 AMA  Alternate  Delegate,  the 
Colorado  tind  Denver  Medical  Society  Auxiliary  Presidents,  and  several  other  persons  from  various  components. 
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Colorado  Medical  Society  Lobbyist  Carol  Tempest  was  the 
guest  speaker  for  the  inaugural  “Colorado  Close  Up"  pro- 
gram, held  in  Denver  during  February.  Colorado  Close-Up  is 
an  off-shoot  of  the  Close-Up  Foundation  based  in  Washing- 
ton, D.C.,  bringing  highschool  junior  and  senior  students  to 
the  nation's  capitol  for  a solid  week  of  "hands-on"  exjjerience 
in  the  nation's  government.  Colorado  Close-Up  has,  this  year 
commenced  a program  wherein  highschool  students  from  all 
parts  of  Colorado  come  to  Denver  to  study  state  government 
for  2V2  days,  coupled  with  workshops,  seminars  and  dis- 
cussions led  by  the  legislators  and  government  officials. 

In  their  first  evening  in  Denver  the  students,  approximately 
50,  were  given  an  introduction  to  the  typical  press  and  news 
coverage  of  the  state  affairs,  then  were  indoctrinated  into  the 
total  legislative  process  by  lobbyist,  Carol  Tempest,  herself  a 
former  Colorado  state  legislator.  Carol  was  greeted  by  a 
group  of  young  people  who  are  genuinely  interested  in  the 
processes  (Carol  added  even  she  didn't  realize  the  young 
people  of  highschool  age  were  quite  so  sharp).  Bill  Pierson  of  the  CMS  Department  of  Communications,  himself  a former 
statehouse  reporter  for  23  years,  conducted  an  afternoon  panel  discussion.  Participants  were  Richard  Buholz,  Broadcast  Editor, 
Associated  Press,  and  Ed  Sardella,  Reporter  and  Anchorman  on  KBTV,  Channel  9 in  Denver.  The  three  panelists  were  challenged 
repeatedly,  but  their  answers  were  logical,  concise  and  well  accepted. 

The  Colorado  Close-Up  program  was  highly  effective,  students  went  back  to  their  respective  areas  of  the  state  with  renewed 
interest  in  the  political  process,  hopefully  to  take  part  in  local  precinct  caucuses. 


James  J.  Mongan,  M.D.,  Associate  Director  for  Flealth  and 
Human  Resources  of  the  Domestic  Policy  Staff  at  the  White 
House.  Mongan  addressed  The  Colorado  Foundation  for  Medi- 
cal Care  at  The  Winter  Clinics  of  The  Colorado  Medical  Society 
in  Denver  on  February  29, 1 980. 


HEALTH  POWER  LOOKS  GOOD  Barbara  Brown  of  the  Den- 
ver Medical  Society  Auxiliary,  Immediate  Past  President,  mod- 
els one  of  the  Colorado  Auxiliary  "Health  Power"  T-Shirts  for 
the  group  of  Auxilians  at  a Winter  Clinics  luncheon  and  style- 
show,  Friday,  February  29th,  at  Writer's  Manor.  March  is 
'HEALTH  POWER  MONTH  " in  Colorado. 


for  1980 
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MAYOR  McNICHOLS 
PROCLAIMS 

Below,  Denver  Mayor  William  McNichols  has  proclaimed 
the  month  of  March,  1 980,  as  “HEALTH  POWER  MONTH"  for 
the  entire  city.  Shown  with  the  Mayor  in  his  chambers  as  he 
signed  the  proclamation  are  (I  to  r)  Mrs.  Paul  G.  (Betsy)  Becker, 
Colorado  Medical  Society  Auxiliary  President,  Mrs.  Charles  W. 
(Barbara)  Brown,  Past  President,  Denver  Medical  Society 
Auxiliary,  Mrs.  Theodore  R.  (Roberta)  Sadler,  Jr., 
President-elect,  Denver  Medical  Society  Auxiliary,  and  Mrs. 
WilGcim  (Bunkie)  Inkret,  Jr.,  Denver  Medical  Society  Auxiliary 
President. 


Above,  Denver  Mayor  Bill  McNicbols  tries  out  the  HEALTH 
POWB?  T-shirt  which  was  presented  to  him  following  his 
proclamation  of  March,  1 980,  as  HEALTH  POWER  MONTH  for 
the  City  of  Denver.  (I  to  r)  Roberta  Sadler,  DMS  Auxiliary 
President-elect,  Betsy  Becker,  CMS  Auxiliary  President,  Mayor 
McNichols,  “Bunkie"  Inkret,  DMS  Auxiliary  President,  and 
Barbara  Brown,  DMS  Auxiliary  Past-President. 

HEALTH  POWER 
MONTH 


Remember 

mOPRIM 

the  original  (allopurinol) 

100  and  300  mg 
Scored  Tablets 

The  name 
Zyloprim 
is  now 
imprinted  on 
each  tablet. 


/ Burroughi  Wellcome  Co 

I s / Research  Triangle  Park 


North  Carolina  27709 
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The  Library:  A Crucial  Center 

The  degree  to  which  the  Colorado  medical  pro- 
fession is  centered  on  the  Denver  Medical  Society 
Library  is  beginning  to  be  realized  by  an  increas- 
ingly broad  spectrum  of  the  CMS  membership. 
Since  being  founded  in  1893,  the  Library  has  been 
crucial  to  the  practice  of  medicine  in  Colorado. 

The  Library  has  quarters  in  the  building  at  1 601 
East  19th  Avenue  in  Denver  which  it  owns,  and 
shares  with  the  Colorado  Medical  Society,  the  Den- 
ver Medical  Society,  and  the  Colorado  Foundation 
for  Medical  Care.  The  bright  natural  light  which 
flows  into  the  library  from  the  south  increases  the 
inviting  atmosphere  established  by  the  Librarians  in 
order  to  encourage  sober  study  and  thought  as  well 
as  relaxation  and  quiet-voiced  conversation. 

The  Library  staff  of  three,  comprising  Mary  De 
Mund,  Library  Director;  Martha  Burroughs,  Refer- 
ence Librarian;  and  Vanessa  Stephens,  Library  As- 
sistant, is  on  hand  to  serve  and  give  individual  care 
to  the  concerns  of  the  doctors  who  come  for  infor- 
mation. 

The  Library  is  interested  in  the  past,  the  present, 
and  the  future. 

The  walls  of  the  hallway  adjacent  to  the  Library 
reflect  the  past  with  its  relics  of  1 9th  century 
medicine,  including  a mortar  and  pestle  dated 
1 639,  presented  in  1 933  by  Miss  Helen  Bonfils,  and 
a can  of  Denver  Mud,  according  to  its  descriptive 
essay,  an  assurance  of  curing  pneumonia,  prevent- 
ing the  need  for  tonsilectomies,  halting  ulcers,  and 
killing  "the  grippe." 

In  the  Library  itself  are  three  cases  of  vintage 
eyeglasses  which  stress  the  importance  of  the  past. 

But  it  is  as  a service  center  for  medical  informa- 
tion that  the  Library  functions  as  a positive  force  in 
Colorado. 

The  aim  of  the  librarians  is  to  assist  the  busy 
practitioner  with  comprehensive  searches  for 
needed  information,  to  get  it  done  quickly,  and  to 
develop  both  on-line  and  manual  search  methods 
of  attainment. 


Most  Denver  area  hospitals  have  libraries  of 
some  description,  but  except  for  Denison  Library  at 
the  University  of  Colorado  Health  Sciences  Center 
and  the  Fitzsimons  Army  Medical  Center  Library 
none  have  the  depth  in  collections  of  the  DMS 
Library. 

Recently  the  Library  received  a request  for  infor- 
mation to  assist  the  case  of  a welder  assumed  to  be 
suffering  from  zinc  poisoning.  There  was  a question 
whether  the  zinc  or  cadmium  was  the  culprit.  This 
case  in  La  Junta  was  obscure,  and  the  doctor  called 
the  DMS  Library  as  the  logical  source  for  com- 
prehensive information. 

Manual  searches  are  made  by  reference  to  the 
Indexus  Medicus  which  categorizes  material  by 
subject,  providing  year,  volume,  and  pages  of  all 
relevant  articles  in  international  medical  publica- 
tions. Until  last  year  most  searches  were  manual, 
but  then  the  Library  became  a MEDLINE  center. 

This  system  is  directly  linked  to  the  National  Li- 
brary of  Medicine  at  Bethesda,  Maryland  for  a 
Computerized  Literature  Retrieval  Service,  which 
provides  the  Library  with  a major  data  base. 

A terminal  is  located  in  the  Library  offices,  and 
within  minutes  it  can  generally  provide  needed  in- 
formation on  case  histories  of  obscure  or  little  un- 
derstood medical  problems. 

The  librarians  use  their  own  discretion  in  decid- 
ing what  recommendation  to  use  in  gathering  in- 
formation. There  is  a slight  charge  for  MEDLINE 
searches. 

To  provide  doctors  with  all  the  materials  avail- 
able both  on-line  and  manual  searches  may  be 
employed. 

To  give  doctors  an  understanding  of  the  MED- 
LINE procedure,  Martha  Burroughs,  the  Reference 
Librarian,  gives  demonstrations  on  a regular  basis, 
and  she  will  present  a demonstration  during  the 
Winter  Clinics. 

The  Library  seeks  to  reach  as  much  of  the  mem- 
bership as  possible,  and  to  provide,  with  individual 
caring  and  concern,  that  service  which  is  quick, 
reliable,  and  of  quality. 

Alien  Young 
Assistant  Editor 


Certificate  of  Service  and  Robins  Award 

The  deadline  for  receipt  of  nominations  for  the  Colorado  Medical  Society's  Certificate  of  Service 
Award  and  the  Annual  Robins  Award  is  June  1 5,  1 980. 

The  Certificate  of  Service  is  the  highest  award  given  by  the  Medical  Society  to  a physician  "for 
outstanding  contribution  to  the  Constitutional  purposes  of  the  Society." 

The  purpose  of  the  Robins  Award  is  to  honora  physician  in  our  state ' 'for  outsta  nd  i ng  COMM  U N ITY 
SERVICE." 

Send  nominations  to  the  Confidential  Awards  Committee,  1 601  E.  1 9th  Ave.,  Denver  802 1 8.  These 
awards  will  be  presented  during  the  Colorado  Medical  Society's  Annual  Session,  September  24-27, 
1 980,  at  The  Broadmoor. 
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The  Colorado  Hospital  Commission  has  expired. 
It  was  a short  life  filled  with  anxiety,  distrust,  and 
vast  amounts  of  paper.  And  perhaps  it  was  the  per- 
sonalities of  some  of  the  original  commissioners 
that  dealt  the  real  death  blow.  For  whatever  reason, 
there  will  not  be  a commission  on  March  1 st. 

The  legislation  which  created  the  commission 
was  intended  to  create  a Colorado  cost  contain- 
ment mechanism  which  would  oppose  control  by 
proposed  federal  mandates.  The  weakest  part  of  the 
law  was  the  failure  to  provide  enough  lead-in  time 
for  the  commission  to  hire  a director  and  get  itself 
organized  before  beginning  to  review  hospital 
budgets.  It  got  off  to  a disorganized  start  and 
adopted  rules  that  appeared  not  to  comply  with  the 
intent  of  the  legislators,  especially  in  terms  of  pay- 
ment differentials  to  third-party  payors. 

Other  rules  omitted  growth  and  development 
fundsfor  hospitals'  future  plans,  thus  alarming  hos- 
pital trustees  whose  long-range  planning  commit- 
tees had  conscientiously  blue-printed  their  hospi- 
tal's futures.  In  some  cases,  financial  reserves  were 
transferred  to  the  operating  budgets. 

Butthe real  culprits  werepaperand  personalities. 
Mounds  of  paperwork  were  involved  in  each  re- 
view and  often  were  repeated  when  a budget  was 
turned  down.  This  was  difficult  enough  for  large 
hospitals  but  an  enormous  problem  for  small  ones. 
Add  an  adversarial  nature  to  the  hearings,  and  you 
see  what  happened  in  the  minds  of  hospital  ad- 
ministrators. 


new 

memb^ 

Pueblo  County  Medical  Society:  Donald  F.  Benton, 
Luis  C.  Cabiling,  Jr.,  Arthur  H.  Halprin,  Stuart  K. 
Olvey. 

Weld  County  Medical  Society:  jack  L.  Berry,  Robert 
S.  Pace. 

Arapahoe  County  Medical  Society:  Steven  T. 
Charles,  Joshua  R.  Pushkin. 

Fremont  County  Medical  Society:  Donald  F.  Page, 
Charles  H.  Harris. 

Lake  County  Medical  Society:  Sanders  S.  Ergas, 
Charles  A.  Blakely. 

Chaffee  County  Medical  Society:  David  M.  Arnett. 


A few  administrators  honestly  feel  that  hospital 
costswill  continueto  rise  for  many  reasons,  and  that 
a commission  does  serve  a valuable  function.  Also 
they  continue  to  feel  that  the  threat  of  a federal  cost 
containment  law  is  ever  present  and  that  some  kind 
of  state  commission  is  far  superior. 

Senator  Strickland  (R),  Westminister,  chaired  the 
Senate  committee  in  which  the  bill  to  continue  the 
Colorado  Hospital  Commission  was  debated. 
Senator  Woodard  (R),  Ft.  Collins,  was  the  bill's 
sponsor  and  was  given  25  minutes  to  use  in  anyway 
he  wished.  His  speakers  were  long-winded,  and  as 
a result  several  of  his  announced  witnesses  were  not 
heard.  The  Colorado  Hospital  Association  was 
given  25  minutes  to  speak  against  the  bill  and  com- 
pleted its  very  organized  testimony  in  23  minutes. 
With  direction  from  the  CMS  Council  on  Legisla- 
tion, Dr.  Mason  Howard  testified  admirably  in  the 
latter  group.  In  about  one  hour,  the  bill  was  killed 
on  a 6 to  2 vote. 

A tribute  should  be  given  to  the  three  commis- 
sioners appointed  by  Governor  Lamm  last  summer. 
Philip  Milstein,  Mrs.  Frances  (Salty)  Welborn,  and 
Craig  Barnes  did  everything  possible  to  abbreviate 
the  paperforms,  puta  smileon  thecommission,  and 
write  a new  bill  that  could  win  approval  in  this 
year's  legislature.  They  failed  but  not  from  lack  of 
trying  - they  started  from  too  far  behind. 

So  now  the  hospitals  of  Colorado  have  the  awe- 
some opportunity  and  responsibility  to  keep  the 
increase  in  costs  down  on  a voluntary  basis.  Physi- 
cians will  no  doubt  be  asked  to  play  a role. 


CMS  Questions  New 
Collision  Regulations 

Effective  January  1 6,  1 980,  the  Colorado  De- 
partment of  Health  adopted  regulations  relating  to 
deaths  from  motorvehicleand  aircraft  collisions.  At 
base,  the  regulations  govern  the  obtaining  of  blood 
and  urine  samples  of  pilots,  drivers  or  pedestrians 
dying  within  four  hours  after  a collision  involving 
vehicles  or  aircraft. 

The  operative  section  gives  coroners,  law  en- 
forcement officers  or  "attending  physicians  at  the 
time  of  death"  the  "authority  and  responsibility"  to 
direct  that  blood  and  urine  samples  be  taken.  The 
Colorado  Medical  Society  has  questions  about  the 
regulations.  What,  for  instance,  is  an  "attending 
physician?"  The  condign  definition  would  be  a 
physician  present  at  death.  But  nothing  in  the  reg- 
ulations defines  "attending." 

The  regulations  were  adopted  as  emergency  reg- 
ulations,  without  following  normal  notice  and 
hearing  patterns.  The  CMS  will  pursue  the  matter 
through  other  avenues. 
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Blood  Test  Not  a Marriage 
License  Need 

By  action  of  the  52nd  Colorado  General  Assem- 
bly, the  blood  testfor  syphilis  no  longer  is  required 
as  a preliminary  to  a marriage  license.  Assurance  by 
the  Colorado  Department  of  Health  that  the  syphil  is 
rate  was  low  among  heterosexuals  was  the  princi- 
pal determining  factor  in  affecting  the  course  of 
legislation. 

Women  under  45  years  of  age  who  do  apply  for 
marriage  licenses  will  have  to  undergo  tests  for 
rubella  and  Rh  blood  type,  two  birth  defect-related 
variables  which  can  better  be  controlled  when  the 
negative  state  is  detected. 

Older  women  and  post-hysterectomy  women  are 
to  be  exempted  from  such  tests. 

These  modifications  and  revisions  were  sup- 
ported by  the  Council  on  Public  Health  of  the  Col- 
orado Medical  Society  in  1 977,  and  were  supported 
as  well  by  the  National  Foundation/March  of 
Dimes. 

Blount  Receives  Cardiology  Honor 

S.  Gilbert  Blount,  MD,  Denver,  was  named  by  the  American 
Col  lege  of  Cardiology  to  receive  the  1980  Gifted  Teacher  Award 
at  the  29th  Annual  Session  of  the  College  in  March  at  Houston, 
Texas. 


council  on 
l^lsiotion 


The  Council  on  Legislation  has  met  on  a weekly 
basis  since  the  beginning  of  the  1980  legislative 
session.  A great  deal  of  effort  has  been  spent  in 
reviewing  SB  105  Concerning  the  Nurse  Practice 
Act.  The  major  concern  of  Council  members  cen- 
tered around  the  word  "supervision"  - it  was  the 
consensus  of  opinion  that  CMS  should  make  every 
effort  to  assure  that  this  word  remains  in  the  bill. 

KeyMen  to  the  Senate  HEWI  committee  were 
alerted  and  asked  to  contact  their  legislators  and 
convey  to  them  the  need  for  physician  supervision 
which  need  not  be  on-site,  over-the-shoulder 
supervision,  but  assuring  the  direction  and  coordi- 
nation necessary  for  the  patient's  well-being. 

Plans  for  the  1 980  Legislative  Seminar  to  be  held 
in  Vail  on  May  30,  31  and  June  1 are  being  formu- 
lated (See  announcement  elsewhere  in  this  issue). 

The  Council  urges  CMS  members  to  call  the 
Legislative  Hotline  for  the  latest  news  on  health-re- 
lated legislation  (832-9527). 
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Non-cardiogenic  pulmonary  edema 
from  accidental  hypothermia 


Macabre  experiments  by  Nazi  researchers  in  the  1940’ s with 
induced  hypothermia  on  involuntary  subjects,  as  well  as  more 
defensible  studies  of  hypothermia  in  animals,  and  with  controlled 
hypothermia  in  patients,  have  led  to  the  straightforward 
conclusion  that  the  end-organ  failure  in  accidental  hypothermia  is 
the  heart,  with  the  terminal  event  being  ventricular  fibrillation. 
This  conclusion  has  been  partly  offset  by  the  notation  of  signs  of 
pulmonary  edema  in  victims  of  outdoor  hypothermia  even  at  lower 
altitudes.  In  the  course  of  a large  study  of  “urban”  accidental 
hypothermia  victims  reported  elsewhere  by  the  author,  one  case 
was  encountered  which  permitted  objective  confirmation  of  the 
phenomenon  of  non-cardiogenic  pulmonary  edema  in  a patient 
with  severe  hypothermia. 

CASE  REPORT 

CP  was  a 77-year-old  white  female  who  lived  by  herself, 
who  was  brought  to  the  Denver  General  emergency  room  in 
early  September  in  severe  respiratory  distress.  Since  the 
patient  was  oriented  to  one  person  only,  the  only  known 
history  was  that  she  had  been  found  in  a tub  of  cold  water  at 
her  home  but  not  in  a position  suggesting  possible  submer- 
sion. 

Because  of  her  audible  rales  up  to  both  upper  lung  fields, 
frothy  sputum  and  cyanosis,  she  was  treated  as  a case  of 
acute  pulmonary  edema  with  diuretics,  digitalis,  and  a 
small  dose  of  morphine  sulfate.  Initial  blood  pressure  was 
120  systolic,  pulse  124,  and  respiratory  rate  30.  Immediate 
arterial  blood  gas  values  (on  room  air)  were  pH  7.40,  PO2  36 
and  PCO2  37. 

She  was  admitted  to  the  intensive  care  unit  for  continua- 
tion of  her  aggressive  therapy.  There,  while  her  skin  had 
been  already  noted  as  being  cool,  her  rectal  temperature 
was  first  recorded  as  27.0  degrees  C.  (80.6  degrees  F.). 
Thereafter,  in  addition  to  continued  efforts  for  cardiores- 
piratory stabilization,  she  was  treated  with  warmed  blan- 
kets and  then  a "K-thermia”  blanket.  Although  she  had  no 
known  cardiac  disease  and  her  EKG  showed  no  evidence  of  a 
myocardial  infarction  (nor  of  J-waves),  a Swan-Ganz  cathe- 
ter was  placed  to  monitor  response  to  fluid  therapy  and  the 
use  of  Dopamine.  The  pulmonary  artery  pressure  was  found 
to  be  32/10  mm.  and  the  wedge  pressure  only  4 mm. 

The  patient’s  condition  and  in  particular  her  arterial 
oxygenation  showed  rapid  improvement  that  seemed  to 
match  her  quick  return  within  3 hours  to  a core  temperature 
of  37.0degrees.  Hersubsequent  course  was  uneventful  with 
no  evidence  of  cardiac  failure. 

Further  history  determined  that  the  patient  had  evidence 
of  depression,  and  was  on  Valium  and  Antivert  and  had 
recently  been  put  on  an  oral  hypoglycemic  agent  (lab  tests 
did  not  confirm  any  hypoglycemia).  While  there  was  some 
question  of  a past  suicide  attempt,  the  patient  only  stated 
that  she  had  felt  "dizzy”  so  she  took  two  Antivert  and  chose 


A Case  Report 

Kevin  M.  O’Keeffe,  MD,  Greeley,  Colorado* 

to  lay  down  in  a tub  of  shallow,  chilled  water  and  then  fell 
asleep!  During  the  rest  of  her  stay  there  were  no  complica- 
tions and  the  patient  was  discharged  on  the  fourth  hospital 
day  in  good  condition. 

Discussion 

While  cases  of  hypothermia  are  probably  even  less 
rare  than  other  more  often  cited  environmental  en- 
tities, such  as  snakebite  and  certainly,  of  lightning 
victims,  it  is  difficult  for  one  center  to  collect  a large 
series,  or  to  effectively  monitor  each  case  closely.  The 
author  was  able  due  to  the  unique  catchment  factors 
of  Denver  General  Hospital  to  encounter  a fairly 
large  number  of  cases  during  his  stay  there. ^ It  is 
recognized  that  this  was,  in  itself,  a selected  popula- 
tion, particularly  with  regard  to  attempted  investi- 
gation of  the  terminal  event  in  accidental  hypother- 
mia victims,  as  only  one  out  of  seven  deaths  occurred 
due  to  hypothermia  alone.  This  death  did  occur 
through  the  mode  of  cardiac  dysrhythmia  but  only 
after  inadvertent  patient  manipulation.  Two  other 
patients  also  were  documented  to  go  into  cardiac  ar- 
rest (ventricular  fibrillation)  after  therapeutic  man- 
ipulation. As  noted  in  the  author’s  study,  other  recent 
reports  of  ventricular  fibrillation  in  four  h3q)othermic 
patients  disclosed  that  they  similarly  occurred  after 
intubation  or  other  invasive  manipulation.  Unfortu- 
nately, the  patients  evaluated  in  the  author’s  study 
included  only  those  near  death  or  who  died  after 
contact,  with  no  provision  for  pathologic  post-mortem 
study  of  victims  of  probable  hypothermia  in  the 
urban  area  of  the  study. 

In  general,  this  general  experience  seems  to  sup- 
port the  conviction  already  held  that  the  heart  is  the 
organ  at  risk  in  hypothermia.  This  was  crudely  de- 
termined by  the  heinous  reports  of  the  Nazi  doctors  in 
their  World  War  II  records.  However,  animal  ex- 
perimentation and  the  experience  with  controlled 
hypothermia  principally  in  cardiac  surgery  largely 
confirmed  this  thesis,  as  reported  classically  by 
Swan. 2 

Nevertheless,  in  reviewing  available  literature  on 
true  accidental  hypothermia,  the  author  came  across 
mention  by  Lathrop  in  his  monograph  of  the  finding 
of  pulmonary  edema  in  fatal  cases  of  hypothermia  in 
outdoorsmen,  with  the  specific  notation  that  an  Ore- 
gon pathologist  "found  evidence  of  pulmonary 
hemorrhage  in  each  of  the  ten  fatal  cases  of  acciden- 
tal hypothermia  that  he  reviewed.”^  This  report  was 
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accompanied  by  the  author’s  recognition  that  true 
accidental  hypothermia  victims  are  not  manipulated 
by  therapeutic  attempts,  nor  are  they  subject  to  car- 
diac sensitizing  drugs  such  as  some  of  the  anesthetics 
used  in  cardiac  surgery. 

It  was  only  by  the  good  fortune  of  the  presentation 
of  CP  and  her  subsequent  documentation  that  any 
challenge  of  the  cardiac  terminal  event  thesis  was 
raised.  There  were  no  other  factors  feasible  in  her 
case  as  a substantial  etiology  of  her  acute  pulmonary 
edema  other  than  the  severe  hypothermia  and  speci- 
fically no  likely  role  of  cardiac  disease  in  view  of  the 
catheterization  results. 

Now,  cardiogenic  pulmonary  edema  is  an  interest- 
ing non-specific  entity  having  been  reported  from 


several  etiologies,  most  notably  drugs,  particularly 
narcotics, and  high  altitude  sickness. ^ The 
pathophysiology  involved  is  uncertain  but  some  ani- 
mal experimentation  has  suggested  that  it  is 
mediated  by  a cranial-pulmonary  reflex  with  pulmo- 
nary hypertension  triggered  by  cerebral  hypoxia,  al- 
though it  may  represent  no  more  than  a multifac- 
tored  stress  response. 

In  any  event,  it  is  hoped  that  other  similar  cases 
will  be  encountered  and  studied,  as  well  as  increase 
use  of  post-mortem  examination  of  the  victims  of 
hypothermia.# 

The  author  has  since  relocated  to  practice  as  an  emergency  physician  at  Virginia  Mason 
Hospital,  Seattle,  Washington. 
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A Perspective  Look  at  Radiation 
and  Human  Health 

Thefirstof  this  series  appeared  in  the  February  issue  and  discussed  the  origin 
of  radiation  standards.  Several  authors  have  been  asked  to  contribute  in  the 
remaining  articles  in  this  series.  The  next  issue  will  address  how  the  radiation 
standards  are  applied,  i.e.  the  control  and  monitoring  of  personnel  exposure. 
Subsequent  articles  will  discuss  the  radiation  health  effects  seen  in  animal  and 
human  studies,  environmental  radiation  perspectives,  and  what  human 
epidemiological  studies  have  shown  us  about  radiation  effects.  The  conclud- 
ing article  of  the  series  will  deal  very  specifically  with  a realistic  look  at 
radiation  and  the  Rocky  Flats  Plant.  It  is  hoped  that  this  series  will  be  both 
interesting  and  informative  to  the  readers. 

R.W.  Bistline,  PhD. 
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Meniscectomy  through  the  arthroscope 

Kenneth  J.  Cavanaugh,  MD,  Longmont,  Colorado 


Arthroscope  surgery  is  a new  technic  whereby  the 
meniscus  is  removed  through  two  to  three  stab 
wounds.  This  can  be  done  as  an  outpatient  procedure 
or  with  one  day  hospitalization.  Procedure  is  more 
economical,  with  faster  rehabilitation  than  an 
arthrotomy. 

The  arthroscope  was  pioneered  by  Dr.  Masaki 
Watanabe  in  Japan  in  the  1960’s.  This  technic  was 
introduced  in  North  America  by  Dr.  Robert  Jackson 
of  Cana  da  shortly  thereafter.  Dr.  Lanny  Johnson,  Dr. 
Robert  Metcalf  and  Dr.  Richard  O’Connor  developed 
the  technic  of  surgery  through  the  arthroscope  in  the 
past  few  years.  This  report  is  a review  of  fifty  consecu- 
tive cases  in  the  past  one  and  one-half  years  with 
followup  of  four  to  twenty  months. 

Material  and  Method 

Surgery  was  performed  on  fifty  individuals  from 
whom  fifty-four  menisci  were  removed,  of  which  two 
had  both  lateral  and  medial  meniscus  tears;  two  had 
bilateral  tears.  The  individuals  ranged  in  age  from  16 
to  80  years  with  a mean  of  40.  There  were  41  males 
and  9 females;  28  right  knees  and  22  left  knees.  In- 
volved in  this  study  were  39  medial  and  34  lateral 
menisci.  There  were  27  parrot  beak  tears;  16  bucket 
handle  tears;  5 degenerative  tears;  and  6 horizontal 
tears. 

Technic 

All  surgery  was  performed  in  the  operating  room 
under  sterile  conditions  with  a general,  spinal  or 
local  anesthesia.  The  operative  technic  was  with  a 
Wolf  5.6  mm.  or  2.7  mm.  arthroscope  removing  the 
meniscus  through  separate  stab  wounds  under  direct 
vision.  Partial  meniscectomies  were  done  in  all  cases. 
The  duration  of  surgery  ranged  from  one- ha  If  hour  to 
two  and  one-half  hours  with  an  average  of  one  hour 
and  fifteen  minutes. 

Results 

Of  the  fifty  patients  operated  on,  two  patients  had 
second  surgeries  after  recurrent  injuries,  and  these 
will  be  discussed  later.  All  patients  operated  on,  with 
the  exception  of  four,  were  discharged  on  the  day 
after  surgery.  Of  the  four  kept  in  the  hospital  longer, 
three  had  other  surgeries  done  and  the  fourth  was 
delayed  because  of  pain  and  difficulty  using  crutches. 
At  the  present  time  most  patients  are  done  as  out- 
patients. Of  the  fifty  patients,  all  were  returned  to 
work  within  four  weeks.  Twenty  of  the  fifty  patients 
returned  to  school  or  work  within  three  days.  The 


return  to  work  schedule  was  as  follows: 

• 36  patients  within  the  first  week 

• 4 patients  in  the  second  week 

• 8 patients  in  the  third  week 

• 2 patients  in  the  fourth  week 

These  patients  could  return  to  work  despite  mild 
pain  and  swelling.  In  judging  when  the  patient  re- 
turned to  full  activity,  that  is  returning  to  full  normal 
activity  (housework,  running,  hiking,  walking, 
sports),  the  breakdown  is  as  follows: 

• 13  by  first  week 

• 17  by  second  week 

• 4 by  third  week 

• 10  by  fourth  week 

Of  those  whose  return  to  full  activity  was  longer 
than  four  weeks,  one  patient  returned  to  work  in  two 
weeks  butdid  nothavefull  activity  for  approximately 
eight  weeks  because  of  muscle  pain  in  the  quadriceps 
area.  An  eighty  year  old  patient  \vith  severe  arthritis 
had  relief  of  a catch  and  clicking,  and  returned  to  her 
housework  with  considerable  pain.  She  needed  a total 
knee  arthroplasty  after  one  year.  Another  patient 
returned  to  teaching  tennis  in  one  week  and  light 
playing  in  two  weeks  but  could  not  play  in  a tourna- 
ment in  eight  weeks  because  of  pain  where  the  ar- 
throscope had  been  inserted.  Another  patient  was 
delayed  full  activity  because  of  a weak  quadriceps 
muscle  and  another  had  effusion  at  six  weeks  which 
resolved  spontaneously.  One  patient  who  had  secon- 
dary surgery  was  delayed  eight  weeks  before  return- 
ing to  full  activity,  however,  the  knee  gave  her  no 
difficulty  by  the  third  week. 

In  trying  to  determine  statisticglly  what  factors 
were  involved  in  the  return  to  work  and  full  activity,  I 
graded  the  amount  of  arthritis  that  was  present  in 
each  knee.  There  was  no  correlation  between  the 
amount  of  arthritis  present  and  the  time  that  these 
patients  could  return  to  work.  There  was  a tendency 
for  the  patients  to  return  to  work  in  one  week  under 
forty  years  of  age  but  this  was  not  statistically  sig- 
nificant. 

Comments  and  Discussion 

Arthroscope  surgery  is  better  tolerated  by  patients 
with  a faster  rehabilitation  than  an  arthrotomy.  It 
is  also  more  economical  for  the  patient  and  the  em- 
ployer. Patients  were  at  one  time  admitted  the  day 
of  surgery  (at  the  time  of  this  study)  but  now  the 
majority  are  done  as  outpatients.  Over  seventy  per 
cent  of  the  patients  returned  to  work  in  one  week. 
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Post- operative,  most  of  the  patients  had  a mild  effu- 
sion the  first  week  but  this  did  not  interfere  with 
their  ability  to  return  to  work.  In  this  study  two 
patients  had  mild  effusion  for  four  weeks  and  six 
weeks  respectively  which  cleared  spontaneously  and 
they  returned  to  work  within  two  weeks.  Also,  it  was 
found  two  patients  had  severe  quadricep  atrophy, 
even  though  they  returned  to  work  within  two  weeks. 
There  were  two  cases  of  superficial  thrombophlebitis 
which  developed  after  hospitalization  and  both  cases 
cleared  with  proper  treatment.  Another  patient  de- 
veloped a small  cyst  where  the  arthroscope  was  en- 
tered into  the  knee,  which  is  still  present  today  but 
asymptomatic  after  one  and  one- half  years.  A patient 
had  periodic  pain  with  physical  activity  where  the 
scope  was  entered;  another  patient  a synovial  cyst 
was  present  medially,  however,  after  a partial  medial 
meniscectomy  this  disappeared. 

Two  patients  had  re-injury.  One  patient  was  a 
twenty-eight  year  old  who  stepped  in  a hole  while 
running,  five  months  after  his  initial  injury  and  tore 
the  posterior  horn  of  the  medial  meniscus.  Initially 
there  was  a parrot  beak  tear  of  the  medial  side  of  the 
meniscus.  This  patient  was  operated  on,  and  is  pre- 
sently doing  well.  The  other  patient  was  a seventeen 
year  old  who  had  a posterior  medial  parrot  beak  tear 
and  a two  year  history  of  pain.  While  playing  basket- 
ball approximately  three  months  after  surgery,  he 
began  having  pain  in  the  anterior  portion  with  a click 
anteriorly.  Under  a local  anesthesia  a new  parrot 
beak  tear  was  found  at  the  anterior  horn  of  the 
meniscus  and  this  was  removed.  Presently,  this  pa- 
tient is  doing  well.  Where  the  previous  partial  meni- 
scectomies were  done  on  these  two  patients,  there 
was  no  evidence  of  re-tear  or  arthritis. 

Arthrotomy  vs.  Arthroscope  Surgery 

In  review  of  arthrotomy  cases  where  a meniscec- 
tomy was  done,  hospitalization  ranged  from  two  to 
seven  days  with  an  average  of  4.2  days;  whereas  with 
arthroscope  surgery  it  was  one  to  two  days  with  an 
average  of  1.2  days  of  hospitalization.  Patients  hav- 
ing an  arthrotomy  returned  to  work  in  fourteen  to 
fifty-seven  days  with  an  average  of  thirty-two  days, 
whereas  with  arthroscope  surgery  the  return  to  work 
was  three  to  thirty  days  with  seventy  per  cent  return- 
ing to  work  in  one  week  and  one  hundred  per  cent  in 
four  weeks. 

Summary 

This  study  is  of  fifty  consecutive  cases  in  which 
seventy  per  cent  of  these  patients  returned  to  work 
within  one  week  and  essentially  all  by  four  weeks. 
Thirty  of  the  fifty  patients  returned  to  full  activity  by 
two  weeks  and  forty-four  of  the  fifty  patients  by  four 
weeks.  No  statistical  correlation  of  age,  type,  location 
or  tear,  or  amount  of  arthritis  could  be  found  to  de- 
termine when  a patient  could  return  to  work  or  full 
activity.  Arthroscope  surgery  has  a faster  rehabilita- 
tion than  arthrotomy  and  is  much  more  economical 
for  the  patient  and  employer.  In  the  future,  I feel 
arthroscope  surgery  will  be  a standard  type  proce- 
dure for  removing  torn  menisci.# 


book 

comer 


PSYCHOLOGY 

Death,  The  Final  Stage  of  Growth:  Elizabeth  Kubler-Ross,  ed. 
Englewood  Cliffs,  N.J.,  Prentice-Hall,  1975.  175  p.  $9.95. 

To  Live  Until  We  Say  Good-Bye:  Elizabeth  Kubler-Ross.  En- 
glewood Cliffs,  N.J.,  Prentice-Hall,  1978.  160  p.  $12.95. 

SOCIOLOGY 

Suicide,  Theory  and  Clinical  Aspects:  L.D.  Hankoff,  ed.  Little- 
ton, MA,  Publishing  Sciences  Group,  1 979.  464  p.  $32.50. 

GENETICS 

Human  Genetics:  Symposium  on  genetics  and  human  biology. 
New  York,  Excerpta  Medica,  1979.  425  p.  (Ciba  Foundation 
Sympxasium,  66)  Gift. 

HUMAN  ANATOMY 

Human  Embryology,  A Regional  Approach:  M.J.T.  Fitzgerald. 
New  York,  Harper  and  Row,  1978.  $1  5.00. 

BIOCHEMISTRY 

Nutrition  in  Medical  Practice:  Robert  E.  Hodges.  Philladelphia, 
Saunders,  1980.  363  p.  $20.00. 

PHARMACOLOGY 

The  Anticancer  Drugs:  William  B.  Pratt.  New  York,  Oxford 
University  Press,  1979.  323  p.  $8.95. 

PRACTICE  OF  MEDICINE 

Harrison's  Principles  of  Internal  Medicine:  T R.  Harrison,  ed. 
9th  ed.  New  York,  McGraw-Hill,  1980.  2 v. 

Hospice:  Kenneth  P.  Cohen.  Germantown,  Md.,  Aspen  Systems 
Corporation,  1979.  302  p.  $22.75. 

Modern  Nutrition  in  Health  and  Disease:  Robert  S.  Goodhart 
and  M.E.  Shils,  ed.  6th  ed.  Philadelphia,  Lea  and  Febiger,  1 980. 
1370  p.  $47.50. 

COMMUNICABLE  DISEASES 

The  Biologic  and  Clinical  Basis  of  Infectious  Diseases:  Guy 

Youmans  and  others.  2nd  ed.  Philadelphia,  Saunders,  1 980.  849 
p.  $19.50. 

Principles  and  Practice  of  Infectious  Diseases:  Gerald  L.  Man- 
dell  and  others.  New  York,  John  Wiley  and  Sons,  1979.  2 v. 
$72.00. 

IMMUNOLOGIC  DISEASES 

Allergy  and  Clinical  Immunology:  Richard  F.  Lockey.  Carden 
City,  N.Y.,  Medical  Examination  Publishing  Co.,  1 979.  1 193  p. 
$35.00.  Gift. 

MUSCULOSKELETAL  SYSTEM 

Clinical  Biomechanics  of  the  Spine:  Augustus  A.  White. 
Philadelphia,  Lippincott,  1978.  534  p.  $45.00. 

The  Hip:  Hip  Society.  St.  Louis,  Mosby,  1979.  334  p.  $29.50. 
Injuries  of  the  Knee  Joint:  Ian  S.  Smillie.  5th  ed.  New  York, 
Churchill  Livingstone,  1979.  360  p.  $59.50. 

Myotonic  Dystrophy:  Peter  S.  Harper.  Philadelphia,  Saunders, 
1979.  331  p.  (Major  problems  in  neurology,  v.  9).  $29.00. 
Neurology  of  Musculoskeletal  and  Rheumatic  Disorders:  Ken- 
neth K.  Nakano.  Boston,  Houghton-Mifflin,  1979.  401  p. 
$40.00. 

Symposium  on  Arthroscopy  and  Arthrography  of  the  Knee: 

American  Academy  of  Orthopaedic  Surgeons.  St.  Louis,  Mosby, 

1978.  352  p.  $47.50. 

Symposium  on  Microsurgery,  Practical  Use  in  Orthopaedics. 

American  Academy  of  Orthopaedic  Surgeons.  St.  Louis,  Mosby, 

1979.  387  p.  $42.50. 


for  1980 


109 


HEALTH  ISSUES  BEFORE  THE  1980 
LEGISLATURE 

THE  CONTENT  OF  BILLS  CHANGES 
FROM  DAY  TO  DAY,  SO  TELEPHONE 
CMS  FOR  AN  UPDATE  ON  ANY  BILL  OF 
INTEREST  TO  YOU. 


Air  Pollution:  Auto  emissions  control  is  being  ad- 
dressed in  eight  different  bills  including  one  re- 
quiringthatacertain  percentage  of  classroom  hours 
in  driver  education  courses  be  devoted  to  the  role  of 
motor  vehicles  in  causing  air  pollution  and  the 
benefits  of  alternative  means  of  transportation.  CMS 
has  conceptually  supported  the  bills  but  has  not 
testified  on  any  bill. 

Arthritis:  There  isa  bill  establishingan  arthritis  edu- 
cational outreach  program  under  the  health  de- 
partment and  providing  for  a fellowship  in  rheuma- 
tic diseases  at  the  medical  school. 

Certificate  of  Need:  Two  certificate  of  need  bills 
attempt  to  bring  Colorado's  certificate  of  need  law 
into  compliance  with  the  federal  law.  One  speaks 
only  to  HMO's,  the  other  to  a wide  variety  of 
amendments.  CMS  feels  that  the  HMO  amend- 
ments give  too  great  an  advantage  to  those  groups 
and  thus  opposes  that  bill. 

Child  Abuse:  Six  bills  attempt  to  tighten  the  current 
child  abuse  law.  Full  disclosure  of  records  when  a 
report  appears  to  have  been  maliciously  made;  the 
degree  of  evidence  required  when  separating  a 
childfrom  his  parent  or  guardian;  distinguishingthe 
criminal  penalty  when  abuse  results  in  death;  the 
development  of  public  school  programs  to  curtail 
and  prevent  chi  Id  abuse;  and  the  broadening  of  the 
definition  of  abuse  are  the  subjects  addressed.  CMS 
supports  these  bills. 

Cost  Containment:  Identical  bills  were  introduced 
in  the  Senate  and  House  to  extend  the  life  of  the 
Colorado  Hospital  Commission  and  develop  de- 
tailed proposals  and  technics  for  hospital  cost  con- 
tainment. Both  bills  have  died.  Another  defeated 
bill  would  have  implemented  at  the  University 
Hospital  an  educational  program  designed  to  teach 
'roviders  of  health  services  the  methods  of  medical 
ast  containment.  A different  approach  to  cost 
mtainment  exempts  from  sales  tax  the  sale  of 
^glasses,  hearing  aids,  dental  appliances  and  fil- 


lings, and  numerous  other  devices  necessary  for  the 
treatment  of  illness,  injury,  or  disability.  It  has  a 
minimum  price  tag  of  $900,000. 

Emergency  Medicine:  One  seemingly  harmless  bill 
excluding  vehicles  and  attendants  for  the 
emergency  transportation  of  persons  injured  at  a 
mine  from  the  stipulation  of  the  Colorado 
Emergency  Medical  Services  has  become  a matter 
of  concern  to  CMS.  The  poorly  trained  attendant  isa 
real  worry. 

Medically  Indigent  Insurance:  Four  bills  address  the 
critical  medical  indigency  problem.  Two  of  them 
began  all-inclusive  competing  bills  with  incentives 
foremployers  to  insure  their  employees  plus  cover- 
age forthe  unemployed,  the  "uninsurable",  and  the 
victims  of  catastrophic  illness.  Now,  one  of  these 
contains  the  financing  mechanism;  the  other  con- 
tains the  programmatic  description.  One  other  bill 
speaks  to  the  immediate  problems  of  hospitals  with 
high  medically  indigent  populations,  and  the  fourth 
bill  allows  the  faculty  practice  fund  at  the  medical 
school  to  bill  any  insurance  program  that  evolves 
from  all  of  this  legislation.  CMS  supports  all  of  these 
bills. 

Nurse  Practice  Bill:  The  nurse  practice  bill  was 
killed  lastyearand  must  be  passed  in  someformthis 
year  if  there  is  to  be  licensure.  The  bill  has  been 
changed  many  times,  and  our  concerns  are  being 
addressed. 

Parking  for  Handicapped : Two  bills  amend  the 
definition  of  "handicapped  person"  so  as  not  to 
require  the  need  for  a mechanical  device.  Special 
parking  would  also  be  granted  to  temporarily 
handicapped  persons.  CMS  supports  both  bills. 
Physician  Salaries:  Physicians  i n the  state  personnel 
system  may  be  hired  or  retained  at  a higher 
maximum  salary  than  at  present  if  this  bill  passes. 
CMS  is  supporting  this  long-overdue  increase. 


OUR  COVER 

TheAmerican  country  doctor,  according  to  painter  August  Lenox, 
whose  "TheDoctor's  LastCall"  is  our  March  cover,  "has  neverbefore 
been  put  on  the  pedestal  where  he  belongs  - I don't  think  there  was 
any  one  facet  of  the  settling  of  the  West  which  was  more  beneficial  to 
humanity  than  that  man  with  his  horse  and  buggy  or  his  saddle  and 
horse,  who  went  around  trying  to  take  care  of  sickness,  gunshot 
wounds,  accident  victims,  and  everything  else.  Some  of  them  rode 
more  than  fifty  miles  oneway  to  get  to  the  patient." 

Lenox,  a native  of  South  Dakota,  worked  as  ranch  hand  and  wilder- 
ness guide,  and  during  the  depression  rode  the  rails  before  becoming 
an  illustrator  for  the  U.S.  Coast  Guard.  Lenox  now  is  engaged  in 
painting  a series  on  the  Early  Western  Doctor,  others  of  which  we  are 
happy  to  report  will  be  seen  on  the  cover. 

Prints  of  the  picture  can  be  ordered  through  Colorado  Medicine  at 
the  price  of  $65.00.  Make  your  check  for  $65.00  to  Vignette  Corpora- 
tion, filling  out  and  enclosing  the  card  to  be  found  between  pages  1 1 8 
& 1 1 9 a nd  sendi  ng  it  to : 

Colorado  Medicine,  1601  East  19th  Avenue,  Denver,  Colorado 
80218. 
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CLINICAL  BRIEF 

Diagnostic  confusion  created  by 
] positive  monospot  tests 

! 

. Jonathan  E.  Kaplan,  MD,  and  Richard  Gillespie,  MD,  Albuquerque,  New  Mexico* 


i 

. A positive  Monospot  test  is  ordinarily  consi- 

I dered  specific  for  infectious  mononucleosis.  The 

group  of  cases  here  described  suggests  that  a 
I positive  Monospot  test  may  not  be  specific,  and 

j that  this  test  may  cause  confusion  in  diagnosis. 

Possible  explanations  for  the  false-positive 
Monospot  test  are  discussed. 


The  diagnosis  of  infectious  mononucleosis 
i is  ordinarily  based  upon  characteristic  clini- 

1 cal  findings  (fever,  malaise,  pharyngitis, 

i,  adenopathy)  and  laboratory  data  (lym- 

f phocytosis  with  atypical  lymphocytes, 

I heterophile  antibodies,  Epstein-Barr  virus 

jj  antibody).  With  regard  to  serology,  rapid 

slide  agglutination  tests  (i.e.  Monospot; 
1^  Ortho  Diagnostics,  Raritan,  N.J.)  have 

'v  achieved  widespread  use  due  to  their  high 

;■  sensitivity,  and  to  the  ease  with  which  they 

1 can  be  performed  in  the  laboratory  or  office 

setting.  A high  level  of  sensitivity,  however, 
is  frequently  associated  with  a loss  of 
''  specificity,  and  although  the  Monospot  test  is 

j designed  to  exclude  Forssman  and  serum 

I sickness  heterophile  antibodies,  false  positive 

f tests  have  been  reported  in  leukemia,  lym- 

i phoma,  pancreatic  carcinoma,  rheumatoid  ar- 

,1  thritis,  sarcoidosis,  rubella,  cytomegalovirus 

'j  and  adenovirus  infections,  serum  hepatitis, 

I malaria,  epilepsy,  and  normal  individuals. 

These  reports  vary,  of  course,  in  degree  of 
case  documentation,  and  in  most  instances  it 
j has  been  difficult  to  rule  out  recent 

mononucleosis. 

! 

ti 

Department  of  Medicine,  University  of  New  Mexico  School  of  Medicine.  Al- 
\ buquerque.  New  Mexico. 


We  have  recently  encountered  a group  of 
patients  in  whom  diagnosis  was  difficult,  and 
in  whom  the  occurrence  of  positive  Monospot 
tests  added  to  the  confusion. 

CASE  REPORTS 

Case  1:  T.M.,  a 19-year-old  woman,  was  admitted  to  the 
hospital  in  October,  1977  with  a two  week  history  of 
malaise,  fatigue,  and  anorexia,  and  a three  day  history 
of  diarrhea.  Three  weeks  earlier  she  had  shared  a 
drinking  glass  with  a friend  who  had  been  jaundiced. 
On  physical  examination  she  was  icteric  and  had  an  en- 
larged uterus  consistent  with  a 35  week  pregnancy.  The 
liver  was  palpable,  but  not  tender  and  not  enlarged.  No 
pharyngitis,  adenopathy,  or  splenomegaly  was  noted, 
CBC  revealed  a white  count  of  7500  with  75  PMN’s,  1 
band,  12  lymphocytes,  9 monocytes,  and  3 eosinophils; 
no  atypical  lymphocytes  were  seen.  Liver  function  tests 
showed  SCOT  56  ( 5-20),  alkaline  phosphatase  236 
(20-65),  bilirubin  5.0  total,  3.7  direct.  Urinalysis  was 
positive  for  bilirubin.  Hepatitis  antigen  was  negative. 
Monospot  was  weakly  positive,  and  three  days  later  was 
negative  (both  samples  were  run  on  the  second  occasion, 
and  the  original  result  was  confirmed).  The  patient  sub- 
sequently recovered,  and  delivered  a normal  infant. 

Case  2:  J.H.,  a 19- year-old  man,  housemate  of  T.M., 
was  seen  in  the  outpatient  department,  while  T.M.  was 
hospitalized,  with  a ten  day  history  of  fever,  malaise, 
fatigue,  anorexia,  nausea,  dark  urine,  and  sore  throat. 
He  had  the  same  prior  exposure  as  T.M.  Physical 
examination  disclosed  fever  (38.5  degrees),  icterus,  and 
a palpably  tender  liver  that  was  not  felt  to  be  enlarged. 
There  was  no  pharyngitis,  adenopathy,  or  splenomegaly. 
WBC  was  5500  with  68  PMN’s,  27  lymphocytes,  3 
monocytes,  1 eosinophil,  and  1 basophil.  No  atypical 
lymphocytes  were  seen.  SCOT  was  1592  (5-20),  alkaline 
phosphatase  138  (20-65),  bilirubin  5.0  total,  3.8  direct. 
Hepatitis  antigen  was  negative.  Monospot  on  two  occa- 
sions was  negative.  The  patient  subsequently  recovered, 
although  at  last  testing,  the  SCOT  remained  elevated 
(65  in  December,  1977). 

Case  3:  B.C.,  a 28-year-old  woman,  sister  and  house- 
mate of  T.M.,  was  seen  in  the  outpatient  department 
with  a ten  day  history  of  malaise,  fatigue,  anorexia, 
nausea,  and  swollen  glands.  She  shared  the  same  prior 
exposure  with  T.M.  and  J.H.  Physical  examination 
showed  non- tender  bilateral  cervical  adenopathy.  There 
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was  no  icterus,  pharyngitis,  or  hepatosplenomegaly. 
CBC  was  never  performed.  Liver  function  tests  revealed 
SGOT  48  (5-20),  alkaline  phosphatase  59  (20-65),  biliru- 
bin 0.5  total,  0.3  direct.  Hepatitis  antigen  was  negative. 
Monospot  was  positive.  The  patient  recovered  unevent- 
fully. 

Case  4:  P.J.,  a 48-year-old  woman,  paternal  grand- 
mother of  T.M.’s  two  year  old  son,  was  seen  in  the  out- 
patient department  with  a four  day  history  of  intermit- 
tent fever,  malaise,  fatigue,  anorexia,  and  sore  throat. 
She  had  no  known  history  of  hepatitis  or  mononucleosis, 
and  her  only  recent  exposure  was  to  her  grandson,  who, 
although  a housemate  of  T.M.,  J.H.,  and  B.C.,  was 
never  clinically  ill.  Physical  examination  revealed  mild 
pharyngitis.  There  was  no  icterus,  adenopathy, 
hepatosplenomegaly,  or  fever.  CBC  showed  a white 
count  of  9400  with  53  PMN’s,  42  lymphocytes,  and  5 
monocytes.  No  atypical  lymphocytes  were  seen.  SGOT 
was  25  (5-20),  alkaline  phosphatase  85  (20-65),  bilirubin 
1.2  total,  0.4  direct.  Hepatitis  antigen  was  negative. 
Throat  culture  was  negative.  Monospot  was  weakly  posi- 
tive. The  patient  felt  well  four  days  later. 

Case  5:  P.J.,  a 26-year-old  woman,  daughter  of  P.J. 
(Case  4),  was  seen  by  a private  physician  for  a one 
week  history  of  fatigue,  anorexia,  sore  throat,  and  swol- 
len glands.  She  had  no  known  history  of  hepatitis  or 
mononucleosis,  and  her  only  recent  exposure  was  to 
T.M.’s  son,  and  to  P.J.,  her  mother.  Physical  examina- 
tion showed  pharyngitis  and  cervical  adenopathy,  but  no 
icterus  or  hepatosplenomegaly.  A CBC  was  not  per- 
formed. Liver  function  tests  were  within  normal  limits. 
Monospot  was  weakly  positive.  The  patient  recovered 
uneventfully. 

Discussion 

The  cause  of  illness  in  these  patients  is 
unknown,  although  it  would  seem  likely  that 
it  was  infectious,  and  that  all  the  patients 
had  the  same  infection.  However,  J.H.’s  ill- 
ness (Patient  2)  was  consistent  with  infecti- 
ous hepatitis,  while  B.C.’s  and  P.J.’s  illnesses 
(Patients  3 and  5)  were  suggestive  of  infecti- 
ous mononucleosis.  Although  four  of  the  five 
patients  had  positive  Monospot  tests,  none  of 
the  blood  counts  performed  suggested 
mononucleosis. 

What  then,  are  the  sources  of  the  positive 
Monospot  tests  in  Patients  1,  3,  4,  and  5? 
These  patients  could  have  had  mononuc- 


leosis; perhaps  they  developed  mild  illnesses 
without  the  characteristic  blood  picture.  Cer- 
tainly unrecognized  infections  with 
Epstein-Barr  virus  occur,  and  they  can  be 
associated  with  a positive  Monospot  and  a 
normal  blood  count.®  Case  1,  however,  was 
not  a mild  illness;  furthermore,  most  au- 
thorities would  agree  that  the  diagnosis  of 
clinically  apparent  infectious  mononucleosis 
is  untenable  without  a suggestive  blood 
smear.  Another  possibility  is  that  these  pa- 
tients had  had  mononucleosis  in  the  past. 
Horwitz®  has  presented  evidence  suggesting 
that  Monospot  positivity  may  persist  several 
months,  or  even  years  following  infection. 
This  would  be  an  unlikely  explanation  in 
our  clustered  group  of  patients.  Finally, 
there  remains  the  possibility  that  the  tests 
were  performed  incorrectly.  Herbert^®  re- 
cently reported  several  such  instances.  The 
Monospot  in  our  cases,  however,  was  per- 
formed as  directed,  using  the  appropriate 
controls  and  technic,  and  using  reagents  well 
within  their  respective  expiration  dates. 

There  is  a question  whether  the  positive 
Monospot  tests  in  our  cases  represented 
non-specific  false  positives.  It  is  interesting 
to  note  in  this  regard  that  many  of  the  dis- 
orders for  which  false  positive  Monospot 
tests  have  been  reported  involve  damage  to 
reticuloendothelial  tissues.  Wahren®,  in  fact, 
h3q)othesized  that  heterophile  antibodies  rep- 
resent a non-specific  response  to  virus  in  the 
host’s  tissues.  We  wonder  whether  these  an- 
tibodies may  be  even  more  non-specific  than 
suggested,  since  several  of  the  disorders 
mentioned  above  are  non-viral,  and  even 
non-infectious.  Certainly  much  remains  to  be 
known  about  the  source  of  heterophile  an- 
tibodies in  man. 

Our  cases  indicate  that  a positive  Monospot, 
like  other  laboratory  test,  must  be  interpreted 
with  caution.  • 


REFERENCES 

‘ Sadoff,  L.  Goldsmith,  O.:  False  positive  infections  mononucleosis  spot  test  in  pancreatic  carcinoma.  7.4A!f.4  218:1297-8, 1971 . 

* Horwitz,  C.A.,  Polesky,  H.,  Stillman,  T.,  Ward,  P.C.J.,  Henle,  G.,  Henle,  W.:  Persistent  haemagglutination  for  infectious 

mononucleosis  in  rheumatoid  arthritis.finrA/erf  7 1 :59-2, 1973. 

“ Lalor,  B.C.,  Freely,  J.,  Drury,  M l.:  Case  report:  a positive  monospot  test  in  a diabetic  with  sarcoidosB.  Ir  J Med  Sci 
145(2):58-9,1976. 

* Phillips,  G.M.:  False  positive  monospot  test  results  in  rubella.  Letters  to  the  Journal.  7/4^44  222:585, 1972. 

“ Wahren,  B.:  Diagnosis  of  Infectious  mononucleosis  by  the  monospot  test.  zlm7C//n/’af/io/  52:303-8, 1969. 

“ Seitanidis,  B.:  A comparison  of  the  monospot  with  the  Paul-Butmell  test  in  infectious  mononucleosis  and  other  diseases.  7 Clin 
Pathol  22:321-3, 1%9. 

’ Reed,  R.E.:  False  pcs  itive  monospot  tests  in  malaria. /lrn7C/(>!/’arJio/  61:173-5, 1974. 

* Hamilton,  P.J.,  Etimond,  E.,  Davidson,  R.J.L.:  False  pcsitive  infectious  mononuclecsis  serology  in  epilepsy.  7 Clin  Pathol 

28(10):807-1 1,1975. 

* Horwitz,  C.  A.,  Henle,  W.,  Henle,  G,,  Polesky,  H.,  Wexler,  H.,  Ward,  P.:  The  specificity  of  heterophil  antibodies  in  patients 

and  healthy  donors  with  noor  minimal  signs  of  infectious  mononucleosis . B/ood  47(  l):91-8, 1 976. 

Herbert,  J.T.,  Feorino,  P.,  Caldwell,  G.G.:  False-positive  epidemic  infectious  mononucleosis.  Am  Fam  Physician 
15(2):119-21,1977. 


112 


Colorado  Medicine 


HELMET  LAW  REPEAL  HAS  SAD  - PREDICTABLE  - CONSEQUENCES 


By  repealing  its  motorcycle  helmet  law  in  1977,  Colorado  removed,  as  a requirement, 
the  most  significant  protection  available  to  motorcyclists. 

The  bleak  harvest  of  repeal  has  been  a doubled  death  rate  for  motorcyclists  on 
Colorado  highways:  78  in  1979,  compared  with  35  in  1976. 

A less  apparent,  but  no  less  appalling,  result  is  the  upsurge  in  disabling  head 
and  neck  injuries  incurred  by  unprotected  cyclists.  Emergency  rooms  across  the 
state  are  seeing  twice  the  number  of  serious  head  injuries  to  victims,  mostly 
teen-aged,  of  the  new  "freedom"  granted  by  repeal. 

The  suffering  experienced  by  the  predominantly  youthful  victims  and  their 
families  is  shared  financially  by  all  Coloradans.  In  1978,  Colorado  motorcycle 
accidents  cost  over  $20  million;  60%  of  this  cost  was  borne  by  tax-supported 
medical  care  programs . 

Historically,  the  Colorado  Medical  Society  has  supported  mandatory  helmet  usage. 
This  year,  the  support  will  take  the  form  of  participation  in  a drive  to  secure 
at  least  70,000  signatures  on  petitions  which  will  bring  the  issue  to  a 
referendum  vote  in  November.  The  Colorado  Medical  Society,  the  Colorado  Medical 
Society  Auxiliary,  and  a number  of  medical  and  general  organizations  are 
cooperating  in  the  effort.  Should  you  wish  to  take  part,  please  call 
Ray  G.  Witham,  M.D.,  President,  Colorado  Medical  Society. 

MEDICALLY  INDIGENT  LEGISLATION  MAY  BE  PRICED  OUT  OF  THE  MARKET  FOR  THE  NEEDY 


HB  1226,  Medically  Indigent  bill,  was,  this  week  (March  3,  1980)  passed  out 
of  the  House  of  Representatives,  Colorado  General  Assembly.  Good  news  in 
one  sense,  but  not  such  good  news  in  other  areas.  Legislators  who  usually 
vote  with  the  peripheral  health  groups,  as  well  as  those  legislators  who 
are  fearful  of  the  bill's  cost,  voted  to  include  chiropractics , optometries 
and  podiatry.  The  legislators  seemed  to  feel  that  by  decorating  the  bill 
with  as  many  benefits  as  they  could  think  of  they  could  price  the  bill 
out  of  consideration.  That  may  be  the  case,  but  it  is  too  early  to  tell. 
Meantime,  Jack  Warren,  M.D.  , Chaiirman  of  the  Colorado  Medical  Society's 
Council  on  Legislation,  told  Colorado  Medicine: 

"We  (CMS)  have  supported  the  legislation  for  the  medically  indigent  because 
we  are  very  concerned  about  the  fact  that  there  are  so  many  Coloradans 
without  medical  insurance.  Without  this  insurance  these  people  are  liable 
to  be  without  needed  medical  treatment. 

The  inclusion  of  chiropractors,  optometrists  and  podiatrists  in  the 
legislation  should  be  a consideration  of  cost-containment: 

Medically  indigent  legislation  should  be  capable  of  administration  on  a 
sound  financial  basis.  If  tangential  treatments  are  included,  then  the 
patients  are  not  going  to  receive  the  best  medical  care.  The  cost  to  the 
general  public  will  be  much  higher." 

Comments  heard  around  the  House  lobby  included:  If  the  members  were  worried 

about  the  cost  of  the  legislation,  all  they  had  to  do  was  to  put  a cost 
limit  on  it  themselves.  They  could  easily  have  done  this,  since  the  bill 
is  an  Appropriations  matter." 
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COLORADO  GOVERNOR  STRESSES  HEALTH  NEEDS  IN  STATE’S  FUTURE 


Colorado  Governor  Richard  Lamm,  in  his  welcoming  address  to  the  delegates  of 
the  45th  Annual  Winter  Clinics  of  the  Colorado  Medical  Society,  pointed  up 
the  growing  health  responsibilities  of  state  government  during  the  coming 
20  years.  In  doing  so.  Governor  Lamm  stressed  the  need  for  continued  cooperation 
between  members  of  the  Medical  Society  and  his  offices.  Lamm  pointed  to  the  fact 
that  among  all  the  major  problems  facing  the  state,  including  air  pollution, 
rural  health  needs,  energy  impact  (either  the  shortage  of  or  the  search  for 
more) , hazardous  waste  disposal  among  the  foremost,  the  health  and 
well  being  of  Coloradans  was  the  fastest  growing  need  in  terms  of  state  dollars. 
Lamm  stressed  the  point  that  his  budget  planning  was  fragmented  at  every  turn 
because  of  the  growing  need  for  public  health  care  services.  He  pointed  out 
the  present  concern  for  the  medically  indigent,  the  need  for  increased  salaries 
for  state-employed  physicians,  the  need  for  more  state  dollars  in  the  operation 
of  Denver  General  Hospital  and  similar  institutions,  the  difficulties  brought 
on  by  the  court  rulings  concerning  Colorado  State  Penitentiary  facilities,  etc. 
Governor  Lamm  enphasized  the  theme  that  "It  is  the  kind  of  problem  that  we 
have  in  terms  of  not  doing  enough  to  promote  physical  fitness,  well-being, 
nutrition,  non-smoking,  reducing  the  use  of  alcohol ...  and  we've  got  to  do  more 
than  that . " 

Governor  Lamm  noted  that  "We're  going  to  add  another  l-point-2  million  people 
(to  Colorado's  population)  within  the  next  20  years.  We  estimate  we're  going 
to  invest  (or  see  invested)  more  money  in  Colorado  in  the  next  15  years  than 
was  invested  in  the  entire  last  hundred  years."  He  added  that  executives  of 
Public  Service  Company  of  Colorado  had  told  him  "they  will  need  more  capital 
investment  in  the  next  five  years  than  they've  needed  in  the  past  110  years." 

The  Governor  warned  of  an  increasing  problem  within  the  state  institutions, 
pointing  to  the  current  situation  at  the  University  of  Colorado  Health  Sciences 
Center.  He  said  "We  really  have  a significant  problem  in  terms  of  what  do  we 
do  now,  for  the  fourth  year  in  a row  when  we  are,  in  fact,  really  squeezing 
down  on  a number  of  our  Colorado  institutions  that  took  us  a hundred  years  to 
build  up.  And,  for  the  fourth  year  in  a row,  we  are  operating  government  on 
less  per-capita  dollars.  I really  feel,  with  some  credibility,  that  there's 
been  more  tax  relief  given  during  my  five  years  as  Governor  than  at  any  other 
time  in  Colorado's  history,  but  I'll  tell  you  this  is  a time  now  when  we're 

going  to  have  to  spend  some  more  money not  less.  We're  going  to  have  to 

resist  the  temptation  to  give  everybody  back  this  year  $3.42.  Instead,  really 
spend  some  money  making  sure  that  we  can  maintain  the  excellence  of  our 
institutions. " 

LOST  AND  FOUND 

"Please  check  your  closet.  Found  - man's  black  wool  coat.  Leather  gloves  in 
pocket,  no  belt,  Neusteter's  label.  Lost  - woman's  black  wool  coat.  Leather 
gloves  in  pocket;  belt  in  back,  Neusteter's  label.  Both  at  CMS  Interim  Session 
March  2.  Call  Colorado  Medical  Society  to  exchange." 
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COLORADO  MEDICAL  FOUNDATION  TRUST  MAKES  GIFT  FOR  PUBLIC  HEALTH  EDUCATION 


;*  The  Colorado  Medical  Foundation  Trust,  in  December,  1979,  declared  that 

■ four  gifts  would  be  presented  to  health-oriented  organizations  in  Colorado. 

I Distribution  was  made  from  interest  earned  by  the  Foundation  Trust  funds. 

I Organizations  which  received  the  gifts  were  all  Colorado  charitable 

f501  (c)  3 organizations,  including  the  Colorado  Heart  Association, 

Colorado  Diabetes  Association,  the  Hall  of  Life  (Colorado  Health  Education  and 
Information  Center,  Incorporated) , and  Amigos  de  las  America. 

j The  Hall  of  Life,  founded  by  Leo  J.  Nolan,  M.D.,  Lakewood,  received  a 

,■  gift  of  $2,000.00  to  go  toward  the  purchase  of  the  first  and  most  important 

I exhibit,  known  as  "TAM."  TAM  is  an  acronym  for  Transparent  Anatomical 

I Mannequin,  which  is  a 5 '9"  transparent  plastic  sculpture  of  the  human 
■ female,  wired  and  assembled  in  such  a manner  that  each  of  the  human's 

f functions  are  shown  as  TAM  talks  about  that  function.  TAM  has  been 

* hailed  in  other  parts  of  the  United  States  as  one  of  the  finest  health 

jj,  training  concepts  yet  devised.  TAM  is  also  bilingual  (English  and  Spanish)  , 

speaks  in  terms  for  elementary-school  aged  children  or  in  lengthened, 
more  detailed  fashion  for  adult  audiences. 

TAM  will  be  one  of  several  exhibits  which  will  be  displayed  in  the  Hall  of 
Life,  located  on  the  main  floor  of  the  Blue  Cross/Blue  Shield  Building, 

700  Broadway,  Denver.  The  exhibits  will  be  displayed  in  such  a fashion  that  the 
viewers  literally  "sit  down"  and  are  transported  to  each  of  the  exhibits. 

I The  Hall  of  Life  has  already  gleaned  support  from  such  organizations  and 
corporations  as  Johns-Manville , Clear  Creek  Valley  Medical  Society, 

Colorado  Medical  Society,  United  Bank  of  Denver,  Blue  Cross-Blue  Shield, 

IBM  Corporation,  and  many  others. 

Ray  G.  Witham,  M.D.,  President,  Colorado  Medical  Society,  presented  the 
CMS  check  for  $2,000.00  to  Mary  Baca,  Vice  President,  and  Leo  J.  Nolan,  M.D. , 
Founder  and  President  of  the  Hall  of  Life,  in  late-February , to  help  in  the 
initial  payments  on  TAM.  As  a result  of  this  and  other  gifts,  TAM  was 
brought  to  Denver  some  three  months  earlier  than  had  been  expected. 


TAM  was  designed  and  custom  manufactured  by  the  Richard  Rush  Studios  of 
Chicago,  and  is  one  of  a number  of  such  exhibits  now  in  museums  and 
health-education  centers  in  the  U.S. 

Already  planned  to  accompany  TAM  is  a rear-screen  audio-visual  display  that 
will  further  tell  the  story  of  health  education  and  care  and  treatment  of 
the  hiaman  body. 

Soon  to  be  added  to  the  Hall  of  Life  displays  is  a video  tape  program  with 
large-screen  viewing,  so  that  Hall  of  Life  participating  physicians  and 
related  professional  health  care  agencies  can  produce  their  own  educational 
segment  to  show  visitors.  If  your  organization  would  like  to  be  represented 
and  participate  by  creating  a display  in  the  Hall,  contact  Hall  of  Life, 
831-2950,  in  Denver,  or  contact  Bill  Pierson,  Director  of  Communications, 
Colorado  Medical  Society,  861-1221. 
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WHITE  HOUSE  POLICY  PLACES  EMPHASIS  ON  NATIONAL  HEALTH  ISSUES 


National  health  policy  should  "take  into  account  those  states  which  have 
started  their  own  hospital  cost  containment  activities,"  stated 
James  J.  Mongan,  M.D.,  in  an  interview  with  Colorado  Medicine  on  March  1st. 
Mongan,  the  Associate  Director  for  Health  and  Hioman  Resources  of  the 
Domestic  Policy  Staff  at  the  White  House,  address  the  membership  of  the 
Colorado  Foundation  for  Medical  Care  at  the  45th  Annual  Winter  Clinics 
in  Denver.  Colorado  Medicine  was  there  to  discuss  with  Dr.  Mongan 
the  aspects  of  national  health  policy  and  their  relationship  to  the 
newly-formed  Department  of  Health  and  Human  Services. 

Mongan  said  that  the  ground  work  is  being  laid  by  the  Senate  Finance 
Committee  so  that  federal  health  services  and  cost  containment  reform 
legislation  can  proceed  in  the  next  session  of  Congress. 

National  health  insurance  legislation  was  recently  voted  down  by 
Congress,  but  Mongan  said  the  Administration  did  not  consider  this  a 
defeat.  He  said  his  policy  group  would  continue  to  work  for  passage  of 
the  bill,  but  alterations  would  have  to  be  made.  The  proposal  in  the 
next  session  would  be  targeted  at  special  areas  of  health  service,  such  as 
insurance  for  low-income  families  which  are  not  eligible  for  Medicare; 
cost  control  and  reform  to  stimulate  insurance  competition;  a catastrophic 
health  plan  to  benefit  employers  and  their  employees;  and,  emphasis  on 
health  education  for  preventive  services. 

Mongan,  pleased  with  HEW’s  controversial  split  into  two  departments,  says 
of  the  arrangement:  "It  should  improve  the  new  Department  of  Health  and 
Human  Services'  ability  to  focus  on  the  health  and  welfare  issues. 

I think  we're  beginning  to  see  some  of  that  already.  The  primary  concerns 
of  the  new  department  are  medical  financing,  health  insurance  and 
hospital  cost  containment.  Programs  which  will  be  implemented  in  the 
near  future  are:  the  Children's  Health  Assurance  Program  (CHAP),  which 

is  aimed  at  improving  the  quality  of  health  care  for  low-income  children; 
the  Mental  Health  Systems  Act;  and,  a health  manpower  proposal, 
aimed  at  improving  the  way  we  support  medical  education  and  the  education 
of  allied  health  professionals." 

On  the  subject  of  the  HMO  as  a possible  alternative  to  a national  health 
insurance  policy,  Mongan  agrees  that  Americans  need  to  have  a choice  in 
health  care  plans;  however,  HMOs  "are  difficult  organizations  to  get 
started. ...  they  take  capital,  they  take  dedicated  personnel.  It  is  going 
to  be  a long  haul  to  get  organizations  of  that  sort  started,  so  I don't 
think  it  is  prudent  to  base  national  policy  on  the  hope  that  there  will  be 
these  kinds  of  competitive  alternatives  present  in  all  parts  of  the 
country  in  the  next  five  to  fifteen  years." 

Dr.  James  Mongan  was,  for  seven  years,  a staff  member  to  the  Senate 
Finance  Committee  responsible  for  Medicare,  Medicaid  and  National  Health 
Insurance  Legislation.  He  also  served  two  years  as  Deputy  Assistant 
Secretary  of  Health,  Education,  and  Welfare.  His  Denver  address  took 
place  during  the  Colorado  Medical  Society's  Winter  Clinics. 
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MARCH  1980 

27th 


28th 

COLORADO  REGIONAL  NEURORADIOLOGY  & 
COMPUTERIZED  TOMOGRAPHY  MEETING.  Univer 


HEMODYNAMIC  MONITORING  IN  CRITICAL  CARE. 

Denver  FTilton  Hotel.  Contact:  Office  of  Postgraduate 
Medical  Education,  University  of  Colorado  Health  Sci- 
ences Center,  4200  E.  9th  Ave.,  Denver,  CO  80262. 
394-5241.  (6  hours  of  AM  A Category  1 credit). 


sity  Hospital,  Denver.  Contact:  Leatha  Kibel,  Department 
of  Radiology,  University  Hospital,  4200  E.  9th  Ave.,  Den- 
ver, CO  80262.  394-7773.  (3  hours  of  AMA  Category  1 
credit). 

31st 


APRIL  1980 

13th-16th 

BASIC  COURSE,  PRACTICAL  CLINICAL  HYPNOSIS. 

Lake  Dillon,  CO.  Contact:  Wallace  LaBaw,  M.D.,  P.C., 
2045  Franklin  - Suite  100,  Denver,  CO  80205.  (303) 
892-1181. 

16th-19th 

GRADUATE  CLINICAL  HYPNOSIS  SEMINAR.  Lake  Di 
Hon,  CO.  Contact:  Wallace  LaBaw,  M. D.,  P.C.,  2045 
Franklin  - Suite  1 00,  Denver,  CO 80205.  (303)892-1 181. 

23rd 

COLORADO  REGIONAL  NEURORADIOLOGY  & 
COMPUTERIZED  TOMOGRAPHY  MEETING.  U niver- 
sity  Hospital,  Denver.  Contact:  Leatha  Kibel,  Department 
of  Radiology,  University  Hospital,  4200  E.  9th  Ave.,  Den- 
ver, CO  80262.  394-7773.  (3  hours  of  AMA  Category  1 
credit). 

25th 

NONINVASIVE  CARDIOLOGY  FOR  THE  NONCAR- 
DIOLOGIST. The  Inn  at  Loretto,  Santa  Fe,  New  Mexico. 
Contact:  Ann  B.  Sei,  Office  of  Continuing  Medical  Edu- 
cation, The  University  of  New  Mexico  School  of 
Medicine,  North  Campus-Building  M2,  Albuquerque, 
New  Mexico,  87131  or  (505)  277-3942.  (10  hours  AMA 
1 , or  10  hours  AAFP). 

26th 

ROCKY  MOUNTAIN  DIVISION  OF  AMERICAN  COL- 
LEGE OF  SPORTS  MEDICINE.  Auditorium,  Poudre  Val- 
ley Memorial  Hospital,  1024  Lemay,  Fort  Collins,  CO 
80524.  Contact:  John  Harvey,  M.D.,  484-4871  or  482- 
4111,  ext.  1550.  (7  prescribed  hours  of  AMA  Category  1 
cred  it). 

28th 

HEMATOLOGY-ONCOLOGY  EMERGENCIES  - PART  II. 

Burlington,  CO.  Contact:  Martin  J.  Rubinowitz,  M.D., 
The  Denver  Clinic,  701  East  Colfax  Ave.,  Denver,  CO 
80203.  (2  hours  of  AMA  Category  1 credit;  2 prescribed 
hours  of  AAFP  credit). 

MAY  1980 

3rd 

AMBULATORY  MEDICINE:  CURRENT  TREATMENT  OF 
COMMON  OFFICE  PROBLEMS.  Kaiser-Permanente, 
Lakewood  Medical  Office,  8383  W.  Alameda, 
Lakewood,  CO.  Contact:  James  Adams,  M.D.,  232-1 885. 
(516  hours  of  AMA  Category  1 credit). 

9th-10th 

AMERICAN  COLLEGE  OF  SURGEONS  ANNUAL 
MEETING.  The  Broadmoor,  Colorado  Springs.  Contact: 
Vi  Brown,  Colorado  Medical  Society,  1601  E.  19th  St., 
Denver  8021  8.  861-1221,  ext.  241. 


COLORADO  CHAPTER  OF  THE  ACADEMY  OF 
PEDIATRICS  ANNUAL  MEETING.  Four  Seasons,  Col- 
orado Springs.  Contact:  Vi  Brown,  Colorado  Medical 
Society,  1601  E.  19th  St.,  Denver  802 18.  861-1221,  ext. 
241. 

30th-June  1 

COLORADO  OTOLARYNGOLOGY  & MAXILLOFA- 
CIAL AND  NEW  MEXICO  EAR,  NOSE  & THROAT  SOCI- 
ETY ANNUAL  MEETING.  The  Broadmoor,  Colorado 
Springs.  Contact:  Vi  Brown,  Colorado  Medical  Society, 
1601  E.  19th  St.,  Denver  80218.  861-1221,  ext.  241. 

JUNE  1980 

7th 

DOWN'S  SYNDROME  WORKSHOP  & DINNER.  Den- 
ver. Contact:  Colorado  Child  & Adolescent  Society,  1 601 
E.  19th  Ave.,  Denver,  CO  80218.  861-1221,  ext.  241. 

9th-14th 

26th  ANNUAL  FAMILY  PRACTICE  REVIEW.  Estes  Park, 
Colorado.  Contact:  Office  of  Postgraduate  Medical  Edu- 
cation, University  of  Colorado  Health  Sciences  Center, 
4200  E.  9th  Ave.,  Denver,  CO  80262.  394-5241. 

13th 

HEMATOLOGY/ONCOLOGY.  Denver.  Contact:  Office 
of  Postgraduate  Medical  Education,  University  of  Col- 
orado Health  Sciences  Center,  4200  E.  9th  Ave.,  Denver, 
CO  80262.  394-5241. 

22nd-26th 

3RD  INTERNATIONAL  SYMPOSIUM:  CANCER 
THERAPY  BY  HYPERTHEMIA,  DRUGS  & RADIATION. 

Colorado  State  University,  Fort  Collins.  Contact:  W.  C. 
Dewey,  Ph.D.,  Department  of  Radiology  & Radiation 
Biology,  Colorado  State  University,  Fort  Collins,  CO 
80523.  (303)  491-5096. 

25th 

COLORADO  REGIONAL  NEURORADIOLOGY  & 
COMPUTERIZED  TOMOGRAPHY  MEETING.  U niver- 
sity  Hospital,  Denver.  Contact:  Leatha  Kibel,  Department 
of  Rad  iology.  University  Hospital,  4200  E.  9th  Ave.,  Den- 
ver, CO  80262.  394-7773.  (3  hours  of  AMA  Category  1 
credit). 

28th-July  1 

NEUROLOGY.  Aspen.  Contact;  Office  of  Postgraduate 
Medical  Education,  University  of  Colorado  Health  Sci- 
ences Center,  4200  E.  9th  Ave.,  Denver,  CO  80262. 
394-5241. 

30th-July  3rd 

CACMLE  POSTGRADUATE  CONFERENCE  IN  CLINI- 
CAL LABORATORY  PRACTICE.  Hilton  Harvest  House, 
Boulder.  Contact:  Elmer  W.  Koneman,  M.D.,  Colorado 
Association  for  Continuing  Medical  Laboratory  Educa- 
tion, Inc.  (CACMLE),  1601  Milwaukee  St.,  Denver,  CO 
80206.  (303)  321-1734. 


HOLISTIC  HEALTH  CARE  - 
WHO  IS  DOING  WHAT? 

An  informational  membership  meeting  (“Constituency  Night")  on  this  subject  will  be  held  by  the 
Denver  Medical  Society,  Tuesday,  June  3.  A Task  Force  on  Holistic  Health  has  been  making  itself 
aware  of  the  varying  approaches  to  this  volatile  subject  since  July  1 979.  The  Denver  area  is  a hotbed  of 
practitioners  of  various  kinds  operating  under  the  umbrella  of  “holistic  health".  Some  of  the  questions  to 
be  addressed  are: 

Is  there  a specific  time  when  “holism"  started? 

Preventive  medicine  - what  is  it? 

What  do  we  mean  when  we  say:  “Treating  the  whole  person"? 

What  are  some  of  the  methods  being  espoused  for  patients  to  reach  “optimal  attunement  of  body, 
mind,  emotions  and  spirit"? 

Are  physicians  capable  of  judging  the  scientific  soundness  of  different  holistic  health  approaches? 

Where  do  “wellness  clinics"  and  “health  motivation  centers"  fit  into  the  picture? 

What  are  the  purposes  and  goals  of  organizations  such  as  the  American  Holistic  Medical  Association 
and  the  Colorado  Holistic  Health  Network? 

Participants  in  the  program  will  include  the  chairman  of  the  Task  Force,  a member  of  the  American 
Holistic  Medical  Association  and  physicians  practicing  as  consultants  in  health  evaluation,  enhance- 
ment, and  maintenance. 


HIGHLIGHTS  FROM  PROPOSED 
BME  REGULATIONS 


The  Colorado  Board  of  Medical  Examiners  has 
just  approved  a new  set  of  regulations  governing 
continuing  medical  education  requirements  for 
physicians. 

Here  are  some  highlights: 

1.  Physicians  will  not  be  required  to  report  CME 
hours  accumulated  during  calendar  1979  be- 
cause the  law  was  changed  in  the  middle  of  that 
year.  License  renewal  papers  now  in  the  mail 
make  this  clear. 

2.  Next  year  (calendar  1980)  and  thereafter,  “20 
clock  hours"  of  CME  will  be  required. 

3.  Those  20  hours  must  be  reported  each  year  at 
the  time  of  license  renewal. 

4.  Hours  in  excess  of  20  earned  in  one  year  cannot 
be  counted  toward  meeting  the  following  year's 
requirements.  There's  no  carry-over. 

5.  What  kind  of  hours  can  be  counted  for  the  20 
hour  requirement?  Hours  offered  by  a program 
that  is  “.  . . sponsored  or  certified  by  the  Ameri- 
can Medical  Association,  the  American  Os- 
teopathic Association,  the  American  Associa- 


118 


tion  of  Family  Physicians,  or  state  affiliates  of 
such  organizations''.  That  means  — 
essentially  — AMA/Category  1 or  AAFP  pre- 
scribed hours. 

6.  What  other  kinds  of  hours  can  be  counted  to- 
ward the  requirement? 

— Time  spent  in  a “mini-residency"  at  the 
medical  school  or  at  an  institution  accredited  for 
continuing  medical  education. 

— Time  spent  teaching  in  an  approved  (accre- 
dited) program  of  continuing  medical  educa- 
tion. 

— Time  spent  in  an  approved  internship  or  resi- 
dency program. 

7.  All  the  other  AM  A categories  of  CME  credit  no 
longer  count  for  the  state  requirement. 

If  you  have  questions  about  all  this,  call  the  Board 
of  Medical  Examiners  or  Kevin  Bunnell,  Director, 
Division  of  Continuing  Education,  Colorado  Medi- 
cal Society,  at  861-1 221  x 262  (or  toll-free  outside 
metropolitan  Denver  at  1-800-332-4150  x 262). 
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Some  Reflections  on  the  Winter  Clinics. 

I wish  all  of  you  had  had 
the  opportunity  to  observe 
the  House  of  Delegates 
sessions  from  the  vantage 
point  of  the  podium.  It  was 
an  exciting  experience. 

First,  there  isthe  moment 
of  stage  fright,  which 
passes  quickly  (even  with- 
out aid  of  tranquilizers), 
and  then  the  concern  that 
all  of  the  events  will  go  as 
planned.  Usually,  they  do  go  as  planned,  thanks  to 
the  planning  done  by  your  staff,  with  many  hours 
spent  in  the  effort. 

What  interested  me  most  was  the  intensity  of 
feeling  expressed  by  the  Delegates.  I also  sensed  a 
deep  interest  in  coming  to  grips  with  new  problems 
as  well  as  old.  Every  session  I'm  seeing  new  faces 
and  new  expressions.  The  more  of  this,  the  better! 

Mason  Howard  (your  President  Elect)  and  I,  along 
with  some  of  your  staff  people,  are  going  to  make 
every  effort  possible  to  visit  your  component  society 
meetings  at  least  once  this  year.  It  has  been  a tough 
winter  for  travel,  but  things  are  looking  up  with 
spring  here.  We  are  looking  forward  to  seeing  as 
many  of  you  as  possible  this  spring  and  summer. 
The  visits  are  one  of  my  enjoyable  tasks.  I have 
found  that  each  component  society  has  its  unique 
personality. 

By  the  time  you  read  this  I am  hopeful  that  the 
Helmet  Law  initiative  will  have  several  thousand 
signatures  on  it.  The  entire  matter  has  been  a tor- 
ment in  my  mind;  an  issue  for  which  there  can  be 
bitter  legal  issueout  of  what  any  sensible  individual 
would  provide  for  himself:  safety  and  protection 
against  injury.  But  the  whole  issue  apparently  fo- 
cuses on  the  matter  of  individual  rights  versus  pru- 
dent, safe,  personal  behavior.  Somewhere  in  this 
question  of  personal  freedom  we  are  losing  sight  of 
the  fact  that  personal  behavior  so  often  impinges  on 
the  individual  freedom  of  many  other  persons. 
Therefore,  the  injury  suffered  by  one  person  while 
enjoying  that  "individual  freedom"  is  likely  to  rob 
many  other  persons  of  their  freedom  for  days, 
weeks,  even  years  to  come. 

We  live  in  a society  of  majority  rule.  Why,  then, 
must  we,  the  majority,  pay  for  the  "freedom"  and 
expression  of  "Macho  individualism"  of  a small 
minority.  Statistics  will  show  that  the  majority  of 
people  in  Colorado  are  bearingthe  untold  expenses 


and  heartache  in  loss  of  productivity,  loss  of  per- 
sonal property,  and  the  heroic  efforts  of  physicians 
to  save  lives  of  brain-injured  motorcycle  riders  who 
refused  to  wear  protective  headgear.  We  are  con- 
stantly reminded  of  the  effect  the  sick,  injured  and 
dying  have  on  family,  friends,  community  and 
medical  attendants.  Personal  injury  is  really  not 
personal. 

Would  you,  as  a physician,  choose  to  demand  to 
express  your  personal  freedom,  your  individual 
right,  by  refusing  to  follow  proven  medical  practice 
simply  because  you  don't  like  to  wear  a surgical 
mask  in  the  operating  room?  The  exercise  of  your 
individual  right  of  free  choice  will  surely  affect  the 
lives  of  others,  and  so  you  elect  to  say  "My  personal 
freedom  is  my  desire  and  my  ability  to  serve 
humankind;  therefore,  ! elect  to  practice  those  sim- 
ple but  effective  surgical  mandates  for  the  protec- 
tion of  others." 

No,  freedom  does  not  mean  the  inalienable  right 
to  "do  my  thing"  without  regard  to  the  effect  it  will 
have  on  those  around  me.  The  meaning  of  freedom 
is  just  as  much  a meaning  of  responsibility  to  the 
good  of  the  majority.  I believe  you  all  know  and 
accept  this  in  your  daily  practice  of  medicine.  Our 
freedom,  as  physicians,  is  to  alert  people  to  the 
dangers  of  those  injuires  resulting  from  motorcycle 
accidents. 

Somewhere,  we  are  losing  sight  of  just  whose 
freedom  we  are  tampering  with:  the  person  who 
expresses  no  concern  for  his  or  her  personal  safety, 
or  the  many  persons  on  whom  the  lifelong  effect  of 
this  irresponsibility  falls.  Let's  stand  for  the  freedom 
of  the  majority;  the  freedom  from  the  burden  of 
paying  the  emotional,  the  monetary  and  the  social 
costs  of  unnecessary  death  and  injury  of  a minority. 

^ ^ 


OUR  COVER 

This  weather-beaten  New  Mexican  pue- 
blo is  typical  of  the  Navajo  dwellings  in 
which  ancient  medical  teachings  war  with 
modern  medicine.  Within  these  adobe  walls 
generations  upon  generations  of  Navajo 
have  learned  how  to  ward  off  evil  spirits. 
Cathy  Bell’s  article  on  "The  Navajo 
Patient”  on  page  83  details  the  confronta- 
tion of  Navajo  teachings  and  modern 
medicine’s  active  practices. 
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at  press  time 

COLORADO  LEGISLATURE  WINDING  DOWN  AS  END  OF  LONG  “SHORT”  SESSION  NEARS 

Things  are  moving  slowly  at  the  Capitol  as  they  always  do  in  the  last 
month  or  six  weeks  of  a session.  The  House  has  handled  relatively  simple 
bills  on  the  floor  so  that  the  majority  Republicans  could  spend  much  of 
the  time  writing  a tax  relief  package.  The  agreed-upon  proposal  totals 
about  $197  million;  it  excludes  Representative  McElderry's  medically 
indigent  proposal,  HB  1150,  and  includes  Representative  Traylor's  HB  1092, 
exempting  a number  of  medically  necessary  items  from  sales  tax. 

The  Senate,  in  the  meantime,  introduced  a new  auto  emissions  control  bill 
under  the  SB52  title,  and  has  been  moving  it  along  at  a steady  pace  despite 
much  rhetoric.  The  testing  of  automobiles  would  begin  as  a program  for 
state  vehicles  in  the  front  range  area  and  would  progress  over  a several  year 
period  to  include  all  automobiles.  Of  course  it  is  hoped  that  the 
automobile  industry  will  have  our  problems  taken  care  of  by  then. 

The  first  real  test  of  strength  came  when  Senator  Cole  (R) , Littleton, 
moved  to  strike  the  enacting  clause  of  the  bill,  thus  killing  it.  The  vote  to 
oppose  this  motion  was  23  to  11,  and  the  bill  rolled  on  to  the  House. 

Several  crippling  amendments  were  added  in  the  Senate  - hopefully,  these 
will  be  removed  or  compromised  in  the  bill's  remaining  steps  in  the  process. 

After  the  crises  that  reared  its  head  last  week  when  the  Joint  Budget  Committee 
came  up  with  its  initial  figures  for  the  medical  school,  a "summit  conference" 
was  held  between  concerned  medical  parties  a«hd  Senator  Kadlecek  (D)  , Greeley. 

He  became  convinced  that  he  and  his  fellow  JBC  members  had  indeed  set 
incorrect  figures  and  scheduled  a second  meeting  with  Senator  Hughes  (R) , 

El  Paso,  and  Representative  Neale  (R) , Denver.  The  final  version  gives 
the  school  $7  million  instead  of  the  $5.6  million  in  last  week's  version; 
it  no  longer  allows  transfer  or  appropriation  of  funds  from  the  Family 
Practice  Fund;  it  gives  the  physicians  $750,000  for  treatment  of  the  medically 
indigent.  In  return  the  school  must  agree  not  to  make  a supplemental  budget 
request  in  the  next  fiscal  year;  it  must  withdraw  its  request  for  $1.0  million 
from  Representative  Neale's  HB  1227,  which  reimburses  hospitals  for  medically 
indigent  care;  it  will  support  a two-year  phase-in  of  the  principle  that 
tuition  be  increased  to  25%  of  the  cost  of  medical  education.  (With  the  help 
of  the  veterinarian  school  at  C.S.U.,  we  may  be  able  to  achieve  a five-year 


COLORADO  LEGISLATURE  WRAPUP  (Continued) 


phase-in);  it  will  let  die  HB  1138,  Representative  Gorsuch's  (R) , Denver, 
bill  allowing  the  Family  Practice  Fund  to  bill  a medically  indigent  insurance 
program. 

Three  lengthy  committee  meetings  have  been  held  to  rewrite  HB  1226,  the 
"big"  medically  indigent  bill.  Senator  Hughes  has  greatly  simplified  it; 
reference  to  other  health  practitioners  is  removed,  and  the  policies  have 
been  patterned  after  the  state  employee  policies  with  a similar  board 
deciding  content.  Parts  4 and  5 will  probably  be  eliminated  when  the  bill 
is  heard  in  the  Senate  HEWI  committee  (At  press  time,  that  hearing  was 
scheduled  for  3:30  p.m. , April  1st.  Careful  monitoring  of  that  committee 
meeting  is  deemed  editorially  necessary,  since  the  meeting  was  to  fall  on 
April  Fool's  Day.)  Part  4 attempts  to  set  up  a risk  pool  for  uninsurables ; 
part  5 tries  to  spell  out  certification  of  medicare  supplemental  policies 
but  now  appears  to  hurt  rather  than  help.  Catastrophic  coverage  remains 
in  the  bill  and  may  be  all  that  remains  when  the  dust  settles. 

Fred  Volkema  from  Bethesda  and  lobbyist  Carol  Tempest  split  a $1  entry 
in  the  pool  guessing  the  day  and  hour  when  the  legislative  session  ends. 

They  chose  April  26th  at  8:30  p.m.  Carol  says  that  annually  she  seems  to 
guess  a date  two  weeks  early,  but  Fred  has  been  around  the  capitol  much 
longer  than  Carol,  so  their  combined  effort  might  be  rewarded.  Some  members 
of  the  general  assembly  are  not  so  optimistic  about  the  adjournment  date; 
they're  still  saying  some  time  in  May. 

COLORADO  MEDICAL  SOCIETY  COMES  OUT  STRONG  FOR  THE  RETURN  OF  THE  HELMET  LAW 

Colorado  Medical  Society  Board  of  Trustees  approved  the  expenditure  of 
$5,000  toward  forming  a coalition  of  interested  parties,  allied  health 
care  providers  and  organizations  pledged  to  working  to  return  the  motor- 
cycle helmet  law  to  Colorado.  This  initiative  will  require  the  collection 
of  more  than  63,000  valid  signatures  by  July  7,  1980,  to  insure  that  the 
initiative  would  be  placed  on  the  November  ballot.  A total  of  62,234 
eligible  voter  signatures  are  required.  The  petition  has  been  filed 
with  the  Secretary  of  State's  office,  and  had  been  approved  by  the 
appropriate  state  officials  as  of  March  21st. 

Colorado  Medical  Society  has  already  set  about  establishing  a committee 
of  interested  parties,  organizations  and  allied  health  care  providers  to 


HELMET  LAW  (Continued) 


conduct  the  petition  drive,  outside  of  the  Society,  itself- 

There  has  already  been  a strong  showing  of  support;  however,  there's 

also  a very  busy  group  of  opponents  to  the  initiative  and  to  the  law. 

The  Medical  Society  Board  of  Trustees  stipulated  that  if  there  wasn't 
enough  additional  support  from  groups  outside  the  Society,  the  Board  will 
consider  withdrawing  its  support  to  the  petition  drive. 
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MARCH  1980 

27th 

HEMODYNAMIC  MONITORING  IN  CRITICAL  CARE. 

Denver  Hilton  Hotel.  Contact;  Office  of  Postgraduate 
Medical  Education,  University  of  Colorado  Health  Sci- 
ences Center,  4200  E.  9th  Ave.,  Denver,  CO  80262. 
394-5241.  (6  hours  of  AMA  Category  T credit). 

APRIL  1980 

13th-16th 

BASIC  COURSE,  PRACTICAL  CLINICAL  HYPNOSIS. 

Lake  Dillon,  CO.  Contact:  Wallace  LaBaw,  M.D.,  P.C., 
2045  Franklin  - Suite  100,  Denver,  CO  80205.  (303) 
892-1181. 

16th-19th 

GRADUATE  CLINICAL  HYPNOSIS  SEMINAR.  Lake  Di- 
llon, CO.  Contact:  Wallace  LaBaw,  M.D.,  P.C.,  2045 
Franklin-  Suite  1 00,  Denver,  C080205.  (303)  892-1 1 81 . 

23rd 

COLORADO  REGIONAL  NEURORADIOLOGY  & 
COMPUTERIZED  TOMOGRAPHY  MEETING.  Univer- 
sity Hospital,  Denver.  Contact:  Leatha  Kibel,  Department 
of  Radiology,  University  Hospital, 4200  E.  9th  Ave.,  Den- 
ver, CO  80262.  394-7773.  (3  hours  of  AMA  Category  1 
credit). 


25th 

NONINVASIVE  CARDIOLOGY  FOR  THE  NONCAR- 
DIOLOGIST. The  Inn  at  Loretto,  Santa  Fe,  New  Mexico. 
Contact:  Ann  B.  Sei,  Office  of  Continuing  Medical  Edu- 
cation, The  University  of  New  Mexico  School  of 
Medicine,  North  Campus-Building  M2,  Albuquerque, 
New  Mexico,  87131  or  (505)  2 77-3942.  (10  hours  AMA 
1 , or  10  hours  AAEP). 

26th 

ROCKY  MOUNTAIN  DIVISION  OF  AMERICAN  COL- 
LEGE OF  SPORTS  MEDICINE.  Auditorium,  Poudre  Val- 
ley Memorial  Hospital,  1024  Lemay,  Fort  Collins,  CO 
80524.  Contact:  John  Harvey,  M.D.,  484-4871  or  482- 
4111,  ext.  1550.  (7  prescribed  hours  of  AMA  Category  1 
cred  it). 

28th 

HEMATOLOGY-ONCOLOGY  EMERGENCIES  - PART  II. 

Burlington,  CO.  Contact:  Martin  J.  Rubinowitz,  M.D., 
The  Denver  Clinic,  701  East  Colfax  Ave.,  Denver,  CO 
80203.  (2  hours  of  AMA  Category  1 credit;  2 prescribed 
hours  of  AAEP  credit). 


MAY  1980 

3rd 

AMBULATORY  MEDICINE:  CURRENTTREATMENTOF 
COMMON  OFFICE  PROBLEMS.  Kaiser  Permanente, 
Lakewood  Medical  Office,  8383  W.  Alameda, 
Lakewood,  CO.  Contact:  James  Adams,  M.D.,  232-1 885. 
(5V2  hours  of  AMA  Category  1 credit). 

7th 

ANTICOAGULANTS  - WHAT  YOU  SHOULD  KNOW. 

Estes  Park.  Contact:  Martin  j.  Rubinowitz,  M.D.,  The 
DenverClinic,  701  E.  Colfax  Ave.,  Denver,  CO  80203.  (2 
hours  of  AMA  Category  1 credit;  2 prescribed  hours  of 
AAFPcredit). 

9th-10th 

AMERICAN  COLLEGE  OF  SURGEONS  ANNUAL 
MEETING.  The  Broadmoor,  Colorado  Springs.  Contact: 
Vi  Brown,  Colorado  Medical  Society,  1601  E.  19th  St., 
Denver  8021  8.  861-1221,  ext.  241. 

28th 

COLORADO  REGIONAL  NEURORADIOLOGY  & 
COMPUTERIZED  TOMOGRAPHY  MEETING.  Univer- 
sity Hospital,  Denver.  Contact:  Leatha  Kibel,  Department 
of  Radiology,  University  Hospital,  4200  E.  9th  Ave.,  Den- 
ver, CO  80262.  394-7773.  (3  hours  of  AMA  Category  1 
cred  it). 

31st 

COLORADO  CHAPTER  OF  THE  ACADEMY  OF 
PEDIATRICS  ANNUAL  MEETING.  Four  Seasons,  Col- 
orado Springs.  Contact:  Vi  Brown,  Colorado  Medical 
Society,  1601  E.  1 9th  St.,  Denver  80218.  861-1221,  ext. 
241. 

30th-June  1 

COLORADO  OTOLARYNGOLOGY  & MAXILLOFA- 
CIAL AND  NEW  MEXICO  EAR,  NOSE  & THROAT  SOCI- 
ETY ANNUAL  MEETING.  The  Broadmoor,  Colorado 
Springs.  Contact:  Vi  Brown,  Colorado  Medical  Society, 
1601  E.  19th  St.,  Denver  80218.  861-1221,  ext.  241. 


JUNE  1980 

7th 

DOWN'S  SYNDROME  WORKSHOP  & DINNER.  Den 

ver.  Contact:  Colorado  Child  & Adolescent  Society,  1 601 
E.  19th  Ave.,  Denver,  CO  80218.  861-1221,  ext.  241. 

9th-14th 

26th  ANNUAL  FAMILY  PRACTICE  REVIEW.  Estes  Park, 
Colorado.  Contact:  Office  of  Postgraduate  Medical  Edu- 
cation, University  of  Colorado  Health  Sciences  Center, 
4200  E.  9th  Ave.,  Denver,  CO  80262.  394-5241. 

13th 

HEMATOLOGY/ONCOLOGY.  Denver.  Contact:  Office 
of  Postgraduate  Medical  Education,  University  of  Col- 
orado Health  Sciences  Center,  4200  E.  9th  Ave.,  Denver, 
CO  80262.  394-5241. 

19th 

COMMON  RASHES.  Vai  I.  Contact:  Martin  ].  Rubinowitz, 
M.D.,  The  DenverClinic,  701  E.  Colfax  Ave.,  Denver,  CO 
80203.  (2  hours  of  AMA  Category  1 credit;  2 prescribed 
hours  of  AAFPcredit). 


22nd-26th 

3RD  INTERNATIONAL  SYMPOSIUM:  CANCER 
THERAPY  BY  HYPERTHEMIA,  DRUGS  & RADIATION. 

Colorado  State  University,  Fort  Collins.  Contact:  W.  C. 
Dewey,  Ph.D.,  Department  of  Radiology  & Radiation 
Biology,  Colorado  State  University,  Fort  Collins,  CO 
80523.  (303)  491-5096. 

25th 

COLORADO  REGIONAL  NEURORADIOLOGY  & 
COMPUTERIZED  TOMOGRAPHY  MEETING.  Univer- 
sity Hospital,  Denver.  Contact:  Leatha  Kibel,  Department 
of  Rad  iology,  University  Hospital,  4200  E.  9th  Ave.,  Den- 
ver, CO  80262.  394-7773.  (3  hours  of  AMA  Category  1 
credit). 

28th-July  1 

NEUROLOGY.  Aspen.  Contact:  Office  of  Postgraduate 
Medical  Education,  University  of  Colorado  Health  Sci- 
ences Center,  4200  E.  9th  Ave.,  Denver,  CO  80262. 
394-5241. 

30th-July  3rd 

CACMLE  POSTGRADUATE  CONFERENCE  IN  CLINI- 
CAL LABORATORY  PRACTICE.  Hilton  Harvest  House, 
Boulder.  Contact:  Elmer  W.  Koneman,  M.D.,  Colorado 
Association  for  Continuing  Medical  Laboratory  Educa- 
tion, Inc.  (CACMLE),  1601  Milwaukee  St.,  Denver,  CO 
80206.  (303)  321-1734. 


JULY  1980 

7th-10th 

OPHTHALMOLOGY:  “PROBLEMS  IN  PEDIATRIC 
OPHTHALMOLOGY".  Vail.  Contact:  Office  of  Post- 
graduate Medical  Education,  University  of  Colorado 
Health  Sciences  Center,  4200  E.  9th  Ave.,  Denver,  CO 
80262.  394-5241. 

7th-11th 

16TH  ANNUAL  POSTGRADUATE  COURSE  IN  INTER- 
NAL MEDICINE.  Estes  Park,  Colorado.  Contact:  Office  of 
Postgraduate  Medical  Education,  University  of  Colorado 
Health  Sciences  Center,  4200  E.  9th  Ave.,  Denver,  CO 
80262.394-5241. 

16th-20th 

SUMMER  SKIN  SEMINAR.  Aspen.  Contact:  Office  of 
Postgraduate  Medical  Education,  University  of  Colorado 
Health  Sciences  Center,  4200  E.  9th  Ave.,  Denver,  CO 
80262.  394-5241. 

18th-20th 

CURRENT  TOPICS  IN  ANESTHESIOLOGY:  PHAR- 
MACOLOGY FOR  THE  YOUNG  & OLD.  Keystone. 
Contact:  Office  of  Postgraduate  Medical  Education,  Uni- 
versity of  Colorado  Health  Sciences  Center,  4200  E.  9th 
Ave.,  Denver,  CO80262.  394-5241 . 

31  st-August  3rd 

PEDIATRICS.  Snowmass.  Contact:  Office  of  Postgraduate 
Medical  Education,  University  of  Colorado  Health  Sci- 
ences Center,  4200  E.  9th  Ave.,  Denver,  CO  80262. 
394-5241. 


126 


Colorado  Medicine 


The  Navajo  Patient 

Illumination  of  Cultural  Differences 


Cathy  Bell,  R.  EEC  T.,  Albuquerque,  New  Mexico. 


A variety  of  cultural  backgrounds  exists  in  every 
patient  population,  some  vastly  different  from  our 
own  personal  experience.  The  Navajo  nation, 
approximately  148,000 people,  offers  a dramatic 
display  of  how  customs  and  folkways  can  alter  the 
individual’s  view  of  medicine.  The  traditional 
religion /medicine  of  theNavaJos,  with  it’s  concepts  of 
environmental  disharmony,  witch-craft,  and 
ceremonials  is  discussed  in  hopes  of  providing  a 
better  understanding  of  the  cultural  differences  we 
must  deal  with  as  health  care  professionals. 

The  People 


being  too  close  to  lightning  or  to  a dead  per- 
son, improper  behavior  during  ceremonials, 
infection  from  non-Navajos,  or  contact  with  a 
ghost. Every  ailment,  mental  or  physical  is 
a reflection  of  this  disharmony  and  not  of 
local  disease.  To  lay  blame  for  an  illness  on 
a specific  body  part  is  a concept  unknown  to 
Navajo  thought;  most  Navajos  don’t  even 
know  the  Navajo  words  to  label  body  or- 
gans.If  the  cause  of  the  ailment  cannot  be 
traced  to  one  of  the  previously  mentioned 
transgressions,  the  origin  is  then  often  as- 
cribed to  witchcraft. 


The  majority  of  the  Navajo  people  reside 
on  the  18,000,000  acres  comprising  their  res- 
ervation in  Arizona,  Utah,  and  New  Mexico, 
the  largest  in  the  United  States.  Many  of  their 
beliefs  and  manners  of  daily  living 
have  remained  similar  to  those  established 
when  they  first  occupied  the  area,  around 
1000  AD.  Important  to  understanding  the 
Navajo  is  the  knowledge  of  how  he  views 
himself.  "Navajo”  is  a Spanish  word  originat- 
ing with  the  17th  century  F ranciscan  friars; 
their  own  word  for  themselves  is  "dine”.  The 
People.'*  The  term  reflects  the  strong  sense  of 
belonging  and  purposeful  origin  found  in  The 
People’s  way  of  life  and  religion.  It  also  il- 
luminates the  uniqueness  with  which  they  re- 
gard their  own  humanity. 

The  Navajo  outlook  on  life  is  a unified  one 
blending  religious,  social,  and  medical 
ideologies  with  the  environment,  with  the 
maximum  emphasis  being  placed  on  the  cur- 
ing of  sickness.  A harmony  of  all  of  these 
elements  must  exist  to  maintain  the  sense  of 
well  being;  therefore,  when  the  Navajo  is  ill 
it  is  a sign  that  he  is  out  of  step  with  his 
total  environment,  and  disharmony  exists. 
This  disrupted  harmony  may  have  occurred 
for  several  different  reasons:  the  mishandl- 
ing of  animals  or  seeing  wolves  or  coyotes. 


Miss  Bel!  was  at  the  Bernalillo  County  Medical  Center.  Albuquerque.  New  Me.xico, 
and  now  is  with  the  Grass  Instrument  Company.  Quincv.  Massachusetts. 


On  a frame  hardly  different  from  that  used  by  an  ancestor 
centuries  ago,  this  Navajo  woman  weaves  with  wool  colored 
by  dyes  coming  from  a blend  just  as  ancient. 


Witchcraft 

Witches  are  men  or  women  — evil  people 
believed  to  practice  incest  — who  deliber- 
ately cause  illness  in  others  sometimes  from 
jealousy  and  hatred,  sometimes  to  force  the 
patient  to  pay  for  the  proper  ceremony  to 
cure  him.^  Sickness  is  created  in  the  victim 
by  procuring  a portion  of  the  victim,  i.e., 
strands  of  hair,  nail  pieces,  feces,  urine,  or 
clothing  and  uttering  a spell  over  these  body 
parts,  or  by  shooting  small  objects  into  him. 
Symptoms  which  frequently  give  evidence  of 
witchcraft  range  from  emaciation,  localized 
sharp  pain,  anxiety,  fainting  and  seizures,  to 
death. ^ 
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Those  illnesses  believed  to  have  been 
caused  by  witchcraft  are  most  effectively 
cured  by  the  witch  confessing  to  the  deed 
but  with  the  expected  absence  of  such, 
chants  and  prayers  are  performed  for  the 
afflicted.  The  degree  in  which  a Navajo  may 
believe  in  witchcraft  is  an  individual  matter 
and  a very  personal  one.  Physicians  who 
deal  with  the  Navajos  on  or  near  the  reser- 
vation generally  assume  a belief  in  witch- 
craft on  the  part  of  their  patients  and  even 
the  very  "acculturated”  Navajo  will  harbor 
strong  regard  for  it.^ 

Seizures 

Seizures  have  a unique  social  role  in  the 
medicine/religion  of  The  People  in  that,  de- 
pending upon  the  type  of  seizure  experi- 
enced, it  may  indicate  the  victim  to  be  a 
shaman-like  diagnostician,  to  have  commit- 
ted incest,  or  have  been  cursed  by  a witch. 
The  kind  of  seizure  which  carries  a positive 
connotation  is  that  which  would  involve 
trembling  of  either  hand  or  both.  The 
"hand-trembler”  is  used  in  Navajo  medicine 
as  a diagnostician  employed  to  determine  the 
etiology  of  illnesses.  However,  they  have 
largely  been  found  to  be  hysterics  rather 
than  epileptics.®  The  dreaded  and  disgraceful 
seizure  type  is  "ichaa”,  usually  a generalized 
convulsion,  the  presence  of  which  indicates 
that  incest  may  lie  in  the  patient’s  past.  It  is 
also  feared  because  the  patient  may  lie  rigid 
and  unresponsive  in  a tonic  phase  and  ap- 
pear "like  he’s  dead  sometimes”  with  the  as- 
sociated misgivings.  The  Navajo  patient  who 
has  been  found  in  trance-like  states  or  non- 
purposeful  behavior  (psychomotor  seizures)  is 
believed  to  have  been  a victim  of  witchcraft 
and  is  therefore  not  stigmatized.® 

Because  of  the  religious  — mystical  em- 
phasis placed  on  seizures  in  the  Navajo  cul- 
ture it  is  felt  by  some  that  there  is  a larger 
percentage  of  hysterical  seizure  patients 
among  the  Navajo,  and  that  these  seizures 
would  most  likely  have  the  appearance  of 
the  focal  or  psychomotor  type.^  Hysterical 
seizures  may  be  found  more  often  also  in  the 
diagnosed  seizure  patient.  The  stigma  which 
coexists  with  the  seizures  can  cause  "mean 
things”  to  be  said  about  him.  The  patient 
may  turn  a hostile  face  towards  his  people 
and  find  he  can  use  his  seizures  to  frighten 
them  intensely. 


Fear  of  the  Dead 

For  The  People  a second  great  fear  exists,  a 
fear  of  the  dead.  It  is  believed  that  with  birth  a 
life  force  or  "spirit”  enters  the  body  to  reside 
until  death,  at  which  time  the  remaining 
energy,  or  "ghost”,  is  released. Since  this 
"ghost”  needs  both  time  and  space  to  make  the 
transition  from  life  to  death,  it  is  disrespectful 
and  dangerous  to  be  intimately  involved  with 
this  transition.  One  who  is  contaminated  by  this 
death  spirit  will  experience  a disruption  of  the 
harmony  in  his  world  as  punishment  by  the 
spirit  for  transgressions  against  the  deceased. 
This  potential  for  harm  causes  most  Navajos  to 
avoid  dealing  with  the  dead  as  much  as  possible 
to  the  point  that  a death  occuring  in  the  hogan 
necessitates  the  body  be  removed  through  a hole 
in  the  wall  to  the  north  or  that  the  hogan  be 
destroyed.  Even  the  traditional  mourning  pro- 
cess is  abbreviated  to  consist  of  4 days  for  re- 
served expression  of  grief  following  which  the 
mourner  is  expected  to  resume  his  daily  routine 
without  further  verbal  or  emotional  expression 
toward  the  loss.'^  This  fear  of  the  dead  and  pro- 
hibition against  mourning  and  grief  can  cause 
conversion  symptoms  to  develop  following  a 
death.  Those  who  by  necessity  had  to  attend  the 
corpse  of  a friend  or  relative  who  has  died  of 
cerebral  tumor  or  abscess  with  associated  head 
pain  may  develop  psychosomatic  headaches  and 
then  would  fear  affliction  by  the  same  evil 
supernatural  influences  that  caused  the  death. 


Receiving  modern-day  care  is  a hardship  to  the  Navajo, 
raised  within  an  ancient  framework  of  personal  references. 
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Traditional  Navajo  Healing 

Once  the  source  of  the  illness  has  been  deter- 
mined, it  is  necessary  to  restore  the  harmony  of 
natural  and  supernatural  relationships  by 
treating  the  cause  of  the  illness  (the  dyshar- 
mony),  not  the  symptoms,  by  arranging  a cere- 
mony or  "sing”  for  the  afflicted.  There  are  ap- 
proximately 35  different  ceremonies  for  the 
purpose  of  restoring  harmony  which  are  per- 
formed by  medicine  men  who  have  spent  many 
years  memorizing  each  detail  of  the  different 
ceremonies.  These  may  last  from  1 to  9 nights  or 
until  the  symptoms  are  relieved.  The  curing 
includes  the  use  of  plant  medicines,  phar- 
macological studies  have  shown  some  to  have 
therapeutic  properties, sweat  baths  for  purifi- 
cation of  body  and  mind,  songs,  chants  and 
prayers  are  said  over  the  patient.  Drypaintings 
are  frequently  included  in  a curing  ceremony. 


Always  the  sand  paintings  by  the  Navajo  medicine  men 
have  been  key  elements  in  warding  away  the  evil  spirits  which 
bring  disease. 


They  are  made  of  charcoal  and  minerals  on  a 
sand  or  buckskin  background.  Once  it  is  com- 
pleted, the  patient  sits  upon  it  and  with  cere- 
mony he  is  temporarily  linked  to  the  Gods.  Dur- 
ing his  illness  the  patient  is  the  focus  of  all 
attention  and  is  ministered  to  by  family  and 
friends.  He  is  well  fed  and  cared  for,  and 
watched  over  continuously  by  the  medicine 
man. 

Confronting  American  Medicine 

With  this  illustration  of  native  Navajo 
medicine  in  mind,  it  is  possible  to  begin  to  un- 
derstand the  misgivings  and  fears  which  con- 


front the  Navajo  when  he  approaches  the 
medicine  of  the  non-Navajo  doctor  and  his  hos- 
pital. The  hospital  is  looked  upon  as  a place 
where  people  go  to  die,  a place  hopelessly  con- 
taminated with  death.  In  fact,  if  death  appears 
inevitable  for  a relative,  the  family  may  admit 
him  so  the  death  can  occur  in  the  hospital, 
thereby  avoiding  damage  or  destruction  of  the 
hogan  which  would  have  been  necessary  had 
the  death  occurred  there.  Another  disadvantage 
with  which  physicians  and  hospitals  must  cope 
is  the  resistance  of  The  People  to  hospital  ad- 
mission until  after  the  serious  illness  has  had 
an  attempted  cure  by  a ceremonial  with  the  loss 
of  precious  time  so  that  the  illness  has  become 
critical  and  a cure  very  difficult  to  insure.  In  less 
life  threatening  cases  in  which  the  Navajo  has 
chosen  admission  there  remains  a great  deal  for 
him  to  experience. 

The  interruption  of  daily  routine  while  in  a 
hospital  is  upsetting  to  every  patient  but  even 
more  confusion  awaits  the  Navajo  patient.  He  is 
frequently  unaccustomed  to  living  by  the  clock, 
is  not  used  to  staying  in  one  place,  and  also  feels 
that  a man  lying  down  in  the  daytime  is  a lazy 
man.  It  is  difficult  to  be  content  with  broth  and 
crackers  when,  if  he  were  home,  he  would  be  fed 
the  best  available  and  as  much  of  it  as  his  family 
could  offer.  He  receives  the  attention  of  his  doc- 
tors and  nurses  for  only  short  periods  during  the 
day  instead  of  the  continuous  vigilance  given 
him  by  his  family  group  and  the  medicine  man. 
It  is  also  difficult  for  him  to  understand  why,  if 
this  medicine  is  going  to  cure  him,  it  is  not  given 
to  him  all  at  once  instead  of  only  little  bits  a few 
times  a day.  The  customary  change  into  hospi- 
tal gown  is  humbling  to  The  People  as  they  are 
very  sensitive  to  body  exposure  and  do  not  gen- 
erally follow  the  practice  of  changing  clothing 
for  bed.^  For  the  purpose  of  running  routine 
hospital  tests  it  is  necessary  to  extract  from  the 
patient  blood,  urine,  and  other  body  material. 
As  previously  mentioned,  these  substances  can 
also  be  used  to  invoke  harm  on  the  individual  if 
in  the  hands  of  evil  people  but  the  Navajo  is  able 
to  excuse  this  possibility  by  believing  hospital 
personnel  to  be  oblivious  to  this  potential.  (This 
also  is  true  for  hair  that  may  be  shed  during  the 
routine  EEG.) 

To  establish  personal  interaction  and  to  ob- 
tain a medical  history  from  the  Navajo  can  be  a 
very  trying  experience  for  doctor  or  technician. 
Cultural  standards  dictate  that  direct  eye  con- 
tact is  a personal  intrusion  and  impolite;  be- 
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cause  the  patient  is  staring  at  the  ground  does 
not  mean  he  isn’t  listening.  Excessive  apprecia- 
tion and  enthusiasm  for  what  may  be  done 
would  be  felt  to  be  bad  formal  manners,  quiet 
appreciation  is  more  natural.  In  a new  situation 
where  custom  does  not  tell  him  how  to  behave 
the  Navajo  patient  may  choose  to  be  stoical  and 
withdraw  in  hopes  the  uncomfortable  situation 
will  go  away.  Or  he  may  choose  to  escape  from 
the  source  of  the  uneasiness  and  pressure,  as  in 
the  case  of  the  hospital,  and  leave.  It  is  particu- 
larly evident  in  the  history  taking  that  there 
exists  a divergence  of  conversational  habits  of 
the  Navajo  from  the  non-Navajo,  i.e.,  a question 
presented  to  him  may  typically  receive  one  of 
two  responses.  Should  it  be  too  personal  or 
mindless  he  will  offer  no  response  at  all  and 
should  the  question  be  a perceptive  one  it  will 
still  receive  no  immediate  reply,  since  it  would 
be  worthy  of  time  spent  in  deliberation  before 
answering.  (The  Navajos  have  learned  to  im- 
itate the  habit  of  saying  "uh”  to  relieve  the 
anxieties  of  the  interviewer  and  fill  in  this  time 
lapse.)  Add  to  this  the  assumption  that  if  the 
inquisitor  is  smart  enough  to  be  a doctor,  or 
clever  enough  to  make  that  big  machine  work, 
he  shouldn’t  need  to  ask  all  those  questions. 
Another  obstacle  that  exists  in  the  history  tak- 
ing procedure  is  tlie  suspicion  that  bringing  up 
past  illnesses  and  those  of  relatives  can  gener- 
ate a recurrence  of  the  sickness.  Seizures,  fits, 
fainting  spells  have  been  discussed  and  evi- 
denced to  be  the  mark  of  witchcraft  or  incest;  it 
is  possible  therefore,  to  see  how  this  area  of 
questioning  calls  for  a very  sensitive  approach. 
As  in  the  case  with  all  people,  time  taken  to 
explain  the  illness  and  treatments  or  tests  will 
ease  apprehensions.  Time  spent  discussing  un- 


related pleasantries  is  evidence  of  concern  for 
the  patient’s  general  well  being,  and  the  use  of  a 
caring,  attentive,  and  hopeful  attitude  will  all 
help  to  obtain  the  best  results. 


Comments 

Just  as  we  are  able  to  see  the  world  around  us 
changing  daily,  the  life  of  The  People  is  chang- 
ing. It  is  becoming  vital  that  they  make 
economic,  political,  and  social  transitions  to 
adapt  to  the  non-Navajo  world.  Though  their 
religious/medical  views  have  changed  only 
slightly,  a rise  of  confidence  for  the  non-Navajo 
medicine  is  evidenced  by  the  ability  of  both 
non-Navajo  doctor  and  medicine  man  to  work 
together.  More  patients  come  willingly  to  the 
hospital  for  immediate  care  knowing  that  the 
proper  ceremonial  is  available  for  the  patient 
when  he  returns  home.  Also,  in  recent  years  the 
non-Navajo  doctor  has  accepted  the  fact  that 
therapy  by  ceremonial  and  medicine  man  can  be 
as  necessary  for  a cure  as  any  treatment  he  may 
offer. 

Some  beliefs  of  the  Navajo  people  may  seem 
foreign  and  remote.  But  it  is  hoped  that  this 
illustration  will  suggest  that  within  any  group 
of  people  a potential  exists  for  many  cultural 
differences,  be  they  of  ancestry,  religion,  or  poli- 
tics. These  need  to  be  understood  and  respected 
before  health  care  can  be  performed  with  best 
effect.  • 
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Assistance  for  the  Impaired 

The  Committee  on  Physician  Health  and  Re- 
habilitation will  begin  planning  workshops  to  train 
Physician  Advocates  in  late  March.  Faculty,  format, 
and  locations  of  the  workshops  are  among  subjects 
to  be  discussed  by  the  Committee,  chaired  by  John 
S.  Avery,  MD. 

A roster  of  Advocates  will  be  recruited  from  CMS 
members  who  wish  to  equip  themselves  for  the  task 
of  motivating  impaired  physicians  to  seek  treat- 
ment. Trained  Advocates,  with  involvement  and 
responsibility  primarily  in  their  own  communities, 
will  meet  occasionally  with  the  central  Committee 
when  cases  warrantdiscussion. 

A second  goal  of  the  Committee  this  month  is  the 
preparation  of  an  informative  program  to  be  pre- 
sented to  interested  component  medical  societies 
and  auxiliaries.  Literature  and  talks  by  Committee 
members  will  be  made  available  throughout 
Colorado  to  assure  awareness  of  the  structure  and 
the  opportunities  afforded  by  the  program. 

Dr.  Avery  says  that  the  Committee  hopes  to  hear 
from  memberswhoare  interested  in  participating  in 
the  effort  to  build  a statewide  team  of  Physician 
Advocates,  trained  to  intervene  and  stem  the  course 
of  impairment. 


obituatles 


Doctor  Lawrence  Tracy  Brown  died  on  March  4, 
1980  at  the  age  of  85. 

Doctor  Brown  was  born  August  5,  1894  in  Norfolk, 
Nebraska,  and  after  his  family  moved  to  Denver,  he 
attended  public  schools,  graduating  in  1913  from 
East  High  School.  He  received  a BA  from  the  Univer- 
sity of  Colorado  in  1923,  then  took  an  MS  in  physiol- 
ogy in  1 927  at  the  University  of  Illinois. 

In  1930  he  received  an  MD  from  Rush  Medical 
College  in  Chicago,  following  which  he  interned  at 
West  Suburban  Hospital  at  Oak  Park,  Illinois,  and 
then  established  a General  Practice  in  Denver.  Since 
1945  Doctor  Brown  had  limited  his  work  to  obstetrics 
and  gynecology.  He  retired  in  1972. 

Doctor  Brown  was  vice  president  of  both  the  Den- 
ver and  Colorado  Medical  societies,  and  served  for 
sixteen  years  as  a delegate  to  the  Colorado  Medical 
Society  from  the  Denver  Medical  Society. 

He  served  as  a Captain  in  the  Army  Field  Artillery 
from  1917  to  1919,  and  from  1935  to  1942  as  a Lieut. 
Colonel  in  the  Field  Artillery. 

Doctor  Brown  is  survived  by  his  wife,  Esther 
Longstreth  Brown,  and  three  daughters,  Margaret 
Brown  Little,  of  Arvada;  Marion  Brown  Crabb, 
Devon,  Pennsylvania;  and  Kathryn  Sue  Gates,  Port- 
land, Oregon,  and  by  his  brother,  the  newscaster 
Winsor  W.  Brown  of  Sarasota,  Florida. 


Downtown 
1630  Stout  Street 
825-1394 

University  Park 
2058  S.  University  Boulevard 
733-3858 

Cherry  Creek  North 
2850  E.  Second  Avenue 
388-5727 


For  The 

One  Man  In  100 


A bow  tie  devotee  values 
the  unique  skill  of  knotting  his 
own  tie,  and  for  you, 
Grassfield's  Gano-Downs 
offers  a most  extensive 
selection.  Our  spring  silk 
stripes  and  foulard  prints  are 
light,  fresh,  and  follow  today's 
narrower  line.  Visit  any  of 
our  three  locations 
while  collections  are  complete. 
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what  is  a Keyman  Program^  It  is  one  of  the  most 
meaningful  parts  - the  key  - of  a successful  legisla- 
tive and  public  relations  program  and  one  we  must 
re-vamp  soon.  It  begins  with  a relationship  between 
a legislator  and  a person  who  has  a strong  belief  in 
something,  but  a combination  of  any  legislator  and 
any  believer  does  not  necessarily  work.  In  other 
words,  it  must  be  a “meaningful  relationship"  that 
is  based  on  trust,  faith,  and  belief  in  each  other.  The 
relationship  may  start  between  school  friends,  be- 
tween neighbors,  between  sports  companions, 
within  shared  political  activities,  and  in  a thousand 
other  ways.  But  somehow  it  is  a "meaningful  re- 
lationship" and  I,  as  your  lobbyist,  need  to  know 
aboutthose  relationships! 

Seriously  - we  havea  close-relationship  problem. 
Physicians  historically  have  not  had  the  time  or 
desire  to  work  politically,  either  at  the  campaign 
level  or  at  a lobbying  level.  Few  have  been  mem- 
bers of  groups  such  as  Rotary,  United  Way  cam- 
paigns, volunteer  movements,  political  party 
organizations  - physician  hours  and  dollars  have 
been  sadly  lacking.  Even  in  groups  with  no  volun- 
teer hour  commitment,  physicians  haven't  had  the 
time  tojoin  in  thecamaraderie. 

Thus,  all  of  a sudden,  things  have  caught  up  with 
us.  As  a 1 ,000%  believer  in  physicians,  I am  having 
to  answer  very  negative  statements  and  votes  by 
legislators  who  have  been  Keymanned  by  the  chi- 
ropractors, optometrists,  podiatrists,  nurses,  social 
workers,  et  al.  With  what  appeared  to  be  limited 
horizons,  these  specialty  groups,  years  ago,  set 
long-range  goals  based  on  a step-at-a-time  until 
equality  with  physicians  is  achieved.  Each  step 
looks  so  tiny  but  has  meant  so  much.  Part  of  the 
process  involved  has  been  creating  an  ongoing  re- 
lationship with  every  candidate,  be  he  the  winner  or 
loser.  The  groups,  with  their  Keyman,  have  com- 
bined efforts  masterfully  and  as  a combination 
know  which  legislator  hascometo  believe  in  one  or 
another ofthe practitioners.  It'satough actto beat! 

The  immediate  answer  goes  back  to  the  political 
system  that  we  treat  with  such  carelessness.  Every 
one  of  us  must  attend  his  precinct  caucus  on  May  5 - 
it  only  takes  a call  to  your  county  election  commis- 
sion or  court  house  to  find  the  address  of  your 
neighborwhoishostingit.  You  will  find  it  enjoyable 
and  the  way  to  be  elected  to  go  on  as  a delegate  or 
alternate  to  your  county  assembly.  Most  impor- 
tantly, you  will  suddenly  be  the  physician  who  has 
never  before  bothered  to  attend.  Wow! 

I can  lobby  only  so  hard  as  a lobbyist  paid  by  your 
dues.  I am  willing  to  spend  12,  14,  even  18-hour 


days  doing  this,  but  I am  only  as  strong  as  the 
Keyman.  I haven't  missed  going  to  my  caucus  - and 
county  assembly  - and  state  convention  for  twenty 
years.  I even  tried  to  go  to  the  national  convention 
but  failed  because  1 backed  the  wrong  presidential 
candidate.  But  I tried  - and  it's  the  trying  that  other 
delegates  remember.  So,  go  to  your  twentieth  or 
your  first  caucus,  go  to  your  twentieth  or  first  con- 
vention - and  work  in  some  way  in  a legislative 
campaign.  Then  you'll  be  a real  Keyman  - you'll  be 
a key  to  the  future  of  medicine  and  you  just  might 
command  the  key  33rd  vote  in  the  Houseorthe  key 
18th  vote  in  the  Senate  - and  those  numbers  mean 
victory. 


Handbook  for  Continuing  Medical  Educators  To 
Be  Available 


A Handbook  for 
Continuing  Medical 
Educators  will  be  pub- 
lished this  month  as  an 
aid  to  all  those  in- 
volved in  CME  who 
are  interested  in 
evaluating  and  possi- 
bly upgrading  their 
own  CME  programs. 

The  handbook  is  a 
service  of  the 
Colorado  Consortium 
for  Continuing  Medi- 
cal Education,  developed  in  1 978  as  a pooling  of 
the  talents  and  interests  of  the  Colorado  Medical 
Society,  the  Colorado  Eoundation  for  Medical  Care, 
and  the  University  of  Colorado  E^ealth  Sciences 
Center,  its  sponsors. 

To  obtain  a copy,  phone  Kevin  Bunnell,  EdD, 
Director,  Colorado  Consortium  for  Continuing 
Medical  Education,  (303)  861-1221,  X 262  (In 
Colorado,  but  outside  Denver  metro  area  phone 
1 -800-332-41  50)  orclip  and  return  theform  below: 

Dr.  Bunnell, 

I am  interested  in  the  Handbook  for  Continuing 
Medical  Educators.  Please  get  in  touch  with  me  at 
(phone) 

Or  write  to  me: 


Contents  include  such  topics  as  Binding  Out 
What  Education  is  Needed,  Choosing  the  Right 
MethodsforTeachingand  Learning,  EvaluatingThe 
CME  Teacher,  Evaluating  the  Effect  of  an  Educa- 
tional Program  on  Participants,  and  Using  a Patient 
Data  System  to  Plan  and  Evaluate  Continuing 
Medical  Education.  A listing  of  CME  resources  is 
also  included. 


HANDBOOK  FOR 
CONTINUING 


EDUCATORS 
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CLINICAL  BRIEF 


Ovarian  abscess  in  mid-trimester* 

Stephen  A.  Myers,  DO,  Denver,  Colorado;  Enrique  Benavides,  MD,  Laredo,  Texas; 

Dharam  P.  Alrenga,  MD,  and  Uwe  Freese,  MD,  Chicago,  Illinois 


Although  changing  patterns  in  sexual  behavior 
and  contraception  have  led  to  an  increase  in  the  rate 
of  severe  pelvic  infections,  ovarian  abscess  fortu- 
nately remains  uncommon.  Wilson  and  Black  report 
twelve  cases  of  ovarian  abscess  in  7 5,000  gynecologic 
admissions,  all  in  either  the  post-abortal  or  post- 
partum period  For  such  to  occur  in  mid -pregnancy  is 
rare;  only  four  cases  have  been  reported  in  the  litera- 
ture.^ A fifth  case  is  presented  with  the  discussion  of 
the  diagnostic  dilemma  and  considerations  of  possi- 
ble pathophysiologic  mechanisms. 

CASE  REPORT 

A 36  year  old  black  female,  G-4,  P-0-0-3-0,  presented  with  a 
chief  complaint  of  eleven  months  amenorrhea  and  lower 
abdominal  pain.  The  patient  had  normal  menses  every  30 
days  lasting  4-5  days  until  14  months  prior  to  admission.  At 
that  time,  she  was  seen  by  a gynecologist  with  two  months 
amenorrhea  and  told  she  was  pregnant,  jMssibly  with  twins. 
Two  months  later,  when  seen  for  vaginal  bleeding  after  a car 
accident,  she  was  told  she  was  not  pregnant.  She  had  one 
episode  of  spotting  four  weeks  later,  the  only  vaginal  bleed- 
ing for  eleven  months  prior  to  admission. 

The  pain  was  diffuse,  sharp,  non-radiating,  and  present 
for  one  week.  It  had  become  more  severe  in  the  preceding 
twelve  hours.  She  had  vomited  once  but  denied  any  other 
gastrointestinal  or  any  urinary  tract  symptoms.  Three 
weeks  prior  to  admission  she  had  been  treated  for  "infec- 
tions in  her  urine”  with  sulfisoxazole  and  metronidazole. 

She  had  two  prior  spontaneous  abortions  at  2-3  months 
gestation  with  curettage  after  each.  She  was  known  to  be 
hypertensive  but  took  no  medication . 

Admission  examination  showed  an  anxious  female  in 
moderate  distress,  reluctant  to  admit  to  any  illness.  Her 
blood  pressure  was  144/90,  pulse  90/min.,  respiration  22, 
temperature  99.2.  She  weighed  230  pounds.  The  abdomen 
was  distended.  There  appeared  to  be  a large  abdomino- 
pelvic  mass  with  questionable  rebound  pain  and  guarding. 
Bowel  sounds  were  hypoactive.  No  fetal  heart  tones  could  be 
heard.  External  genitalia,  vaginal  vault,  and  cervix  were 
normal.  On  bimanual  examination,  the  cervix  was  very 
tender  to  motion.  The  cul-de-sac  was  filled  with  a tender, 
round,  smooth,  regular,  semi-fixed  8 x 10  cm  mass  not  com- 
pletely distinguishable  from  the  uterus.  The  remainder  of 
the  physical  examination  was  unremarkable. 

Laboratory  data  showed  a positive  pregnancy  test,  Hct. 
37%,  WBC  8,000  with  differential  count  not  immediately 
available.  Urine  analysis  showed  granular  hyaline  casts 
and  no  WBC  or  bacteria.  Chest  X-ray  was  within  normal 
limits  and  X-ray  of  the  abdomen  was  interpreted  as  having 
no  fetus,  a distended  large  bowel,  and  a pelvic  mass. 

From  [he  [)epartmenls  of  Obstetrics  and  Gynecology  and  Pathology,  The  Chicago 
Medical  School/Cook  County  Hospital  For  reprints;  Stephen  A.  Myers,  DO,  Division  of 
ftrinacil  Medicine.  University  of  Colorado  Health  Sciences  Center,  42(H)  East  Ninth 
Avenue  - B- 199.  Denver.  Colorado H0262. 


Fig.  I.  A mid-line,  longitudinal  scan;  the  patient’s  head  is  to  the  left 
and  her  feet  to  theright.  Thefetal  thorax  andhead  are  seen  below  the 
uterine  wall  echo.  Note  the  multiple  vertical  acoustic  shadows  over- 
lying  the  fetus,  and  the  large  dark  area  posterior  to  thefetal  head. 

Real  time  ultrasound  was  performed.  A longitudinal  sec- 
tion demonstrated  a viable  intrauterine  pregnancy  of  ap- 
proximately 20  weeks  gestation  in  the  cephalic  presenta- 
tion.FHT’s  were  140. (see  Fig.  1) 

During  the  subsequent  16  hours  of  observation  the 
patient’s  condition  was  unchanged.  Differential  WBC 
showed  6 bands,  33  polymorphonuclear  cells,  6 eosinophiles, 
and  55  lymphocytes.  Two  hours  later  the  patient  spontane- 
ously expelled  a 340  gm  fetus  and  placenta  intact.  Her 
abdomen  immediately  became  less  distended  and  the  pain 
diminished.  Because  of  the  marked  improvement  and  un- 
certain diagnosis,  observation  was  continued.  However,  12 
hours  later  the  patient’s  condition  took  a sudden  turn  for  the 
worse.  She  developed  chest  pain  and  shortness  of  breath  and 
developed  accelerated  hypertension  with  blood  pressure 
250/140,  respiration  30,  pulse  110  and  temperature  99.6. 
Abdominal  examination  now  showed  marked  guarding 
with  rigidity  and  warranted  immediate  exploration.  Pelvic 
examination  disclosed  some  dark  blood  in  the  partially  di- 
lated cervix;  the  cul-de-sac  mass  was  unchanged.  The  uterus 
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could  not  be  definitely  outlined  because  of  the  pain.  Initial 
arterial  blood  gases  were  compatible  with  a large  shunt 
although  this  improved  markedly  with  oxygen  and  was 
attributed  to  atelectasis.  Central  and  arterial  lines  were 
placed  and  ampicillin,  gentamicin,  clindamycin,  and  nit- 
roprusside  were  begun . Once  the  patient  was  stabilized,  the 
exploratory  laparotomy  was  performed.  A leaking  abscess 
was  discovered  arising  from  the  right  adnexa.  The  remain- 
ing puerperal  pelvic  viscera  and  the  appendix  appeared 
secondarily  infected.  Because  the  origin  of  the  infection  was 
felt  to  be  the  uterus  and  because  subsequent  fertility  was 
not  important  to  the  patient,  hysterectomy,  bilateral 
salpingo-oophorectomy  and  appendectomy  was  performed. 

The  postoperative  course  was  unremarkable  and  the 
patient  wasdischarged  on  the  eleventh  postoperative  day  on 
alfa- methyl  dopa,  hydrochlorthiazide  and  a potassium  sup- 
plement. 

Cultures  of  the  abscess  grew  E-coli,  Bacteroides  fragilis 
and  peptostreptococcus.  Pathologic  examination  of  the 
specimen  revealed  a right  ovarian  abscess,  perisalpingitis,  a 
normal  uterus,  and  periappendicitis  (see  Fig.  2). 


Fig.  2.  Composite  microphotograph  of  fallopian  tubes  (right  at  top, 
left  at  bottom)  showing  delicate  muscosal  regae  and  absence  of 
inflammatory  changes  (hematoxylin  andeosin,  x4.5). 


Discussion 

The  coexistence  of  an  ovarian  abscess  and  mid- 
pregnancy is  associated  with  considerable  morbidity. 
Of  the  four  cases  previously  reported,  there  was  one 
maternal  death  prior  to  antibiotic  therapy,^  and  only 
one  surviving  infant.^  In  this  last  case,  reported  by 
Friedman  and  Bobrow,  the  patient  was  explored  at  28 
weeks  gestation  and  an  ovarian  abscess  was  re- 
moved. She  recovered  and  later  delivered  a live  in- 
fant at  term. 

Our  diagnostic  dilemma  and  subsequent  therapeu- 
tic delay  was  characterized  by  the  conflicting  data, 
not  unusual  in  patients  with  pelvic  infection  during 
pregnancy.  Initially,  the  patient’s  symptoms  were 
mild  and  the  laboratory  data  non-diagnostic.  The 
symptomatic  improvement  after  spontaneous  abor- 
tion obscurred  the  picture  and  delayed  definitive 
diagnosis  and  treatment.  It  is  not  uncommon  for  ab- 
dominal sepsis  to  cause  abortion. 

The  ultrasound  deserves  further  comment.  Dilated 
loops  of  bowel  throwing  acoustic  shadows  and  the 
edematous  omentum  overlying  the  uterus  made 
adequate  resolution  of  the  more  posterior  echoes 
nearly  impossible.  The  large  sonolucent  area  post- 
erior to  the  head  and  anterior  to  the  sacrum  was 
originally  interpreted  as  artifact.  In  fact,  this  was  the 
abscess  cavity. 

An  ovarian  abscess,  as  distinct  from  a tubo-ovarian 
abscess,  remains  a patho-physiologic  enigma.  Unlike 
abscesses  associated  with  infection  from  the  lower 
genital  tract,  only  conjecture  exists  about  possible 
etiology.  The  following  possible  mechanisms  have 
been  suggested  by  Hunt®;  hematogenous  spread, 
lymphatic  spread,  infection  in  a pre-existent  ovarian 
cyst,  or  flare  up  of  old  post  abortal  infection.  In  the 
present  case,  the  last  explanation  seems  unlikely 
since  the  patient  developed  her  symptoms  antepar- 
tum. The  microbiology  of  the  abscess  may  be  a clue. 
Other  than  bowel,  the  vagina  and  cervix  are  the  only 
possible  sources  of  such  an  innoculum.  We  suggest, 
therefore,  that  vascular  or  lymphatic  spread  of  cervi- 
cal organisms  could  have  accounted  for  the 
pathologic  state  in  this  patient.  Why  the  right  ovary 
was  primarily  affected  is  unknown. 

Only  with  great  hesitancy  is  the  diagnosis  of  pelvic 
infection  in  pregnancy  entertained,  although  cer- 
tainly this  can  occur.  Only  four  prior  times  has  the 
diagnosis  of  ovarian  abscesses  in  late  pregnancy  been 
made.  The  diagnosis  of  an  ovarian  abscess  is  almost 
always  an  operative  and  histologic  diagnosis.  It  is 
rarely,  if  ever,  diagnosed  pre-operatively.  To  occur  in 
mid -trimester,  in  the  absence  of  instrumentation  or 
predisposing  pelvic  or  gastrointestinal  pathology,  is 
truly  unusual.# 
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Emergency  Benevolent 
Fund 

The  purposes  of  the  Emergency  Benevolent  Fund 
as  well  as  the  mechanics  of  applying  for  use  of  the 
fund  are  widely  misunderstood.  This  fund  was  es- 
tablished in  1942  by  members  of  the  Colorado 
Medical  Society  Auxiliary  as  a means  of  providing 
for  immediate  temporary  financial  assistance  to  an 
auxiliary  spouse  and  minor  children,  an  individual 
orfamily  indire financial  need. 

The  income  derives  from  the  Auxiliary's  own 
accrued  interest  and  designated  gifts  which  are  re- 
ceived from  time  to  time.  Disbursal  is  at  the  discre- 
tion of  the  Emergency  Benevolent  Fund  Committee, 
composed  of  the  past  three  state  auxil iary 
presidents. 

All  requests  are  held  in  strict  confidence,  and 
applicants  are  identified  by  number  rather  than 
name.  Two  things  should  be  noted:  it  is  an  outright 
gift  and  not  a loan,  and  it  is  temporary  in  nature 
ratherthan  a long-term  matter. 

The  Fund  is  open  to  any  dues-paying  Auxiliary 
member.  Application  can  be  made  to  the  state 
committee  directly,  or  to  the  president  of  the  local 
medical  auxiliary  in  which  the  applicant  carries 
membership.  An  immediate  investigation  of  the  cir- 
cumstances of  the  family  is  carried  out,  and  assis- 
tance given  asquicklyas  possible. 

In  this  time  of  high  infl ationary  costs  and  some- 
times low-income  producing  situations  we  want  all 
Auxiliary  members  to  know  this  assistance  is  avail- 
able to  them,  should  the  need  arise.  Keep  in  mind 
that  a widowed  Auxiliary  member  in  good  standing 
can  apply  as  well  as  a family.  Since  county 
presidents  usually  know  their  members,  I would  ask 
them  to  be  aware  if  a need  for  helpexists. 

Jean  Twombly 
Chairman,  Emergency  Benevolent  Fund 


new 

rnernbas 


Southeastern:  Ivan  D.  Wrightand  Brian  P.  Massaro. 
Northeast:  Larry  G.  Stahl  and  James  W.  Ley. 

Pueblo:  Benjamin  A.  Gitterman. 

Otero:  Lairie  O.  Stabler,  Benton  F.  Murphy,  III  and 
John  W.  Dodson. 

Mesa:  Gary  L.  Snyder,  Bronwen  J.  Magraw  and 
Enno  F.  Heuscher. 

El  Paso:  Charles  E.  Stewart,  Constant  V.  Platz  and 
EmmettM.  Bentley. 

Mt.Sopris:  William  Bowman, Jr. 

Denver:  Robert  L.  Sain,  James  E.  Reeves,  Paida  K. 
Reddy,  BurleyJ.  Packwood,  Diane  Nugent,  Stephen 
S.  Nichalson,  Randall  D.  Miller,  Mary  T.  McEnary, 
James  A.  McArthur,  Stephen  A.  Mann,  Stephen 
Shealy,  Gerardo  Magallon,  Leighton  Larsson,  An- 
drew Lozano,  Jr.,  Lee  E.  Krauth,  Fredrick  Flanson, 
Jeffrey  B.  Fowler,  Michael  G.  Firth,  Dennis  Eicher, 
James  E.  Christman,  Diana  Funderbunk-Burns, 
Richard  E.  Albin and  ArlisM.  Adolf. 

Boulder:  Susan  M.  O'Brien,  James  A.  Davidson  and 
Frederick  B.  Danziger. 

Arapahoe:  Joshua  R.  Pushkin,  Joseph  M.  Long, 
Harry  FI.  Hill  and  Michael  Persoff. 

Adams-Aurora:  William  A.  Solomon. 

Boulder  County  Medical  Society:  Susan  M. 
O'Brien,  James  A.  Davidson  and  Frederick  B.  Dan- 
ziger. 

Arapahoe  County  Medical  Society:  Joshua  R. 
Pushkin,  Joseph  M.  Long,  Harry  H.  Hill  and  Michael 
Persoff. 

Adams-Aurora  Medical  Society:  William  A.  Sol- 
omon. 


Colorado  Medical  Society  Placement  Service 

As  a benefit  for  current  and  potential  members  of  the  Colorado  Med  ical  Society,  we 
now  offer  an  improved,  more  efficient  placement  service  for  those  physicians  seeking 
practice  opportunities  in  Colorado.  By  utilizing  a newly-programmed  computer  sys- 
tem timely  and  accurate  "matching"  of  opportunity  listings  and  physicians  seeking 
opportunities  in  Colorado  can  be  achieved.  To  arrive  at  maximum  exposure  of 
position  listingsand  applicants  registering  with  the  placement  office,  CMS  is  soliciting 
input  from  the  Colorado  Specialty  Societies  and  the  Governor's  Office  of  Rural  Health. 

To  maintain  current  and  accurate  listings  within  the  placement  service,  registrants 
desiring  to  list  an  opportunity  and  physicians  wishing  to  use  the  service  are  requested 
to  complete  specially  prepared  information  sheets,  which  can  be  obtained  from  the 
CMS  at  1 601  East  1 9th  Avenue,  Denver,  Colorado  80218,  or  by  telephoning  Sandy 
Wendt,  at  the  Society,  861-1221,  X267,  or  1-800-332-4150,  X267. 
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New  hooks  received  are  acknowledged  in  this  sec- 
tion and  such  acknowledgment  must  be  regarded  as 
sufficient  return  for  the  courtesy  of  the  sender.  Selec- 
tion will  be  made  for  review  in  the  interests  of  our 
readers  and  as  space  permits.  Books  are  listed  with 
advance  data  supplied  by  publishers.  Prices  quoted 
are  not  guaranteed.  For  further  information,  address 
queries  to  the  publishers.  Books  here  listed  are  avail- 
able for  lending  from  the  Denver  Medical  Society 
Library. 


CARDIOVASCULAR  SYSTEM 

Ambulatory  Electrocardiography,  Holter  Monitor  Electrocar- 
diography. New  York,  Springer-Verlag,  1979.  241  p.  $32.50, 
Coronary-Prone  Behavior.  Theodore  M.  Dembroski  and  others. 
New  York,  Springer-Verlag,  1978.  244  p.  $14.80. 

Diagnosis  and  Therapy  of  Coronary  Artery  Disease;  Peter  F. 
Cohn,  ed.  Boston,  Little,  Brown,  1979.  509  p.  $32.50. 

ECG  Arrhythmia  Interpretation:  Harold  A.  Braun.  Reston,  Va., 
Reston  Publishing,  1979,  312  p.  Gift. 

Exercise  Electrocardiography:  Edward  K.  Chung,  ed.  Baltimore, 
Williams  and  Wilkins,  1 979.  354  p.  $30.00. 

Principles  of  Clinical  Electrocardiography:  Mervin  J.  Goldman. 
1 0th  ed.  Los  Altos,  Calif.,  Lange,  1 979.  41 5 p,  $1 2.00. 

NERVOUS  SYSTEM 

Current  Practice  of  Clinical  Electroencephalography:  Donald 
W.  Klass  and  David  D.  Daly.  New  York,  Raven  Press,  1 979.  532 
p.  $37.00, 

Facial  Features  of  Neurologic  Syndromes:  Paul  R.  Dyken.  St. 
Louis,  Mosby,  1980.  449  p. 

The  Fiuman  Nervous  System;  An  Anatomic  Viewpoint;  Murray 
L.  Barr,  3rd  ed.  New  York,  Harper  and  Row,  1979.  339  p. 
$15.95. 

Management  of  Neurological  Disorders:  Bryan  Ashworth. 
Turnbridge  Wells,  England,  Pitman  Medical,  1977.  278  p. 
$15.00. 

Nervous  System  and  Hypertension:  Philippe  Meyer  and  Henri 
Schmitt,  ed.  New  York,  Wiley,  1979.  383  p.  $42.50. 

PSYCHIATRY 

Depression  in  Children  and  Adolescents:  Alfred  P.  French  and 
Irving  N.  Berlin,  ed.  New  York,  Human  Sciences  Press,  1979. 
298  p.  $18.95. 

Group  Psychotherapy:  Hugh  Mullan.  2nd  ed.  New  York,  Mac- 
millan, 1978,  418  p.  $17.95. 

Hysterical  Personality:  Mardi  J.  Horowitz.  New  York,  Aronson, 
1978.  441  p.  $17.50. 

Massachusetts  General  Hospital  Handbook  of  General  Hospital 
Psychiatry:  Thomas  P.  Hackettand  Ned  H.Cassem,ed.  St,  Louis, 
Mosby,  1978.  593  p.  $14.95. 

Outpatient  Psychiatry;  Aaron  Lazare,  ed.  Baltimore,  Williams 
and  Wilkins,  1979.  672  p.  $39,95. 

The  Psychopath:  William  H,  Reid,  ed.  New  York,  Brunner/ 
Mazel,  1978.  348  p,  $17.50. 

Psychosomatic  Disorders  in  Childhood:  Melitta  Sperling.  New 
York,  Jason  Aronson,  1 978,  41 5 p.  $20.00. 

Recovery  of  Reality;  Overcoming  Chemical  Dependency: 

George  A.  Mann.  New  York,  Harper  and  Row,  1979.  180  p. 
$8.95. 

Severe  and  Mild  Depression:  Silvano  Arieti.  New  York,  Basic 
Books,  Inc.,  1 978.  453  p.  $20.00. 


SURGERY 

Anesthesia  for  Infants  and  Children:  RobertM.  Smith.  4th  ed.  St. 

Louis,  Mosby,  1980.  702  p.  $25.00. 

The  Management  of  Trauma:  Walter  F.  Ballenger,  ed.  3rd  ed. 
Philadelphia,  Saunders,  1979.  849  p.  $45.00, 

Outpatient  Surgery:  George  |.  Hill.  2nd  ed.  Philadelphia,  Saun- 
ders, 1980.  1457  p.  $49.50, 

Outpatient  Surgery:  Richard  C.  Schultz.  Philadelphia,  Lea  and 
Febiger,  1979.  470  p.  $48.50. 

GYNECOLOGY 

Manual  of  Gynecologic  Endocrinology  and  Infertility:  AnneC. 
Wentz,  Baltimore,  Williams  and  Wilkins,  1979.  100  p.  $8.95. 

OBSTETRICS 

Maternal  Recognition  of  Pregnancy:  Symposium  on  maternal 
recognition  of  pregnancy,  London,  1978.  New  York  Excerpta 
Medica,  1979.  425  p.  Gift. 

PEDIATRICS 

Medical  Care  of  the  Sick  Newborn:  Sophie  Pierog.  2nd  ed.  St. 
Louis,  Mosby,  1976.  $19.50, 

OPHTHALMOLOGY 

Symposium  on  Cataracts;  Symposium  on  cataracts.  New  Or- 
leans, 1978.  St.  Louis,  Mosby,  1979.  436  p.  $42.50. 

HOSPITALS  AND  OTHER  HEALTH  FACILITIES 
Emergency  Department  Organization  and  Management:  Astor 
L.  Jenkins,  ed.  2nd  ed.  St.  Louis,  Mosby,  1 978.  333  p.  $21 .50. 
Hospital  Law  Manual,  Attorney's  Volume.  Germantown,  Md., 
Aspen  Systems  Health  Law  Center,  1979.  3 v.  $1 95.00. 
Planning  Guide  for  Physicians'  Medical  Facilities:  American 
Medical  Association.  3rd  ed.  Chicago,  AMA,  1 979.  39  p.  $3.00. 
Prospective  Rate  Setting:  William  L.  Dowling.  Germantown, 
Md.,  Aspen,  1977.  1 59  p.  Gift. 

Two  Component  Societies  Join 
Communications  Effort 

The  Denver  Medical  Society  and  the  Clear  Creek 
Valley  Medical  Society  have  entered  into  a joint 
endeavor  in  cooperation  with  KLAK  and  its  FM 
affiliate,  KPPL,  to  present  a radio  program  "Speak- 
ing of  Medicine"  intheDenverarea.  Each  society  is 
providing  a half-hour  program,  alternating  on  Sun- 
day nights  at  10:30  p.m.  Programs  began  on  March 
2 and  a commitment  has  been  made  for  26  weeks. 

Some  of  the  early  subjects  covered  are  Medical 
Indigency,  Family  Practice,  Home  Health  Care, 
Child  Abuse  and  Mental  Health.  The  recording  is 
being  done  with  the  help  of  the  CMS  Communica- 
tions Department,  and  completed  cassettes  are  de- 
livered to  the  radio  station  by  the  societies. 

Another  communications  effort  being  under- 
taken by  the  Denver  Medical  Society  is  a feature 
column  in  The  Denver  Post.  Plans  for  such  a col- 
umn have  been  under  discussion  with  The  Denver 
Post  for  an  extended  period  of  time.  The  Society  has 
arranged  for  the  assistance  of  Mr.  Herb  Stoenner, 
well-known  Denver  Post  staff  writer  who  is  now 
semi -retired,  to  assist  in  the  preparation  of  the  col- 
umns for  publication. 

This  series  of  columns  will  provide  a forum  for  the 
Society  to  discuss  many  of  the  medical  issues  being 
given  current  press  coverage,  and  to  express  its 
views  about  health  matters  and  the  future  of  health 
care.  The  frequency  of  the  columns  has  not  been 
determined  at  this  time. 
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The  Workings  of  MEDLINE 


Accidentally  or  intentionally,  barbiturates  have 
been  swallowed  with  a gulp  of  wine.  Death  has 
resulted,  but  what  was  the  interaction  of  the  syner- 
gistic combination?  The  specifics  of  the  chemical 
interaction  need  to  be  established  at  post-mortem. 

What  does  the  doctor  do? 

Wisdom  and  familiarity  should  lead  him  to  call 
the  Denver  Medical  Society  Library,  and  in  consul- 
tation with  its  reference  I ibrarian  Martha  Burroughs 
to  use  MEDLINE.  Within  ten  minutes,  this  on-line 
system  turns  up  the  needed  references  to  resolve 
this  medical  crisis. 

Or  a physician  is  asked  to  testify  in  court  in  a 
child-abuse  case,  needing  to  respond  to  questions 
regarding  the  determination  of  the  exact  cause  of  a 
bruise  on  a child. 

Again,  MEDLINE,  a computerized  literature  re- 
trieval service,  directly  linked  to  the  National  Li- 
brary of  Medicine  at  Bethesda,  serves  as  the  data 
base. 

Determination  of  MEDLINE  use  lies  largely  in  the 
area  of  patient  care,  but  there  is,  as  well,  much 
usage  by  doctors  preparing  papers  for  delivery  and 
publication.  MEDLINE  is  both  tool  and  method, 
using  a controlled  vocabulary  which  draws  on 
materials  gathered  during  the  past  two  years  - 1 978 
and  1 979  to  date. 

Another  distinct  program,  also  a computerized 
literature  retrieval  service,  drawing  on  a compar- 
able data  base,  is  TOXLINE  which  gathers  together 
information  indexed  since  1974  regarding  toxicity 
in  both  humans  and  animals.  It  functions  out  of  a 
natural  language  data  base,  with  Keywords  estab- 
lished to  select  materials. 

Actually,  the  question  regarding  the  barbiturates 
and  liquor  was  posed  to  both  MEDLINE  and  TOX- 
LINE, and  It  was  the  latter  service  which  provided 
the  essential  information. 

MEDLINE  is  a computerized  version  of  the  Index 
Medicus,  standard  reference  guide  to  medical  arti- 
cles, published  since  1 879.  The  entire  system  with 
its  multiple  elements  is  called  MEDLARS,  a regis- 
tered acronym  for  Medical  Literature  Analysis  and 
Retrieval  System. 

Martha  Burroughs  is  responsible  for  running 
these  searches.  She  is  computer-trained,  and  runs  a 
keyboard  in  the  library  which  is  connected  by  tele- 
phone to  IBM  370-158  computers  at  the  National 
Library  of  Medicine  at  Bethesda,  where  the  simple 
requests  are  received  and  materials  gathered  for 
response. 

The  Boolean  system  in  use  means  that  basically, 
logical  operators  are  utilized  to  combine  search 
terms  according  to  the  logic  of  Boolean  algebra, 
and  they  can  best  be  explained  by  means  of  sample 
search  statements. 


This  might  mean  that  a search  for  information  on 
allergic  reactions  to  IV  glucose  would  commence 
with  the  statement  “corn  or  glucose,"  suggesting 
that  corn  in  the  solution  may  be  creating  an  allergic 
reaction. 

A second  statement  would  be  “I  and  EHypersensi- 
tivity,"  the  latter  the  preferred  term  for  allergy. 

In  the  course  of  the  numerous  demonstrations 
that  Martha  has  presented,  a number  of  matters 
have  been  stressed. 

It  is  interesting  that  the  computer  with  which 
Martha  is  connecting  is  located  not  in  Denver  or 
Boulder  but  in  Bethesda,  Maryland,  at  the  National 
Library  of  Medicine. 

The  speed  of  response  is  vital  to  those  seeking 
information.  On-line  portions  of  the  data  base  are 
answered  completely,  within  ten  minutes,  or  less. 

CRT  or  Cathode  Ray  Tube  screens  are  used  at 
demonstrations  but  not  in  actual  usage.  The  original 
is  typed  by  computer  input  and  mailed  or  picked  up 
by  the  ordering  doctor. 

Those  online  responses  contain  a limit  of  30 
references,  and  the  balance  would  be  mailed  to  the 
DMS  Library  for  relaying  on  to  the  ordering  doctor. 

Allen  Young 
Assistant  Editor 


AMA  Plans  CME  Meeting  for  San 
Francisco 

The  American  Medical  Association  has  or- 
ganized a series  of  fifteen  Continuing  Medical  Edu- 
cation courses,  designed  expressly  for  the  cl  inician, 
which  will  take  place  on  Eriday  through  Sunday, 
June  1 3 through  1 5 at  the  EHyatt  Union  Square,  San 
Francisco. 

Co-sponsored  by  the  University  of  California  at 
San  Francisco  School  of  Medicine  and  the  Califor- 
nia Medical  Association,  it  will  present  courses  in 
depth  in  fields  of  general  significance  with  a stress 
on  the  specialty  and  the  depth.  These  courses  will 
meet  the  criteria  for  Category  I on  an  hour-for-hour 
basis  for  the  Physicians  Recognition  Award  of  the 
AMA. 

For  further  information  write  The  Continuing 
Medical  Education  Group,  American  Medical 
Association,  535  North  Dearborn  Street,  Chicago, 
Illinois  6061  0. 
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Weekly  meetings  continue  as  amended  bills  are 
reviewed  and  plans  are  being  made  for  the  legisla- 
tive seminar  in  Vail  at  the  end  of  May.  CMS  staff 
assigned  to  other  councils  have  been  attending  the 
meetings,  as  has  the  specialty  societies'  staff  person. 
This  is  an  attempt  to  better  coordinate  the  lobbying 
efforts. 

The  relationship  between  COMPAC  and  the 
Council  on  Legislation  has  been  discussed,  and 
assembled  voting  records  will  be  an  important  part 
of  COMPAC  decisions. 

Careful  records  were  kept  on  votes  in  the  House 
of  Representatives  concerning  the  addition  of  chi- 
ropractors, optometrists,  and  podiatrists  to  the 
medically  indigent  insurance  bills.  Keymen  were 
notified  and  said  the  "thank  you"  orthe  "why?" 


LEGISLATIVE  UPDATE 

Air  Pollution:  Four  of  the  original  eight  auto  emis- 
sions control  bills  remain  alive  with  some  combi- 
nation necessary  if  Colorado  is  to  comply  with  fed- 
eral regulations.  The  legislature  recessed  for  one 
week  in  mid-March  while  several  ad  hoc  commit- 
tees worked  on  specific  bills  that  were  lagging  be- 
hind the  rest  of  the  legislative  process.  Air  pollution 
was  one  of  those. 


Arthritis:  The  bill  establishing  an  arthritis  educa- 
tional outreach  program  under  the  health  depart- 
ment and  providing  for  a fellowship  in  rheumatic 
diseases  at  the  medical  school  was  killed  on  the 
House  floor  on  February  2 1st. 

Certificate  of  Need:  Both  certificate  of  need  bills  are 
moving  through  the  Senate,  having  been  passed  by 
the  House.  Colorado  Medical  Society  has  amended 
them  inordertoanswer  some  fears. 

Child  Abuse:  The  six  child  abuse  bills  continue  to 
move  and  are  supported  by  CMS. 

Medically  Indigent  Insurance:  The  four  bills  ad- 
dressing this  subject  remain  alive  but  are  rewritten 
regularly.  The  health  insurance  industry  opposes 
parts  of  them;  the  uncertainty  of  the  price  tag 
frightens  many;  a pilot  program  begins  to  look  ap- 
pealing. 

Physician  Salaries:  The  bill  increasing  the 
maximum  salaries  of  physicians  in  the  state  person- 
nel system  remains  alive  and  well.  The  maximum 
would  be  $64,450. 

The  status  of  legislation  regarding  Cost  Contain- 
ment, Emergency  Medicine,  the  Nurse  Practice  Bill, 
and  Parking  for  Handicapped  remains  unchanged 
sincetheMarch  report. 


New  CMS  Service  for  Members: 
File  for  CME  Records 


As  a service  to  members,  the  Council  on  Profes- 
sional Education  of  the  Colorado  Medical  Society 
will  soon  be  distributing  a personal  continuing 
medical  education  record  file  to  help  physicians 
keep  track  of  their  CME  hours.  This  will  aid  at 
relicensure  time  and  in  applying  for  the  American 
Medical  Association's  Physician's  Recognition 
Awards. 

The  personal  file  will  consist  of  two  manila  fold- 
ers stitched  together,  tabbed  for  easy  access  in  a 
standard  file  drawer,  printed  with  basic,  important 
CME  information.  The  file  will  serve  as  a reminder 
of  the  Board  of  Medical  Examiners  new  require- 
ments regarding  CME;  the  file  will  have  pockets  for 
saving  certificates  of  attendance  of  CME  programs; 


the  file  will  come  with  padded  attendance  forms 
that  need  only  be  filled  in  and  dropped  into  the 
applicable  pocket.  Finally,  the  file  will  have  a sec- 
tion for  saving  information  concerning  up-coming 
CMEeventsorothergeneral  information.  Attheend 
of  the  year,  the  physician  will  simply  use  the  ac- 
cumulated record  sheets  to  complete  the  license 
renewal  form. 

The  file  folders  will  be  distributed  approximately 
May  1 St,  in  a special  mailing  to  all  Colorado  Medi- 
cal Society  members.  This  method  of  yearly  tabula- 
tion has  been  used  in  other  applications  for  relicen- 
sure, and  has  been  found  most  helpful.  Watch  for 
the  file  to  be  sent  to  your  office. 
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HOUSE  "OF  DELEGATES  ACTIONS 


Colorado  Medical  Society 


INTERIM  SESSION 


February  29  — March  2,  1980 


The  House  of  Delegates  held  two  meetings  during  the  1980  Winter  Clinics. 

Actions  resulting  from  those  meetings  are  outlined  below.  If  any  member  of  the 
Society  has  additional  questions  about  any  action,  he  should  feel  free  to  contact 
the  state  Society  Executive  Office  which  maintains  a complete  Handbook  of  actions 
as  approved  by  the  House.  This  condensed  transcript  wf'll  serve  as  the  official 
publication  of  the  Actions  of  the  House.  We  urge  each  member  to  attend  component 

society  meetings  at  which  time  these  Actions  are  scheduled  to  be  reviewed.  Copies 

of  reports  and  resolutions  as  adopted  are  available  from  the  state  Society  upon 
request . 

Speaker,  Richard  Bedell,  M.D.,  called  the  House  to  order  at  9:00  a.m., 

February  29*  The  Rabbi  Earl  Stone  delivered  the  invocation.  President  Ray  Witham 

led  the  House  in  the  Pledge  of  Allegiance  to  the  Flag.  The  Chairman  of  the  Com- 

mittee on  Constitution,  By-Laws  and  Credentials  announced  that  a quorum  was  pres- 
ent and  the  Speaker  declared  the  House  was  ready  for  business.  The  minutes  of 
the  1979  Annual  Session  were  approved  as  printed  in  the  October  issue  of  COLORADO 
MEDICINE.  Attendance  at  the  first  meeting  of  the  House  on  February  29  was  recorded 
at  139. 

Speaker  Bedell  announced  the  House  would  operate  under  the  Sturgis  Standard 

Code  of  Parliamentary  Procedures.  Dr.  Joseph  Kovarik  served  as  Pari imentar ian. 

Dr.  Ray  V/itham,  President,  addressed  the  House.  (Dr.  Witham's  remarks  were 

referred  to  the  Reference  Committee  on  Board  of  Trustees  and  Executive  Office 
except  for  Page  3,  Lines  1-24,  which  was  referred  to  the  Reference  Committee  on 
Scientific  Education.) 

The  House  heard  remarks  from  Governor  Richard  Lamm;  Mr.  R.  G.  Bowman, 

Executive  Vice  President  of  CMS;  Senator  Harvey  Phelps  (referred  to  Reference 
Committee  on  Legislation);  Mrs.  Betsy  Becker,  President  of  the  Colorado  Medical 
Society  Auxiliary;  and  Mrs.  Lynn  Painter,  CMS  Auxiliary  Health  Power  Project 
Cha i rman . 

The  House  received  the  following  late  reports  and  referred  them  to  the 

Reference  Committee  indicated:  LM/BT-2  and  Addenda  1 and  2 - Colorado  Medical 

Society  Policy  Regarding  Physician's  Assistants  (Referred  to  Reference  Committee 
on  Interprofessional  Relations);  LM/BT-3  - Supplemental  Report  (Referred  to 
Reference  Committee  on  Board  of  Trustees  and  Executive  Office);  LM/EVP-1  - Progress 
Report,  Executive  Vice  President  (Referred  to  Reference  Committee  on  Board  of 
Trustees  and  Executive  Office);  L/L-2  - Supplemental  Report,  Council  on  Legis- 
lation and  Addendum  1 (Referred  to  Reference  Committee  on  Legislation);  LM/MS-2 
and  Addenda  1,  2,  and  3 ~ Progress  Report  of  Emergency  Medical  Care  Committee 
Hospital  Emergency  Department  Categorization  (Referred  to  Reference  Committee  on 
Medical  Service.) 
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Accepted  the  following  late  resolutions  and  referred  them  to  the  Reference 

Committee  indicated:  LM/RES-6  - Statement  and  Recommendations  Regarding  Care  of 

Medically  Indigent  Maternal  and  Newborn  Patients  (Reference  Committee  on  Socio- 
Econmics);  LM/RES-7  ~ Testimony  and  Representation  by  Special  Committee  for 
Negotiations  (Reference  Committee  on  Board  of  Trustees  and  Executive  Office); 

L/RES-9  “ Hartford's  Premium  Scale  for  Part-time  Physicians  (Reference  Committee 
on  Board  of  Trustees  and  Executive  Office);  L/RES-10  - Immunity  of  Component 
Society  Grievance  Committees  (Reference  Committee  on  Board  of  Trustees  and  Execu- 
tive Of f i ce) . 

Referred  HB/RES-1  - Alternating  Place  of  Annual  Session  - to  the  Nominating 

Commi ttee. 

LM/RES-8  - COMPAC  Support  by  the  Colorado  Medical  Society  - was  withdrawn. 

Elected  to  the  Nominating  Committee:  District  I - Robert  Hartley,  M.D.,  V/eld; 

District  II  - Anthony  Palmier! , M.D.,  Adams  County-Aurora;  Frank  Sargent,  M.D., 
Arapahoe;  Alan  Stormo,  M.D.,  Boulder;  Stanley  Sontag,  M. D, , Clear  Creek  Valley; 
Edward  Rhodes,  M.D.,  Denver;  District  III  - Joseph  Pollard,  M.D.,  El  Paso; 

District  IV  - Robert  Dingle,  M.D.,  Pueblo;  District  V - Kenneth  Nelson,  M.D.,  Mesa. 

Attendance  at  the  second  meetinci  of  the  House  was  recorded  at  lAO. 

REFERENCE  COMMITTEE  ON  BOARD  OF  TRUSTEES 
AND  EXECUTIVE  OFFICE 

HB/BT-1  - Progress  Report,  Board  of  Trustees  was  approved  with  an  amendment 

on  Page  2,  deleting  the  sentence  on  lines  39~^0,  substituting  it  with,  "Both 
bodies  will  continue  the  function  of  accrediting  inter  and  intra  state  CME  programs. 
Report  contains  a digest  of  actions  taken  by  the  Board  of  Trustees  since  the 
Annual  Session  as  well  as  a report  on  the  activities  of  the  Public  Information 
Committee,  Professional  Liability  Review  Committee  and  Committee  on  Physician 
Health  and  Rehabilitation. 

LM/BT-3  “ Supplemental  Report,  Board  of  Trustees  was  approved . Contains  a 

report  on  the  activities  of  the  Risk  Management  Committee,  Special  Committee  for 
Negotiations  and  Task  Force  to  Study  Grievance  Mechanism. 

LM/EVP-1  - Progress  Report,  Executive  Vice  President  was  f i led.  Notes  that 

the  Rocky  Mountain  Medical  Journal  was  discontinued  in  December  and  Col orado 
Med i ci ne  was  inaugurated  as  a magazine  of  medical  information,  news  and  clinical 
briefs.  Reports  on  staff  activities  in  addition  to  some  positions  taken  by  the 
Board  of  Trustees  regarding  Board/staff  relationships,  V/estern  Physicians  Purchasing 
Association,  membership,  financial  situation  of  the  Society  and  the  Professional 
Liability  Insurance  Program. 

HB/JC-1  - Progress  Report,  Judicial  Council  and  HB/GC-1  - Progress  Report, 

Grievance  Committee  were  approved  with  the  recommendation  that  the  Constitution, 
By-Laws  and  Credentials  Committee,  In  concert  with  the  Organizational  Study 
Committee,  review  Colorado  Medical  Society's  By-Laws  and  recommend  any  necessary 
changes  at  the  Annual  Session  in  1980  relating  to  organizational  structure  and 
duties  and  responsibilities  of  all  administrative  components  of  the  Colorado 
Medical  Society,  most  specifically  administrative  councils,  committees  and  the 
Board  of  Trustees,  as  well  as  the  House  of  Delegates. 


HB/AMA-1  - Report  of  the  1979  AMA  Clinical  Meeting  was  filed.  Report  contains 

a summary  of  the  major  actions  taken  by  the  AMA  House  of  Delegates  at  its  Interim 
Meet i ng  in  Hawa i i . 

HB/FA-1  - Progress  Report,  Colorado  Medical  Foundation  was  filed. 

HB/HIST-1  - Progress  Report,  Historian  was  filed.  Reports  on  continuing 

efforts  of  the  Archives  Committee  in  the  area  of  record  retention. 

HB/RES-5  “ SCHEDULING  OF  MEETINGS  was  not  adopted,  the  House  recommended 

that  leadership  and  staff  continue  attempts  to  avoid  any  conflict  of  scheduling 
Board  of  Trustees  and  administrative  council  meetings  with  scheduled  meetings 
of  component  societies. 

LM/RES-7  - TESTIMONY  AND  REPRESENTATION  BY  SPECIAL  COMMITTEE  FOR  NEGOTIATIONS 

was  adopted  as  amended.  Lines  10  through  12,  1^  through  l8  and  22  through  23 
were  deleted. 

RESOLVED,  that  the  Special  Committee  for  Negotiations  represent  all  segments 
of  the  Colorado  Medical  Society  fairly  and  without  prejudice. 

Substitute  Resolution  - HARTFORD'S  PREMIUM  SCALE  FOR  PART-TIME  PHYSICIANS 

was  adopted . 

RESOLVED,  that  the  matter  be  referred  to  the  Risk  Management  Committee  of 
the  Colorado  Medical  Society: 

(1)  for  further  study  of  the  actuarial  facts  dictating  this  policy; 

(2)  for  recommendations,  if  any,  for  solution  to  the  problem  presented,  and 
(3j  for  a report  as  a part  of  the  annual  Risk  Management  Committee  report 

at  the  Annual  Session  in  I98O. 

Substitute  Resolution  10-A  - IMMUNITY  OF  COMPONENT  SOCIETY  GRIEVANCE  COMMITTEES 

was  adopted . 

RESOLVED,  that  the  House  of  Delegates  direct  the  Board  of  Trustees  to 
investigate  and  carry  out  the  most  appropriate  means  to  secure  adequate  immunity 
for  grievance  committees  of  the  component  societies  of  the  Colorado  Medical  Society. 

Report  to  the  House  of  Delegates,  Ray  G.  Witham,  M.D.,  President,  was  f i led, 

(except  for  Page  3,  Lines  1 -2A  referred  to  Reference  Committee  on  Scientific 
Educat ion) . 


REFERENCE  COMMITTEE  ON  INTERPROFESSIONAL  RELATIONS 

LM/BT-2  - Colorado  Medical  Society  Policy  Regarding  Physician's  Assistants 

and  Addendum  No.  1 - Guidelines  for  Physcians  Employing  Physician's  Assistants, 
and  Addendum  No.  2 - Rules  and  Regulations  Pertaining  to  the  Supervision  and 
Direction  of  Non-physician  Health  Care  Providers  were  approved  with  amendments 
to  Addendum  No.  2. 


The  amendments  to  Addendum  No.  2 are  as  follows: 
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On  Page  5,  Section  d.,  the  following  deletions  and  additions  were  made: 

d.  The  licensed  physician  must  provide  adequate  supervision  of-the 
performance-of-de+egated-medtca+-servtcesT  AS  DEFINED  IN  THE  1975  COLORADO 
MEDICAL  SOCIETY  GUIDELINES  FOR  PHYSICIANS  EMPLOYING  PHYSICIAN’S  ASSISTANTS 
(LM/BT-2,  Addendum  No.  Page  No"!  57"^ 

"SUPERVISION  - RELATES  TO  THE  DEGREE  OF  PERSONAL  GUIDANCE  PROVIDED  BY  THE 
RESPONSIBLE  PHYSICIAN.  THE  MEDICAL  PRACTICE  ACT  STATES:  'THE  RENDERING  OF 

SERVICES  UNDER  THE  PERSONAL  AND  RESPONSIBLE  DIRECTION  AND  SUPERVISION  OF  A 
PERSON  LICENSED  UNDER  THE  LAWS  OF  THIS  STATE  TO  PRACTICE  MEDICINE'  SHALL  NOT 
BE  CONSIDERED  THE  PRACTICE  OF  MEDICINE. 

"A.  DIRECT  SUPERVISION  - THE  EMPLOYING  OR  RESPONSIBILE  PHYSICIAN  MUST 
BE  AVAILABLE  TO  HIS  ASSISTANT  IN  PERSON  OR  WITHIN  THE  SAME  OFFICE  OR  HOSPITAL. 

THIS  IMPLIES  ONGOING  COMMUNICATIONS  BETWEEN  THE  PHYSICIAN'S  ASSISTANT  AND  THE 
PHYSICIAN. 

"B.  INDIRECT  SUPERVISION  - THE  EMPLOYING  OR  RESPONSIBLE  PHYSICIAN,  ALTHOUGH 
NOT  IMMEDIATELY  AVAILABLE  TO  THE  ASSISTANT,  MUST  HAVE  A PRE-ARRANGED  PLAN  OF 
ACTIVITY  OR  TREATMENT  FOR  THE  SPECIFIC  PATIENT  PROBLEM  WHICH  THE  ASSISTANT  MAY 
CARRY  OUT  IN  THE  ABSENCE  OF  ANY  COMPLICATING  FEATURES  AND  BE  IMMEDIATELY  AVAIL- 
ABLE BY  TELEPHONE  OK  OTHER  ELECTRONIC  MEANS. 

"IF  THE  EMPLOYING  OR  RESPONSIBLE  PHYSICIAN  IS  UNABLE  TO  DIRECTLY  OR  IN- 
DIRECTLY SUPERVISE  THE  ACTIVITIES  OF  HIS  ASSISTANT,  HE  MUST  MAKE  ARRANGEMENTS 
FOR  ANOTHER  PR+MARY-6ARE  PHYSICIAN  OF  APPROPRIATE  TRAINING  TO  ASSUME  THE  RESPON- 
SIBILITY FOR  THIS  SUPERVISION  OR  TEMPORARILY  SUSPEND  THE  PRACTICE  ACTIVITIES  OF 
HIS  ASSISTANT. 

"TO  QUALIFY  AS  A PROPER  SUBSTITUTE,  THE  PHYSICIAN  MUST  BE  FAMILIAR  WITH 
THESE  GUIDELINES  AND  WITH  THE  TRAINING,  CAPABILITIES,  AND  LIMITATIONS  OF  THE 
PARTICULAR  PHYSICIAN'S  ASSISTANT  AND  BE  WILLING  TO  ASSUME  ETHICAL  AND  LEGAL 
RESPONSIBILITY  FOR  DIRECTION  OF  THE  ASSISTANT'S  ACTIVITIES  AND  CARE  OF  THE 
PATIENTS  HE  SEES."  Supervision  is  intended  to  assure  that  the  directions  given 
are  carried  out  properly.  Sapervtston-may- tnc+ade-censtant-over-the-shoci+der 
TnspectTon-of- the-perf ormance-of- the-med tea +-servtces7 -after- the-f act- revtew 
throagh-vtewf  ng- the- pat  ten  t-op -hr  s -chart -or- confer  rtptg-wtth- the-non-physfef  an 
heaf th-ca re- provtder -render tng- the- de+egated-medfcaf-servtcesr  "In  determining 
whether  such  supervision  is  adequate,  under  the  circumstances  of  each  case, 
the  licensed  physician  and  the  Board  shall  consider  the  following  factors:  ...." 

On  Page  6,  the  final  sentence  of  Section  d.  was  amended  as  follows: 

"Finally,  the  licensed  physician  must  review  the  quality  of  medical  services 
rendered  IN  REMOTE  SITES  by  such  non-physician  health  care  providers  by  over-the- 
shoulder,  on-site  inspection  AND  COUNTERSIGNATURE  OF  THE  NON-PHYSICIAN  HEALTH 
CARE  PROVIDER'S  NOTES  at  intervals  of  no  longer  than  seven  days  AND  DAILY  IF 
POSSIBLE  to  assure  compliance  with  the  licensed  physician's  directions." 

On  Page  6,  Section  e. , Item  1 a.  was  amended  as  follows: 

• "(a)  each  and  every  prescription  and  refill  shall  be  entered  on  the  patient's 
chart  and  countersigned  by  the  supervising  physician  within  one  week  AND  WITH 
DAILY  SUPERVISION  IF  POSSIBLE.  The  pharmacy  providing  the  medication  should  be 
identified  if  possible." 
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The  recommendation  to  amend  Page  7,  Section  e.,  I tern  1 d.  was  defeated. 

The  House  referred  to  the  Board  of  Trustees  for  appropriate  action  the 
recommendation  that  future  Co  orado  Medical  Society  policy  be  to  continue 
developing  a program  towards  definition  or  certification  Of  physician's  assistants 
(P.A.j  according  to  the  qualifications  of  a generic  P.A.  defined  in  Addendum  No.  1 , 
Page  1 . 

HB/IPR-1  - Progress  Report,  Council  Interprofessional  Relations  and  Addendum 

No.  1 - Letter  to  Hearing  Clerk,  Food  and  Drug  Administration,  and  Addendum  No.  2 - 
Goals  and  Objectives  of  Council  on  Interprofessional  Relations  were  approved . 

The  House  approved  a recommendation  that  a letter  of  appreciation  be  sent  to  U.S. 
Representative  Patricia  Schroeder  for  her  interest  in  the  Drug  Reform  Act  of  1979- 
Report  summarizes  activities  of  the  Council  --  future  emphasis  of  the  Council 
should  be  development  of  a more  meaningful  liaison  with  other  voluntary  organizations 


REFERENCE  COMMITTEE  ON  LEGISLATION 

HB/L-1  - Progress  Report,  Council  on  Legislation  was  approved . Report 

summarizes  the  Council's  activities.  Emphasis  is  being  placed  on  communication 
with  the  membership  and  providing  information  about  the  importance  of  their 
political  involvement  at  all  levels  of  government;  this  effort  is  evidenced  by 
broadening  the  KeyMan  program  to  include  contact  persons  for  health  related  boards 
and  committees;  a legislative  seminar  for  state  lawmakers  and  CMS  membership; 
opportunities  for  component  societies  to  spend  a day  at  the  capitol  during  the 
1980  session  and  meet  their  senators  and  representatives;  and  presentations  by 
Council  members  and  staff  at  component  society  meetings. 

HB/L-1,  Addendum  No.  1 - Priorities  Regarding  CMS  Goals  and  Objectives  was 

approved  with  the  recommendation  that  Priority  #1  be  deleted  on  the  basis  that 
it  was  not  an  appropriate  activity  for  the  Council  on  Legislation.  A recommenda- 
tion to  refer  Priority  #6  back  to  the  Council  on  Legislation  for  revision  was 
defeated . 

L/L-2  - Supplemental  Report,  Council  on  Legislation  was  approved . Council 

encourages  the  membership  to  use  the  Legislative  Hotline  to  keep  abreast  of 
current  legislation  being  followed  by  the  Council  on  Legislation. 

L/L-2  - CMS  Legislative  Report  was  approved . 

HB/RES-2  - RECOMMENDATION  REGARDING  SALARY  FOR  PHYSICIANS  EMPLOYED  BY  THE 

STATE  OF  COLORADO  was  adopted . 

RESOLVED,  that  the  Colorado  Medical  Society  support  legislation  which  changes 
the  1972  ceiling  on  salaries  for  physicians  employed  by  the  State  of  Colorado 
from  $38,724.00  to  an  amount  not  to  exceed  $64,464.00,  in  compliance  with  the 
current  recommendation  of  the  Colorado  State  Department  of  Personnel. 

Address  of  Senator  Harvey  V/.  Phelps  was  filed. 
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REFERENCE  COMMITTEE  ON  MEDICAL  SERVICE 

HB/MS- 1 - Progress  Report,  Council  on  Medical  Service  was  approved . Report 

contains  a digest  of  Council  and  Committee  activities.  Notes  the  Committee  on 
Medical  Manpower's  involvement  in  the  Manpower  Consortium  and  the  recommendation 
that  partial  financial  support  for  this  Consortium  be  placed  in  high  priority  for 
the  next  fiscal  year  in  the  Society's  budget,  and  that  staff  in-kind  activity 
will  be  important  in  the  area  of  public  relations;  the  committee  has  also  begun 
working  on  a brochure  on  behalf  of  the  Society  for  rural  physician  recruitment; 
methods  of  improving  specialty  consultation  in  rural  areas  of  Colorado  has  also 
been  discussed  by  the  committee.  The  Committee  on  Medical  Care  in  Correctional 
Institutions  reports  that  the  Board  of  Trustees  approved  the  Society's  participa- 
tion in  the  American  Medical  Association/Law  Enforcement  Assistance  Association 
Jail  Project  Grant.  The  Rural  Health  Committee  reports  that  it  is  working  toward 
the  development  of  a Model  Rural  Family  Practice  Clinic  in  Glenwood  Springs. 

LM/MS-2  - Progress  Report  of  Emergency  Medical  Care  Committee  Hospital 

Emergency  Department  Categorization  was  filed. 


LM/MS-2,  Addendum  No.  1 - Emergency  Department  Categorization  Report  was 

filed  with  the  following  changes : On  page  17,  the  sentence  beginning  on  line  37 

through  line  39  was  deleted,  "The  presence  of  a separate  Kaiser  emergency  facility 
with  inadequate  equipment  and  staff  should  be  discouraged." 

A recommendation  to  include  the  definition  of  "resource  hospital"  from  the 
Council  on  Medical  Service  was  approved . 

The  Reference  Committee's  recommendation  to  delete  the  sentence  beginning 
on  line  Al  through  43,  page  IIB,  was  defeated . 

LM/MS-2  - Addendum  No.  2 - Criteria  Used  By  Categorization  Team  was  f i led. 


LM/MS-2  - Addendum  No.  3 ~ Proposed  Criteria  for  Cardiac  Emergencies, 

Emergency  Services  and  General  Trauma  was  approved . 


REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 

HB/PH-l  - Progress  Report,  Council  on  Public  Health  was  approved  with  the 

recommendat i on  that  the  Council  Chairman  contact  the  chairmen  of  inactive  com- 
mittees to  see  if  they  would  be  willing  to  continue  their  efforts,  and  serious 
thought  be  given  by  Colorado  Medical  Society  officers  and  the  Council  to  delete, 
combine  or  initiate  new  committees  to  better  meet  the  issues  of  Colorado  Medical 
Society  in  the  bO ' s . Report  contains  a summary  of  Council  and  Committee  activities 
The  Council  continues  to  monitor  bills  before  the  state  legislature  concerning 
the  safe  transport,  storage  and  disposal  of  hazardous  waste.  Council  will  be 
addressing  projects  under  Priority  #1,  Objective  II,  Health  Improvement. 


REFERENCE  COMMITTEE  ON  SCIENTIFIC  EDUCATION 

HB/PR.ED.-l  - Progress  Report,  Council  on  Professional  Education  was  approved 

with  the  deletion  of  all  underscored  lines  7 through  10  on  page  1 and  deletion 
of  lines  20  through  22,  page  2,  substituting  the  following  sentence  for  both: 
"Investigate  current  and  projected  applications  of  electronic  data  processing 


based  information  and  communications  systems  and  sponsor  programs  to  educate 
Colorado  physicians  in  the  understanding  of  the  applications  of  these  systems." 
The  report  addresses  Council  activities  in  relation  to  continuing  education, 
also  includes  a review  of  the  Corporate  Goals  and  Objectives  pertaining  to  the 
Council.  The  House  approved  a recommendation  contained  in  the  report  asking  that 
the  Standing  Rule  of  the  House  of  Delegates  on  "Reference  Committees"  be  amended 
so  that  the  Reference  Committee  on  Scientific  Education  becomes  the  Reference 
Committee  on  Professional  Education  to  conform  with  the  By-Law  amendment  in 
September  1979,  changing  the  name  of  the  Council  on  Scientific  Education  to  the 
Council  on  Professional  Education. 


REFERENCE  COMMITTEE  ON  SOCIO  — ECONOMICS 

HB/SOC.EC.-l  - Progress  Report,  Council  on  Socio-Economics  was  approved 

with  the  following  amendments:  On  Page  1,  the  sentence  beginning  on  Line  36 

through  39  was  deleted  in  view  of  the  fact  the  creation  of  a "physician  pool" 
was  a suggestion  by  the  Committee  on  Private  Health  Insurance  rather  than  the 
Council  on  Socio-Economics.  The  House  suggested  that  the  Council  conduct  further 
studies  in  this  area.  On  Page  h,  Line  47,  the  words  "Colorado  Hospital  Commission" 
were  deleted  and  the  words  "Voluntary  Effort"  were  substituted.  Council  reports 
that  several  important  issues  under  its  jurisdiction  are  being  addressed  by 
specific  committees.  The  Committee  on  Nat i ona 1 /Catas t roph i c Health  Insurance 
has  focused  its  attention  on  proposed  health  care  financing  options  for  Colorado. 
The  Government  Health  Planning  Committee  notes  that  the  committee  must  be  re- 
structured to  better  monitor  and  lead  the  Health  System  Agencies  (.HSAs),  State 
Health  Coordinating  Council  (.SHCC)  , and  State  Health  Planning  and  Development 
Agency  (SHPDA).  A Committee  on  HMO/IPA  was  organized  on  an  ad  hoc  basis  to 
deal  primarily  with  specific  inquiries  of  an  informational  nature  regarding 
health  maintenance  organizations.  The  Council  continues  to  develop  and  present 
practice  management  programs  to  the  membership.  Anticipated  activities  of  the 
Council  and  its  Committees  include  studying  the  development  of  a physician 
arbitration  pool,  a long  term  study  of  the  Choicecare  demise  may  be  undertaken, 
and  finally,  a shared  financing  arrangement  between  the  Colorado  Medical  Society 
and  component  societies  is  being  proposed  to  fund  staff  to  monitor  each  HSA. 

Adopted  Substitute  Resolution  3“A  - PHYSICIAN  PARTICIPATION  IN  MEDICAID 

PROGRAM. 

RESOLVED,  that  the  Colorado  Medical  Society  will  strive  to  assist  such  dis- 
advantaged citizens  through  both  the  private  and  public  sectors,  and  be  it  further 

RESOLVED,  that  the  Colorado  Medical  Society  volunteer  its  participation  to 
work  with  the  Colorado  Department  of  Social  Services  in  a creative  fashion  to 
effect  significant  improvements  in  the  Medicaid  program,  thereby  encouraging 
increased  physician  participation. 

Adopted  Substitute  Resolution  4-A  - COLORADO  HOSPITAL  COMMISSION. 

RESOLVED,  that  the  Colorado  Medical  Society  go  on  record  as  continuing  to 
support  voluntary  efforts  as  the  most  desirable  mechanism  for  attempting  to 
control  rising  hospital  costs. 

LM/RES-6  - STATEMENT  AND  RECOMMENDATIONS  REGARDING  CARE  OF  MEDICALLY 

INDIGENT  MATERNAL  AND  NEV/BORN  PATIENTS  was  postponed  definitely  until  the  I98O 
Annual  Session.  Although  the  intent  of  the  resolution  was  strongly  supported, 
it  was  felt  that  action  should  be  postponed  because  of  legislation  now  being 
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considered  dealing  with  both  short  and  long  term  solutions  to  the  problems  of 
providing  health  care  to  the  medically  Indigent. 

REFERENCE  COMMITTEE  ON  CONSTITUTION,  BY  LAWS 
AND  CREDENTIALS 

HB/OSC-1  - Progress  Report,  Organizational  Study  Committee  was  approved . 

Reports  that  the  Committee  has  considered  the  amended  Standing  Rules  of  the 
House,  "Honorarium  of  President"  and  agreed  that  the  Organizational  Study  Com- 
mittee should  designate  a specific  stipend  early  In  advance  of  nomination  and 
selection  of  the  President  and  President-elect,  subject  to  final  decision  of  the 
Board  of  Trustees  In  reference  to  prevailing  economic  factors;  further  discussions 
will  take  place.  Report  also  reviews  the  Corporate  Goals  and  objectives  relating 
to  the  Organizational  Study  Committee. 


OTHER  ACTIONS  TAKEN  AT  THE  INTERIM  SESSION 

Adopted  HB/RES-1  - ALTERNATING  PLACE  OF  ANNUAL  SESSION. 

RESOLVED,  that  the  House  of  Delegates  amend  Its  previous  actions  and 
approve  holding  future  Annual  Sessions  alternately  at  The  Broadmoor  and  at 
Keystone  beginning  with  the  I98I  Annual  Session;  this  action  to  be  reviewed 
In  1985. 

Elected  to  Honorary  Membership  M.  Roy  Schwarz,  M.D.,  Dean  of  the  University 

of  Colorado  School  of  Medicine,  and  Lawrence  M.  Wood,  Legal  Counsel. 

The  House  was  adjourned  Sunday,  March  2,  1980,  without  day. 


Plan  now  to  attend  the  Annual  Session  at  The  Broadmoor,  September  24-27,  1980. 

The  House  of  Delegates  will  meet  September  24,  with  Reference  Committees  that 
same  afternoon. 

Any  resolution  requiring  additional  finances  and/or  a change  in  the  dues  structure 
necessitating  a vote  of  membership  must  be  in  the  hands  of  the  executive  office 
75  days  prior  to  the  meeting  of  the  House  of  Delegates  (July  11,  1980)  and  in 
the  hands  of  the  component  societies  60  days  prior  to  such  meeting. 

All  reports  of  Officers,  Boards,  Councils  and  committees  reporting  to  the  House 
and  all  resolutions  must  be  in  the  executive  office  45  days  before  the  Annual 
Session  opens  (August  8,  1980). 


NOTE:  PLEASE  KEEP  THE  BOOKLET,  "PROCEDURES  OF  THE  HOUSE  OF  DELEGATES"  DISTRIBUTED 

AT  THE  INTERIM  SESSION  AND  BRING  IT  WITH  YOU  TO  THE  ANNUAL  SESSION.  A SPECIAL 
THANKS  TO  DR.  RICHARD  BEDELL  FOR  HIS  TIME  AND  EFFORT  IN  PREPARING  THIS  PUBLICATION. 


mil©K  GonderBed  minutes 


1.  Approved  the  minutes  of  the  Board  of  Trustees  meeting  of  February  28,  1980. 

2.  (A)  Received  the  report  of  Ray  G.  Witham,  M.D.,  President,  which  included 

background  information  on  the  Motorcycle  Helmet  Law;  the  Auxiliary 
Project  - "Health  Power";  an  official  visitation  from  the  Japan  Medi- 
cal Society;  update  on  meeting  with  representatives  of  CUPS;  notifica- 
tion that  tapes  are  available  from  the  AMA  Leadership  Conference;  and 
action  taken  by  CFMC  Board  concerning  Ambulatory  Surgery. 

(B)  Approved  the  report  of  the  Finance  Committee,  the  Financial  Statements 
and  the  Check  Register. 

Approved  motion  for  Board  of  Trustees  to  support  conceptually  the 
Motorcycle  Helmet  Law  in  an  amount  up  to  $5,000  in  the  form  of 
forming  a separate  organization  (coalition  with  other  groups) . 

Discussed  travel  reimbursement  policy  and  referred  the  matter  to  the 
Organizational  Study  Committee  to  work  with  staff  and  return  policy 
to  the  Board. 

Approved  additional  allocation  of  $2,000  to  the  "Health  Power"  project 
of  the  Auxiliary. 

Disapproved  support  of  printing  costs  of  brochure  by  DMS  concerning 
allied  health  professionals. 

Heard  presentation  for  a statewide  collections  system  by  representatives 
from  I.C.  Systems,  Inc.  Referred  back  to  the  Finance  Department  and  to 
the  Legal  Counsel  with  request  it  be  returned  to  the  Finance  Committee 
and  to  the  Board  of  Trustees. 

(C)  Council  Reports: 


Approved  actions  of  the  Council  on  Legislation  as  follows : 


SB-105 

HB-1092 

HB-1162 

HB-1226 


Nurse  Practice  Legislation 
concerning  tax  exemptions  for 
prescription  devices 
concerning  Colorado  Certificate 
for  Public  Necessity 
State  Health  Insurance  Plan 


Support 

Oppose 

Watch 

Support 


Recommended  that  a list  of  physicians  not  be  provided  to  legislators. 


Approved  actions  of  the  CoTincil  on  Professional  Education  for  CMS  to 
cease  notifying  LCCME  of  accrediting  actions,  and  to  accept,  without 
objection,  recognition  of  LCCME  credits  by  the  Colorado  State  Board 
of  Medical  Examiners. 


Approved  recommendation  of  HMO/IPA  Committee  that  CMS  not  engage 
in  an  independent  study  of  ChoiceCare  and  requested  Executive 
Vice  President  to  have  staff  compile  file,  retrospectively  and 
prospectively,  concerning  ChoiceCare. 

3.  Accepted  comments  and  suggestions  submitted  by  the  Speaker  of  the  House 
and  referred  them  to  the  Organizational  Study  Committee  for  consideration 
with  request  to  submit  these  comments  with  the  OSC  recommendations  to  the 
Board  of  Trustees  for  subsequent  approval. 

4.  Reviewed  the  actions  of  the  House  of  Delegates  with  specific  attention 

to  policy  regarding  Physician's  Assistants.  The  amendments  adopted  by  the 
House  of  Delegates  will  become  part  of  CMS  policy;  appropriate  agencies 
will  be  notified;  the  Council  on  Interprofessional  Relations  will  be 
requested  to  monitor  changes. 

Referred  Substitute  Resolution  10-A  "Immunity  of  Component  Society 
Grievance  Committees"  to  the  Organizational  Study  Committee  for  necessary 
By-Law  provision. 

5.  Received  report  of  Executive  Vice  President.  Actions  include;  (a)  CMS 
will  no  longer  participate  in  Western  Physicians  Purchasing  Association 
in  any  manner;  (b)  Request  CMS  staff  to  present  demonstration  project 
to  Board  on  the  computerized  placement  services  for  physicians;  (c) 

Approved  mailing  highlights  of  Board  of  Trustees  minutes  to  Board  members, 
component  society  presidents,  etc.,  immediately  following  the  Board  of 
Trustees  meetings  (48  hours) , with  full  minutes  being  mailed  to  Board 
members  with  the  agenda  materials  for  the  following  meeting;  (d)  Received 
new  CMS  staffing  assignments. 

6.  President-elect  announced  tentative  schedule  for  Planning  Session  in  mid- 
October. 

Adopted  jointly  with  the  CFMC  Board  to  support  the  concept  of  ambulatory 
surgery,  recognizing  that  there  are  many  comm-unities  in  the  State  of  Colorado 
where  the  concept  cannot  function.  Consequently,  the  position  taken  is  to 
encourage  physicians  to  perform  51  surgical  procedures  on  an  ambulatory 
basis  where  the  resources  for  ambulatory  surgery  are  available. 

Recommended  publication  of  position  on  ambulatory  surgery  in  Colorado  Medicine, 
and  further,  that  the  Executive  Committees  of  CMS  and  CFMC  meet  to  prepare 
a public  statement. 

Requested  Risk  Management  and  Professional  Liability  Review  Coiranittees  to 
present  in  writing  a suggested  list  of  problems  for  intensive  review. 

Following  a brief  update  on  the  negotiations  with  The  Hartford,  the  Board 
authorized  the  Executive  Committee  to  select  a candidate  or  candidates  to 
pursue  the  feasibility  study  authorized  at  the  last  meeting  of  the  Board-. 

7.  Established  April  18  as  the  date  of  the  next  meeting  of  the  Board  of  Trustees. 


MEMBERS  PRESENT: 

President  - Ray  G.  Witham,  M.D. 

President-elect  - K.  Mason  Howard,  M.D. 

District  I - David  E.  Bates,  M.D. 

District  II  - Jerry  J.  Appelbaum,  M.D. , Abraham  J.  Kauvar,  M.D. 

Frederick  A.  Lewis,  Jr.,  M.D.,  Philip  H.  Norton,  M.D. 
Joseph  H.  Poynter,  M.D.,  Wilfred  Stedman,  M.D. 
District  III  - Amilu  S.  Martin,  M.D. 

District  IV  - Jan  S.  Hildebrand,  M.D. 

District  V - Telford  A.  Davis,  M.D. 

R.  G.  Bowman,  Executive  Vice  President  - Ex  officio,  non-voting 

MEMBERS  ABSENT: 

EXCUSED 

District  I - Merlin  G.  Otteman,  M.D. 

District  II  - William  E.  Jobe,  M.D. 

District  III  - J.  Richard  Brusenhan,  M.D. 

District  IV  - Hanns  C.  Schwyzer,  M.D. 

District  V - Robert  F.  Linnemeyer,  M.D. 


DELEGATE  ATTENDANCE  - 1980  INTERIM  SESSION 


DISTRICT  1-16  DELEGATES 

Larimer  - 7 Delegates 
(D)  Cronin,  John  C.  (1) 

(D)  Miller,  Burdette  L.  (1-2) 

*(A)  Allen,  Thomas  J.  (1-2) 

(D)  Standard,  Peter  J.  (1-2) 

(D)  Baumgartel,  Earl  D.  (1) 

(D)  Bruns,  Thomas  N.  C.  (1) 

(D)  Merkel,  Lawrence  A.  (2) 

Morgan  - 1 Delegate 
(D)  Thompson,  Patrick  L.  (1-2) 
Northeast  Colorado  - 1 Delegate 
(D)  Ollhoff,  Harold  J.  (1-2) 
Washington-Yuma  - 1 Delegate 
None  Present 
Weld  - 6 Delegates 
(D)  Clifford,  Nathan  ).  (1) 

(D)  Hartley,  Robert  D.  (2) 

(A)  Hutchins,  Earl  C.  (2) 

(D)  Bagley,  David  L.  (1-2) 

(D)  Baldwin,  Thomas  E.  (1-2) 

DISTRICT  11-113  DELEGATES 

Adams  County-Aurora  - 7 Delegates 
(D)  Greenholz,  Daniel  |.  (1-2) 

(D)  Martin,  William  M.  (1-2) 

(D)  Palmieri,  Anthony  J.  (1) 

(D)  Delaney,  James  J.  (1-2) 

(A)  Hopple,  Lynwood  M.  (2) 

(D)  Heaton,  C.  Edward  (1-2) 

(D)  Kopelman,  j.  Joshua  (1) 

(A)  Jacobs,  Herbert  L.  (2) 

(D)  MacPhee,  William  M.  (1) 

(A)  O'Dell,  Robert  A.  (2) 

Arapahoe  - 13  Delegates 
(D)  Feiler,  Ernest  M.  (1-2) 

(D)  Freed,  John  H.  (1-2) 

(A)  Simon,  John,  Jr.  (1) 


(D)  Heller,  Arthur  P.  (2) 

(D)  Milligan,  Gatewood  C.  (1-2) 

(D)  Sargent,  Frank  T.  (1-2) 

(D)  Knize,  David  M.  (1-2) 

(D)  Kreye,  George  M.  (1-2) 

(D)  Seegers,  Winnifred  (1-2) 

(A)  Blease,  Ernest  B.,  Jr.  (1-2) 

(D)  Steines,  William  J.  (2) 

(D)  Thompson,  Richard  H.,  Jr.  (1-2) 
(D)  Wood,  John  M.  (1 ) 

Boulder  - 1 1 Delegates 
(D)  Avery,  John  S.  (1 ) 

(D)  Marcotte,  Dale  D.  (1-2) 

(D)  Rubright,  Marcus  W.  (1-2) 

(A)  Morrison,  John  T.  (2) 

(D)  Strenge,  Henry  B.  (1-2) 

(D)  Wilson,  Don  E.  (1-2) 

(D)  Baumgardner,  Jan  F.  (1-2) 

(D)  Becher,  Harold  T.  (1-2) 

(A)  Kroger,  J.  Stephen  (1-2) 

(D)  Stormo,  Alan  C.  (1-2) 

(D)  Kelley,  Severance  B.  (1-2) 

Clear  Creek  Valley  - 1 9 Delegates 
(D)  Campbell,  Bernard  E.  (1-2) 

(A)  Walters,  Vernon  W.  (1) 

(D)  Doig,  William  L.  (1-2) 

(D)  Doyle,  Herman  E.  (1-2) 

(A)  Tegtmeier,  Ronald  E.  (1-2) 

(D)  Golbert,  Thomas  M.  (1-2) 

(D)  McCreedy,  Gordon  J.  (1 ) 

(D)  Ritzman,  Vernon  D.  (1-2) 

(A)  Brundige,  Ralph  E.(1) 

(D)  Sontag,  Stanley  J.  (1-2) 

(D)  Karlin,  Joel  M.  (1-2) 

(D)  Weston,  Eugene  L.  (2) 

(A)  Selby,  Robert  L.  (1-2) 

(A)  Tarkanian,  Malcolm  A.  (2) 

(D)  Stevens,  Wayne  E.  (1-2) 

(A)  Conner,  Wayne  L.  (2) 

(D)  Oppenheim,  Walter  H.  (1-2) 

(D)  Markel,  William  R.  (1) 


(D)  Silverberg,  Stuart  O.  (1-2) 

(D)  Ford,  John  J.,  Ill  (1-2) 

(D)  Call,  William  H.  (1-2) 

Denver  - 60  Delegates 
(D)  Aikawa,  Jerry  K.  (1-2) 

*(A)  Parsons,  Donald  (1-2) 

(D)  Boyd,  Harry  R.  (1 ) 

(D)  Bramley,  Howard  F.  (1-2) 

(D)  Butterfield,  L.  Joseph  (1-2) 

(D)  Cook,  William  R.  (1-2) 

(A)  Campbell,  William  A.,  Ill  (2) 

(D)  Harvey,  Duval  E.  ( 1 ) 

(D)  Hoch,  Peter  C.  (1-2) 

(D)  Jennings,  R.  Lee  (1-2) 

(D)  Klapper,  Jack  A.  (1-2) 

(D)  Kovarik,  Joseph  L.  (1-2) 

(D)  Lowry,  Hope  (1-2) 

(D)  Miller,  Edward  S.  (1-2) 

(D)  Peck,  Mordant  E.  (2) 

(D)  Philpott,  Osgoode,  S.,  Jr.  (1-2) 
(A)  Nelson,  Nancy  E.  (1-2) 

(D)  Rhodes,  Edward  A.  (1-2) 

(D)  Roessing,  Lawrence  W.,  Jr.  (1-2) 
(D)  Roos,  David  B.  (1 ) 

(D)  Sawyer,  Kenneth  C.,  Jr.  (1-2) 

(A)  Reimers,  Wilbur  L.  (1-2) 

(D)  Sides,  Leroy  J.  (1-2) 

(D)  Stanfield,  Clyde  E.  (1-2) 

(D)  Toll,  Giles  D.  (1-2) 

(D)  Blanchet,  David  (1-2) 

(D)  Bosworth,  Robert  G.,  Jr.  (1-2) 
(D)  Butterfield,  Donald  G.  (1-2) 

(D)  Brock,  L.  Loring,  Jr.  (1-2) 

(D)  Craigmile,  Thomas  J.  (2) 

(A)  Clifford,  John  H.  (2) 

(D)  Curry,  Marcia  F.  (1-2) 

(D)  DeLauro,  John  E.  (1-2) 

(D)  Elliott,  Robert  V.  (1-2) 

(D)  Engle,  Stephen  (1-2) 

(A)  Gehret,  Peter  A.  (1 ) 

(A)  Gelfand,  Daniel  E.  (1-2) 

(D)  Gallagher,  John  Q.  (1-2) 


(D)  Galloway,  W.  Ben  (2) 

(A)  Kail,  Thomas  |.  (1-2) 

(D)  Inkret,  William,  Jr.  (1-2) 

(D)  Leidholt,  John  D.  (1-2) 

(D)  Livingston,  Wallace  H.  (1-2) 
(D)  McElhinney,  James  P.  (2) 

(D)  Mitchell,  Roger  S.  (1-2) 

(D)  Mutz,  Austin  E.  (1-2) 

(D)  Nelson,  J.  Phillip  (1-2) 

(D)  Nieland,  Leo  J.  (1-2) 

(D)  Rainer,  W.  Gerald  (2) 

(D)  Sawyer,  Robert  B.  (1-2) 

(D)  Schemmel,  Janet  E.  (1-2) 

(D)  Smyth,  Charley  J.  (2) 

University  of  Colorado  Medical 
Students  - 3 Delegates 
(A)  Sceats,  Donald  L.,  Jr.  (1-2) 
DISTRICT  III  - 17  DELEGATES 
Eastern  Colorado  - 1 Delegate 
(D)  Straub,  John  C.,  Jr.  (1-2) 

El  Paso  - 1 4 Delegates 
(D)  Baron,  J.  Gregory  (2) 

(D)  Cooper,  Jack  (1-2) 

(D)  Hanson,  Jerome  R.  (1-2) 

(D)  Marta,  John  E.  (1-2) 

(D)  Martz,  David  C.  (1-2) 

(D)  von  Minden,  Milton  (1-2) 

(D)  Crawford,  Lewis  A.  (1) 

(A)  Baker,  Robert  W.  (2) 

(D)  Dawson,  Dwight  C.  (1-2) 

(D)  Lloyd,  William  D.  (1-2) 

(D)  Lovell,  Kenneth  R.  (1-2) 

(D)  Martin,  Alfred  j.,  Jr.  (1-2) 

(D)  Messner,  Milo  L.  (1-2) 

(D)  Pollard,  Joseph  S.,  Jr.  (1-2) 
(A)  Thompson,  J.  Robert,  Jr.  (1-2) 

Intermountain  - 1 Delegate 
None  Present 


DISTRICT  IV  - 18  DELEGATES 

Chaffee  - 1 Delegate 
None  Present 
Fremont  - 2 Delegates 
(D)  Vincent,  Jack  F.  (1-2) 

*(A)  Harris,  Charles  (1-2) 

Huerfano  - 1 Delegate 
(D)  Vialpando,  Arthur  B.  (1-2) 

Las  Animas  - 1 Delegate 
None  Present 
Otero  - 2 Delegates 
(D)  Knaus,  Kendal  C.  (1-2) 

(D)  Baumgartner,  Robert  B.  (1-2) 

Pueblo  - 8 Delegates 
(D)  Boucher,  Wesley  W.  (1-2) 

(D)  Laman,  Muryl  L.  (1-2) 

(D)  Phelps,  Harvey  W.  (1 ) 

(D)  Dingle,  Robert  W.  (1-2) 

(D)  Dwyer,  Rodney  C.  (1-2) 

(D)  Lenz,  Theodore  R.  (1-2) 

(D)  Smith,  Harold  J.  (1-2) 

San  Luis  Valley  - 2 Delegates 
(D)  Kenoyer,  M.  Ray  (1-2) 
Southeastern  Colorado  - 1 Delegate 
(D)  Krausnick,  Keith  F.  (1-2) 


Lake  - 1 Delegate 
None  Present 


DISTRICT  V - 15  DELEGATES 

Delta  - 1 Delegate 
None  Present 
La  Plata  - 2 Delegates 
(D)  Edgerton,  J.  Craig  (2) 

(A)  Grenoble,  David  C.  (1-2) 

Mesa  - 5 Delegates 
(D)  Nelson,  Kenneth  E.  (1-2) 

(D)  Huskey,  Harlan  B.  (1-2) 

(D)  Painter,  M.  Ray,  Jr.  (1-2) 

Montelores  - 1 Delegate 
None  Present 
Curecanti  - 2 Delegates 
(D)  Tarr,  John  S.,  Jr.  (1-2) 

(A)  Canfield,  Thomas  M.  (1) 

Mount  Sopris  - 2 Delegates 
(A)  Kearse,  William  O.  (1) 

*(A)  Jacobs,  Mary  Jo  (1-2) 

Northwestern  Colorado  - 2 Delegates 
(D)  France,  David  W.,  Jr.  (1-2) 

‘Substitute  Alternate  appointed  to  fill  a vacant  seat. 

1 - Attended  first  meeting  of  the 

House  of  Delegates. 

2 - Attended  second  meeting  of  the 

House  of  Delegates 


•s 


MRO  Set  for  Heart  Research 

Among  other  things,  the  heart  is  the  “vital  center 
of  one's  being,"  and  so  the  MRO  called  The  Rocky 
Mountain  Heart  Research  Center,  newly  estab- 
lished in  Denver's  St.  Luke's  Hospital,  is  a signific- 
ant addition  to  the  Colorado  medical  community. 

The  MRO  is  distinctive  for  being  as  a Medical 
Research  Organization  the  first  in  the  Rocky 
Mountain  region,  and  one  of  the  very  first  any- 
where. 

Under  the  direction  of  its  president,  Dr.  Fred  W. 
Schoonmaker,  the  Center  concentrates  on  four 
specific  areas: 

•Study  of  methods  and  technics  for  evaluating 
the  size  and  severity  of  heart  attacks  so  that  the  most 
effective  treatment  procedures  may  be  utilized. 

•Research  of  criteria  for  determining  when  surgi- 
cal intervention  is  required  for  well-being. 

• Examination  of  how  lifestyle  modification, 
especially  exercise,  alters  cardiovascular  disease 
risk  factors. 

•Investigation  of  such  totally  unexplored  areas  as 
the  effect  of  high  altitudes  on  cardiovascular  per- 
formance in  the  sick  and  in  the  well. 

Already  cardiovascular  research  in  this  country 
has  added  th  ree  years  to  the  I ife  span  of  a male,  and 
four  years  to  the  life  span  of  the  American  female. 

The  MRO  stems  from  a recently  written  Internal 
Revenue  Code  regulation  which  requires  that  an 
MRO: 


RESIDENTIAL  SITES 
INVESTMENT  OPPORTUNITIES 
STEAMBOAT  SPRINGS 
WILLETT  HEIGHTS  SUBDIVISION 

Incorporated  in  the  city  of  Steamboat  Springs.  Above  town,  sunny,  great 
views,  paved  roads  and  all  utilities  to  lot  lines.  Single  family  lots  and  larger 
multi-family  parcels  available. 


Peter  Loo  ram 
CDS  - Steamboat,  Ltd. 
(303)  879-5828 


Obtain  the  property  report  required  by  federal  law  and  read  it  before  signing  anything.  No  federal  agency 
has  judged  the  merits  or  value,  if  any,  of  this  property. 


• Engage  solely  and  directly  in  the  continuous 
active  conduct  of  medical  research. 

•Must  do  the  research  in  conjunction  with  an 
already  existing,  staffed  and  equipped  hospital. 

•Allow  for  private  funds  which  are  tax  deducti- 
ble, to  be  donated  to  a not-for-profit  501  (c)3 
organization. 

It  was  the  accomplishing  of  these  ends  with  no 
duplication  of  costs  for  the  building,  apparatus, 
staff,  and  with  a pre-existing  patient  census  which 
appealed  to  the  IRS.  The  MRO  is  funded  privately, 
and  a campaign  of  fund-raising  from  individuals, 
foundations,  and  corporations  is  now  being  carried 
on. 

Founder-President  Doctor  Schoonmaker  re- 
ceived his  MD  from  the  University  of  Colorado 
Medical  Center,  and  completed  his  internship,  resi- 
dency and  special  training  at  Duke  University 
Medical  Center.  He  has  lectured  and  written  on 
cardiovascular  problems  extensively.  He  is  a Fel- 
low of  the  American  College  of  Cardiology,  the 
American  College  of  Physicians,  the  American 
College  of  Chest  Physicians,  the  American  College 
of  Angiology,  the  International  College  of  Angiol- 
ogy,  and  is  a charter  and  founding  member  of  the 
Society  of  Cardiac  Angiology. 
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From  patient  tecord  to  clai 
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If  medical  insurance  foims  are  a major  bottleneck  in  your 
practice,  IBM  may  have  precisely  the  cure  you’re  looking  for. 
It’s  the  new  IBM  5120  Doctors  Office  Management  System, 
developed  for  physidans  confronted  with  increasing  office 
costs  and  workloads.  One  of  a family  of  IBM  systems  for  the 
medical  community,  it’s  ideal  for  offices  vith  one  to  three 
doctors.  The  system  can  handle  up  to  120  patient  visits  a day, 
and  it  rans  on  our  smallest  computing  system,  the  IBM  5120. 
The  total  investment  is  less  than  $19,000. 

We  call  it  painless  because  standard  insurance  forms  are  a 
by-product  of  regular  patient  billing  information.  Charges  are 
entered  into  the  5120  from  patients’  records  and  the  claims 
foiTOS  are  prepared  by  the  system’s  printer.  But  the  5120  can 
do  more  than  help  vdth  insurance  forms.  You  can  have 
patients’  bills  ready  before  they  leave  the  office.  Answer 
questions  on  their  accounts  over  the  phone.  Develop  reports 
for  practice  analysis.  And  track  patients  for  follow-up  visits 
and  periodic  examinations. 

Faster  completion  of  claims  fonns  often  means  faster 
payment  and  improved  cash  flow.  And  by  getting  a record  of 
past-due  accounts  whenever  you  ask  for  it,  chances  are  you’ll 
speed  the  collection  of  accounts  receivable. 

The  5120  can  handle  many  routine,  repetitive  clerical 
tasks.  And  someone  in  your  office  can  usually  learn  to  operate 
it  in  just  a few  days. 

The  IBM  5120  can  help  halt  spiraling  office  costs.  And  give 
you  more  time  for  patient  care  and  keeping  up  with 
developments  in  your  field.  Which  is  the  best  medicine  of  all. 
For  further  information  on  the  IBM  5120,  send  in  the  coupon 
below^  Or  call  your  local  IBM  General  Systems  Division  office. 


IBM  General  Systems  Division 
P.O.  Box  2068  Atlanta,  GA  30301 

Yes,  I would  like  more  information  on  the  IBM  5120 
Doctors  Office  Management  System. 

Name 


1 Address 

I City 

I Phone ~ T ~ 

j^A  small  computer  can  make  a big  difference. 

Call  Collect -IBM  Denver 
(303)  831-5555 


PRACTICE  MANAGEMENT  SEMINARS 
Sponsored  by  the  COLORADO  MEDICAL  SOCIETY 

I.  II. 

OFFICE  MANAGEMENT  MANAGEMENT  SKILLS 

IMPROVEMENT  FOR  PHYSICIANS 


Presented  by: 

Medical  Administration  Resource  Center  (M.A.R.C.) 

Keitti  D.  Ketelson,  President 

C.  Kay  Freeman,  Executive  Vice  President 

20  East  Cimarron 

Colorado  Springs,  Colorado 

Place: 

Two  Rivers  Plaza 

2nd  and  Main 

Grand  lunction,  Colorado 

Date: 

May  8 and  9,  1980 
Time: 

May  8:  8:00  a.m.  to  5:00  p.m. 

Physicians 

May  9:  8:00  a.m.  to  5:00  p.m. 

Office  Staff 

Tuition: 

$75  per  physician  and  one  accompanying 

office  staff  member 

$40  per  resident 

(Make  checks  payable  to  CMS, 

1601  East  19th  Avenue,  Denver  80218) 

PROGRAM: 

PERSONNEL  ADMINISTRATION 
Hiring  Practices 

Motivation  and  salary  administration 
Termination  procedures 

TIME  MANAGEMENT/SCHEDULING 
Patient  appointments 
Screening  and  registration 
Physician  productivity 
Referral  policies 

BILLING/COLLECTIONS  - Goals  and  Obiectives 
Communications 
Recording  charges 
Credit  policies 
Aging  accounts 
Insurance  processing 
Effect  of  collection  laws 


Co-Sponsors: 

Colorado  Medical  Society  and  American 
Medical  Women's  Association 

Presented  by: 

Carroll  Halterman,  Ph.D. 

David  E.  Fletcher,  Ph.D. 

Townsend  Hopper,  Ph.D. 

Mary  Butler,  ).D. 

Lucy  Zanon,  C.P.A. 

Place: 

Denison  Auditorium 

University  of  Colorado  Medical  Center 

4200  East  Ninth  Avenue 

Denver,  Colorado 

Date: 

May  10,  1980 
Time: 

8:00  a.m.  to  5:00  p.m. 

Tuition: 

$75  per  physician 
$40  per  resident 

$15.00  Medical  students 
Make  checks  payable  to  American 
Medical  Women's  Association 
Att:  Mary  Catherine  Curry,  M.D. 

701  East  Colfax  Avenue 
Denver,  CO  80202 

PROGRAM: 

ESTABLISHING  A PRACTICE 
Location 

Forms  of  Practice 
Legal  Aspects 

INSURANCE 

Billing 

Collections 

Staffing 

MONEY  MANAGEMENTAYORKING  WITH  PEOPLE 
Patients 

Office  Personnel 
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Adult  Foster  Care  Provided 

The  Colorado  State  Department  of  Health  has 
announced  the  development  of  a new  program  for 
Adult  Foster  Care.  The  program  is  offered  as  a 
human  alternative  to  institutionalization  and  isola- 
tion for  the  many  adults  who  a re  ambulatory,  free  of 
communicable  disease,  capable  and  willing  to  care 
for  persona!  hygiene  with  minimal  assistance,  gen- 
erally oriented  as  to  time,  person  and  place,  and  are 
able  to  adjust  to  social  environments.  The  person 
may  be  controlled  by  medication  if  subject  to 
Grand  Mai  seizures,  and  able,  with  supervision,  to 
take  his  own  medication. 

This  program  provides  a supportive  homelife  for 
adults  who  might  deforced  to  live  in  isolation  or  in  a 
nursing  home.  It  provides  a general,  non-medical 
supervision  for  adults  who  cannot  safely  I ive  alone, 
yet  want  to  be  as  self-sufficient  as  possible. 

The  program  now  is  in  operation  in  the  following 
Colorado  counties;  Bent,  Boulder,  Denver,  El  Paso, 
Jefferson,  Kiowa,  Kit  Carson,  La  Plata,  Larimer, 
Morgan,  Prowers,  Pueblo  and  Weld. 

Those  persons  interested  in  opening  their  homes 
to  such  adults  or  who  know  of  an  individual  who 
would  benefit  from  such  care  should  call  the  Adult 
Foster  Care  Caseworker  at  the  County  Department 
of  Social  Services  in  the  above  counties. 

Incidental  to  the  Adult  Foster  Care  program,  but 
still  important  to  geriatric  research  in  Colorado  is 


the  new  awareness  of  the  needs  of  elderly  persons 
living  alone.  An  example  of  this  comes  from  geron- 
tologists studying  the  ability  of  persons  to  live  alone 
in  the  high-rise,  "senior  homes"  that  burgeoned  in 
the  '70s.  It  was  found  that  elderly  persons  who  were 
left  to  their  own  devices  and  who  chose  to  live  in 
these  buffet  or  larger  apartments  were  soon  suffer- 
ing, in  many  cases,  from  malnutrition.  Even  though 
the  new  apartments  were  fully  equipped  for  house- 
keeping, older  people  lost  the  desire  to  prepare 
proper  meals  for  themselves.  Some  were  found  to 
be  eaking  out  a nutritional  existence  on  snack  por- 
tions of  food  which  did  not  satisfy  the  need  for  daily 
nutritional  intake.  Persons,  organizations  or  de- 
velopers of  senior  homes  are  now  warned  that  their 
planning  must  involve  the  necessity  of  each  such 
home  providing  a central  dining  facility  in  which  all 
residents  of  the  home  must  take  at  least  one  meal 
per  day.  This,  then,  would  necessitate  the  residents 
leaving  their  apartments  and  being  made  to  mingle 
with  other  residents,  helping  to  ward  off  the  physi- 
cal and  mental  atrophy  which  so  often  accom- 
panies aging.  It  would  provide  that  vital  motivation 
to  the  person  to  share  in  a meal  which  can  be 
dietetically  planned  and  emotionally  or  socially 
stimulating,  both  important  to  the  elder  person's 
continued  independence  and  happiness. 
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At  The  DCPA 


It  was  a different  lobby  for  CMS  Lobbyist  Carol  Tempest 
and  Staff  Assistant  Lorraine  Koehn  of  the  Government  Af- 
fairs Division,  when  they  joined  a recent  legislative  tour  of 
the  Helen  BonfilsTheatre  Complex  at  the  Denver  Centerfor 
Performing  Arts.  The  theatres  opened  New  Year's  Eve  with 
Brecht's  "The  Caucasian  Chalk  Circle,"  directed  by  Edward 
Payson  Call,  Artistic  Director  of  the  resident  Denver  Center 
Theatre  Company.  The  opening  season  concluded  March 
30. 


The  DCPA  contains  three  theatres,  two  live  stage 
theatres,  and  the  third  a cinema,  to  be  dedicated  and  named 
for  Erank  Ricketson,  )r.,  (recently  honored  as  Citizen  of  the 
West),  a prominent  Denver  citizen,  on  April  24th.  That  date 
will  be  the  opening  of  a week-long  Eairbanks  Eilm  Eestivai, 
honoring  Douglas  Eairbanks  and  Douglas  Eairbanks,  |r. 
Eairbanks,  Senior,  was  a native  of  Denver,  and  Eairbanks, 
junior,  has  been  associated  with  Denver  theatre  and  the 
Denver  live  stage  for  many  years,  and  has  been  involved  in 
the  planning  and  development  of  the  Denver  Center  since 
its  inception.  Doublas  Fairbanks,  Jr.,  will  be  on  hand  to 
honor  Frank  Ricketson,  Jr.,  and  to  introduce  one  of  his 
father's  films,  which  will  be  a part  of  the  dedication  celeb- 
ration. 


Carol  Tempest  (center)  and  Staff  Assistant  Lorraine 
Koehn  paused  to  talk  with  Vince  Ryan  of  the  Denver  Center 
for  Performing  Arts  staff  as  they  entered  through  the  huge 
and  beautiful  galleria  off  of  1 4th  Street  at  Curtis.  The  Center 
parking  garage  is  to  the  left,  and  the  Auditorium  Theatre 
and  Arena  are  to  their  right. 


Vince,  Carol  and  Lorraine  met  the  tour  group  in  the  lobby 
of  the  Denver  Center  Theatre,  which  is  actually  three 
theatres  in  one  building.  Hanging  over  the  lobby  is  the  sign 
idicating  "THE  SPACE,"  smaller  of  two  stage  theatres  lo- 
cated in  the  area  beyond.  To  the  left,  and  out  of  sight  is  the 
entrance  to  "THE  STAGE,"  the  second  legitimate  stage 
theatre.  A third  theatre,  this  one  to  be  dedicated  and  named 
on  April  24th  after  Frank  Ricketson,  jr.,  prominent  Denver 
citizen,  is  scheduled  to  show  over  500  American  and 
foreign  films  (old  and  new)  each  year. 
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A spectator's  view  of  part  of 
"THE  STAGE"  theatre  . . .with 
seating  around  the  stage  in  a 
280  degree  circle,  so  that  no 
spectator  is  more  than  60  feet 
from  center  stage.  Stage  de- 
sign, lighting,  on-  and  off- 
stage movement  is  excellent 
and  carried  out  in  a most  ef- 
fective manner.  The  set  is  from 
the  first  production,  "Cauca- 
sian Chalk  Circle." 


When  you  visit  Denver  you  will  enjoy  a wide  variety  of  entertainment  and  culture  by  partaking  of  the  productions 
at  the  Denver  Center  for  Performing  Arts,  whether  it  be  concerts  by  tbe  Denver  Symphony  Orchestra  in  Boettcher 
Concert  Hall,  either  of  the  stage  productions  by  resident  Denver  Center  Theatre  Company,  or  classic  films  in  the 
Erank  Ricketson  Cinema,  or  even  Broadway  or  national  production  companies  appearing  in  the  Denver  Auditorium 
Theatre.  There  are  also  many  athletic  events  held  in  the  Denver  Auditorium  Arena  ...  all  facilities  just  a few  steps 
away  from  street  or  garage  parking. 


Vince,  Carol  and  Lorraine  as 
they  leave  the  Denver  Center 
Theatre  following  a complete 
tour  of  the  combined  theatres 
. . . all  in  one  building  . . . 
standing  near  the  geograph- 
ical center  of  the  multi-media 
cultural  and  entertainment 
plaza. 
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Radiation  standards  and  the  control  of 

radiation  exposm’e 


Edward  A.  Putzier,  BA,  Health  Sciences  and  Industrial  Safety  Manager 


The  fact  that  persons  in  Colorado  are  subjected  to 
natural  radiation  doses  of  approximately  180 
mremlyr.,  about  twice  that  at  sea  level,  is  something 
about  which  very  little  can  be  done.  Over  the  past 
several  decades,  however,  much  has  been  done  in 
improving  control  of  radiation  exposure  to  radiation 
workersand  to  the  general  public  living  near  nuclear 
facilities.  This  article  deals  with  the  latter  and  relies 
heavily  on  the  experience  of  the  writer  at  the  Rocky 
Flats  Plant  operated  by  Rockwell  International. 

Introduction 

Controlling  radiation  exposure,  whether  it  be 
to  radiation  workers  or  to  medical  patients,  re- 
quires knowledge  of  the  nature  of  radiation  and 
of  the  associated  parameters  affecting  transfer 
of  radiation  energy  to  living  tissue.  Radioactive 
material  taken  into  the  body  results  in  "inter- 
nal exposure.”  Once  in  the  bloodstream,  the 
material  may  "seek”  particular  organs.  For 
example,  plutonium  tends  to  go  to  bone  and 
liver.  Energy  imparted  to  the  organ  depends  on 
quantity,  the  radioactive  half-life  and  the 
biological  half-life,  for  elimination. 

"External  radiation”  relates  to  radiation  en- 
tering the  body  from  the  outside,  such  as  diag- 
nostic x-rays.  The  unit  of  radiation  for  both  ex- 
ternal and  internal  radiation  is  the  Rad  — 
equivalent  to  an  energy  transfer  of  100  ergs/ 
gram  in  body  tissue.  Different  types  of  radiation 
for  the  same  energy  deposited  show  different 
degrees  of  effectiveness  for  biological  changes. 
The  dose-equivalent  unit  accounting  for  the  dif- 
ference is  the  Rem.  Doses  expressed  in  Rems  are 
therefore  additive  regardless  of  radiation  type. 
Radiation  standards  are  therefore  stated  in 
terms  of  the  Rem  unit. 

History  of  Standards 

Although  harmful  effects  from  high-level 
radiation  had  been  observed  near  the  turn  of  the 
century,  it  was  not  until  1928,  at  the  second 
International  Congress  of  Radiology  in  Stock- 
holm, Sweden,  that  an  international  effort  was 

Mr.  Puizicr  is  Health  Sciences  Director  for  R(x:kwe!l  International  at  the  Rocky  Flats 
Plant.  He  received  his  BA  from  Mankato  State  College.  Minnesota  in  1950.  and  in 
I 950-52  took  an  AEC  sponsored  Radiological  Physics  Graduate  Fellowship  program  at 
the  University  ol  Rochester.  New  York.  In  1 96 1 he  was  Certified  by  the  American  Bi>ard 
of  Health  Physics. 


begun  to  establish  uniform  protection  recom- 
mendations for  x-rays.^  This  meeting  initiated 
considerable  activity,  both  nationally  and  in- 
ternationally, in  the  radiation  protection  field. 
Handbooks  published  by  the  National  Bureau 
of  Standards  were  for  many  years  used  as  guides 
for  both  occupational  and  non-occupational  ex- 
posure control.  Internal  standards  for  "bone 
seekers”  such  as  plutonium  were  established 
based  on  observed  radium  exposure  effects  (ap- 
proximately 60  years  ago)  to  radium  dial  pain- 
ters. The  standard  is  given  as  a "maximum 
permissible  body  burden”  expressed  in  activity 
units,  usually  nanocuries  (nCi).  * The  resultant 
internal  standard  for  plutonium  is  40  nCi  and 
has  remained  at  this  value  for  approximately 
the  past  30  years.  The  external  standard  for 
whole  body  exposure,  however,  has  decreased 
from  0.1  Rem/ day  in  1947  to  the  current  5 Rem/ 
year.  Perhaps  the  best  explanation  for  this  de- 
crease came  from  a statement  in  June  1977  by 
Dr.  Lauriston  S.  Taylor,  who  has  been  active  in 
standards  review  since  the  1928  Stockholm 
meeting.  His  report  before  the  Committee  on 
Commerce,  Science  and  Transportation,  U.S. 
Senate,  is  quoted  as  follows:^ 

"...  during  all  of  the  periods  since  1934,  the 
changes  in  permissible  dose  standards  which  have 
been  introduced  were  not  because  of  new  data  indi- 
cating radiation  to  be  more  hazardous  than  prev- 
iously thought.  The  changes  were  introduced  primar- 
ily because  of  the  practicability  of  accomplishing 
lower  radiation  exposure  levels  in  keeping  with  the 
practical  needs  of  the  scientific,  medical  and  en- 
gineering community.” 

Standards  and  Their  Application 

The  Environmental  Protection  Agency  has 
for  the  past  decade  been  responsible  for  setting 
radiation  standards.  Standards  are  currently 
under  review  and  public  hearings  are  expected 
sometime  this  year.  The  current  whole  body 
exposure  standard  is  5 Rem/year,  the  internal 
"systemic”  standard  for  plutonium  is  40  nCi, 
and  the  standard  for  lung  burden  is  16  nCi. 

Rocky  Flats  policy  is  to  restrict  an  employee 
from  further  plutonium  work  if  an  exposure  re- 

*A  nanocurie  is  10-**  curie  and  is  equivalent  to  an  atomic  disintegration  rate  of 
37/second , 
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suits  in  50  per  cent  or  more  of  a maximum  per- 
missible systemic  burden  or  100  per  cent  or 
more  of  a maximum  permissible  lung  burden.  A 
lung  burden  tends  to  decrease  within  a reason- 
able time  due  to  normal  elimination  process  so 
that  an  employee  can,  in  time,  return  to  his  job. 
Systemic  burdens,  however,  decrease  very 
slowly.  While  Rocky  Flats  has  not  experienced 
exposures  in  excess  of  external  exposure 
standards  in  effect  over  the  years,  some  restric- 
tions would  he  imposed  should  the  standard  be 
exceeded. 

For  the  past  ten  years  or  more  industry  has 
emphasized  the  concept  of  As  Low  as  Rea- 
sonably Achievable  (ALAR A)  to  control  expo- 
sures. This  has  resulted  in  doses  much  lower 
than  the  standards.  However,  the  flexibility  for 
job  assignment,  which  is  allowed  under  current 
standards,  has  played  an  important  role  in  ef- 
fectively reducing  exposures  to  the  total  worker 
population.  Radiation  dose  standards  for  the 
general  public  have  also  become  more  restric- 
tive over  the  years,  decreasing  from  about  one- 
tenth  of  the  occupational  standards  to  one- 
thirtieth  to  even  more  restrictive  levels. 
Exposure  Control 

Two  principles  are  fundamental  to  external 
exposure  control.  Radiation  dose  is  directly 
proportional  to  time,  but,  as  is  the  case  for  ordi- 
nary light,  decreases  inversely  with  the  square 
of  the  distance;  e.g.,  doubling  the  distance  re- 
duces the  radiation  intensity  by  a factor  of  4. 
These  two  principles  are  not  always  adequate  in 
themselves  and  radiation  shielding  and/or  re- 
mote handling  technics  are  sometimes  neces- 
sary. 

Internal  exposure  and  control  of  en- 
vironmental releases  in  the  industrial  setting 
relies  on  containment,  properly  engineered 
ventilation  and  filtration,  air  sampling 
monitors  to  warn  workers  of  accidental  releases 
of  radioactive  particulates  in  the  workplace, 
and  availability  of  properly  fitted  respiratory 
equipment  to  be  used  should  a release  occur. 
Daily  radiation  surveys,  and  health  and  safety 
reviews  of  new  or  planned  facilities  and  opera- 
tions are  also  an  essential  ingredient  to  assure 
maximum  control  for  both  workers  and  the  en- 
vironment. 


Exposure  Assessment 

Radioactive  material  can  enter  the  body  in 
four  ways:  Inhalation,  an  open  wound,  absorp- 
tion through  skin,  and  ingestion.  The  latter  two 
are,  in  general,  inconsequential  and  lead  to  very 
little  uptake.  A fraction  of  any  material  inhaled 
will  remain  in  the  lung  and  some  will  be  ab- 
sorbed into  the  bloodstream.  Similarly,  part  of 
the  material  in  an  open  wound  may  enter  the 
bloodstream.  Removal  of  material  from  a wound 
is  usually  successful  through  normal  cleansing 
or  simple  medical  procedures. 

"Systemic”  burden  is  estimated  from  mea- 
surement of  plutonium  in  urine.  The  calculation 
to  convert  from  radioactivity  in  urine  to  "sys- 
temic” burden,  is  based  on  work  originally  done 
by  Dr.  Wright  Langham.^  The  calculations  are 
complex  and  require  computer  assistance.  For 
purposes  of  lung  burden  determination,  highly 
sensitive  radiation  detectors,  placed  over  the 
chest,  can  be  used  to  make  an  estimate  in  about 
30  minutes.  External  radiation  dose  for  many 
years  was  determined  from  photo-sensitive  film 
similar  to  that  used  for  dental  x-rays.  Use  of 
film  had  several  technical  problems  requiring 
extreme  care  in  analysis  procedures.  In  the  past 
10  years  most  of  industry  has  turned  to  the 
much  more  easily  handled  thermoluminescent 
dosimeter.  These  dosimeters  utilize  materials 
such  as  lithium  fluoride  or  calcium  fluoride 
which,  when  subjected  to  radiation,  store  or  ac- 
cumulate a response  which  is  measurable. 

Summary 

With  improved  technology  and  the  practica- 
bility of  achieving  lower  radiation  exposure 
levels,  standards  have  been  reduced  over  the 
years.  Improved  technologies  in  radiation  dose 
assessment  have  also  contributed.  With  the 
dedication  to  and  the  emphasis  on  the  As  Low  as 
Reasonably  Achievable  concept,  industry  has 
proved  that  personnel  exposures  can  be  kept 
well  below  the  standards.  Further  reduction  of 
standards  seems  at  this  time  unnecessary  and 
could  have  an  adverse  effect  on  what  has  been 
achieved  if  flexibility  for  utilization  of  indi- 
vidual skills  built  into  the  present  standards  is 
removed.# 
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COLORADO  MEDICAL  SOCIETY 
COMPLETES  ONE  YEAR  ON 
"DENVER  NOW/' 

KWGN-TV,  Channel  2,  in  Denver  has  provided  the 
Colorado  Medical  Society  with  a weekly  television 
outlet  to  reach  many  people  in  Colorado,  Wyoming 
and  Nebraska.  Each  Wednesday  at  9:30  am, 
KWGN's  Beverly  Martinez  hosts  the  "DENVER 
NOW"  program,  during  which  the  Colorado  Medi- 
cal Society  has  been  featured.  Beverly  invites  CMS 
to  pick  the  subject  and  the  guest  to  appear  on  the 
program,  live,  and  she  does  the  rest:  an  excellent 
job  of  interviewing  concerning  a wide  variety  of 
medical  subjects.  Greg  Guinan,  Vice  President  and 
Director  of  Public  Affairs  at  WGN-Colorado  says 
the  society's  segment  of  the  half-hour  program  gets 
the  best  public  response  and  inquiry  of  any  of  the 
station's  public  affairs  programs,  and  KWGN  pro- 
vides many  such  programs.  In  addition  to  the 
"DENVER  NOW"  program,  which  airs  each 
morning  for  a half  hour,  KWGN  is  now  broadcast- 
ing an  hour-long,  monthly  "TOWN  MEETING," 
including  a live  audience  participating  with  a panel 
of  experts  on  the  subject  of  the  evening.  In  the 
month  of  May  the  program  will  be  devoted  to  medi- 
cal and  health  care  subjects.  The  Society  has  been 
able,  through  KWGN  and  "DENVER  NOW"  to  dis- 
cuss many  areas  of  health  care  and  medical  treat- 
ment which  are  not  often  approached  in  this  typeof 
one-on-one  interview.  The  Colorado  Medical  So- 
ciety salutes  KWGN  for  its  public  involvement  in 
presenting  these  worth-while  programs. 


Ray  G.  Witham,  M.D.,  President,  Colorado  Medical  So- 
ciety, the  guest  on  “DENVER  NOW"  with  hostess  Beverly 
Martinez,  KWGN-TV,  Channel  2,  Denver.  Doctor  Witham 
discussed  rural  health  in  Colorado  with  Beverly  on  this  recent 
program,  which  reaches  all  corners  of  Colorado,  much  of 
Wyoming  and  western  Nebraska.  The  CMS  segment  of  the 
program  is  broadcast,  live,  each  Wednesday  morning  at  9:30. 


staff 

profile 


Midst  the  hum  of  copy 
machines,  whirring  of 
presses  and  the  smell  of 
printer's  ink,  stands  Dick 
Ki  ng,  a val  uable  asset  to  the 
Office  Services  Depart- 
ment where  he  began  work 
almost  one  year  ago.  Dick 
is  one  of  two  key  operators 
of  Xerox  printing  and  as- 
sists in  many  of  the  tasks  in 
a busy  mail  room  and  print 
shop.  Efis  work  includes  a variety  of  incoming  mail 
processing,  outgoing  mail  labeling  and  addressing, 
printing  of  many  of  the  Colorado  Medical  Society's 
and  Colorado  Eoundation  for  Medical  Care's  mate- 
rials. 

Born  in  Pittsburgh,  Pa.,  Dick  grew  up  in  Denver 
where  he  attended  Byers  Junior  EHigh  School  and 
South  High  School.  Before  coming  to  work  at 
Colorado  Medical  Society,  Dick  worked  in  the 
Denver  area  as  a bank  teller,  sales  clerk,  even  did  a 
stint  as  assistant  manager  of  a Cripple  Creek  gift 
shop. 

Among  his  many  talents,  Dick  is  also  an  accom- 
plished artist.  He  has  served  as  Vice  President  and 
Program  Chairman  for  the  Aurora  Art  Club  on  two 
occasions.  Many  of  Dick  King's  oil  and  oil-pastel 
paintings  have  been  displayed  in  banks  and  hospi- 
tals throughout  the  region.  Among  his  paintings  are 
portraits  of  friends,  relatives  and  even  members  of 
the  Denver  Bronco  football  team.  In  the  future,  Dick 
hopes  to  contract  for  and  market  his  portraits  of  the 
Broncos  for  Denver  fans  of  all  ages. 

Dick  has  two  sons  (Bradley,  1 2,  and  Grant,  1 1 ) 
who  have  been  very  active  in  sports,  especially 
wrestling.  Both  boys  finished  in  the  top  two  places 
in  their  weight  division  in  a multi-city  tournament 
this  March. 

Dick  King  truly  enjoys  his  work  with  the  CMS/ 
CFMC  Office  Services  Department.  He  tells 
Colorado  Medicine  "I  enjoy  the  variety  of  duties  in 
my  job  and  my  work  with  the  many  excellent  and 
friendly  folks  here." 

Dick  King,  artist,  printer,  father,  the  man  behind 
the  machines  and  one  of  the  staff  of  Offices  Services 
at  CMS/CEMC. 
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WHY  SHOULD 
YOU  WANT 


It's  time  to  crow  a little  . . . about  our  tremendous 
success  with  the  Colorado  Medical  Society  and  CMS 
Auxiliary  project,  "Why  Should  You  Want  Health 
Power?"  Over  a hundred  thousand  of  these  little  pam- 
phlets have  been  or  are  being  distributed  to  physician's 
offices,  clinics,  business  offices,  industry,  government, 
hospitals,  out-patient  and  emergency  facilities.  People 
are  still  calling  in,  asking  if  they  can  have  some  for  their 
own  clubs,  organizations,  and  families.  GREAT!  Butthere 
is  one  hitch;  we  have  had  to  limit  the  circulation  to  300 
copies  per  CMS  member,  and  any  additional  wi  II  cost  1 c 
apiece. 


THERE'S  MORE!  Health  Power  won't  stop  . . . we  want 
this  banner  to  become  an  integral  part  of  every 
Coloradan's  life  . . . before  anyone  HAS  to  call  a doctor. 
Keep  the  pamphlets  goingout . . . keep  up  the  good  work. 
Colorado  Department  of  Education  and  the  Colorado 
Public  Health  Association,  in  cooperation  with  the 
Colorado  Medical  Society,  is  conducting  a state-wide 
school  poster  contest.  We're  going  to  have  every  public 
or  private  school  student  from  kindergarten  through  high 
school  talking  about  and  demonstrating  ways  the  indi- 
vidual can  improve  his  or  her  health.  It's  a great  program, 
and  you  have  been  extremely  helpful.  Coloradans  ap- 
preciate your  interest  and  concern,  so  let  us  hear  from  you 
on  re-orders,  on  other  ideas  where  we  can  be  of  help. 


CARL  AKERS  HONORARY 
CHAIRMAN  FOR  1980  MERCY 
MEDICAL  CENTER  FUND-RAISER 

Colorado  author  and  television  news  commentator 
Carl  Akers  of  KBTV-Channel  9,  Denver,  has  been  named 
the  Honorary  Chairman  ofthe  1 980 GALA,  a fund-raising 
event  for  Mercy  Medical  Center  health  care  programs. 
The  theme  of  this  year's  event  is  "Eor  the  Love  of  Mercy." 
Proceeds  from  the  1 980  GALA  will  help  support  new  and 
ongoing  programs  such  as  Mercy's  Adolescent  Alcoholic 
Care  Unit,  Intensive  and  Coronary  Care  Units,  Cochlear 
Ear  Implant  for  the  deaf,  and  Intraocular  Lens  Implant  for 
cataract  patients. 


Carl  Akers  began  his  communications  career  with  KLZ 
Radio  in  Denverfollowinggraduation  from  the  University 
of  Missouri's  School  of  journalism  in  1948.  Eor  12  years 
Carl  was  the  familiar  fixture  on  Channel  7's  news  before 
moving  to  Channel  9 in  1 968.  In  1 977,  only  after  22,000 
plus  newscasts,  Carl  was  named  Commentator  and  Vice 
President  of  KBTV.  Carl  has  joyously  researched  and 
laboriously  published  two  books:  Carl  Akers'  Colorado, 
published  in  1 975,  and  Carl  Akers'  Comments,  published 
in  1979. 


JOSEPH  E.  DOUSSARD,  P.C. 

ATTORNEY  AT  LAW 

6610  WEST  14TH  AVENUE 
LAKEWOOD,  COLORADO  80214 
TELEPHONE  303-232-3130 


BUSINESS  PLANNING  ESTATE  PLANNING 

TAX  PLANNING  ESTATE  ADMINISTRATION 
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MEDICAL  OPPORTUNITIES 


NEEDED:  General  Internist  or  Family  Practitioner,  Board  eligible  or 
Board  certified  to  join  three  MD’s  and  one  PA  in  thriving  primary 
care  clinic.  Clinic  in  outlying  town,  17  miles  from  a hospital  with  all 
major  subspecialties  and  services  available.  Occupational  medicine 
and  pediatrics  practiced.  Write:  Palisade  Family  Practice  Clinic, 
P.O.  Box  920,  Palisade,  Colorado  81516,  or  call:  (303)  464-5183. 

579-9-TFB 

ROCK  SPRINGS,  WYOMING  - EMERGENCY  MEDICINE 
PRACTICE  AVAILABLE  IN  STABLE  FIVE  PHYSICIAN 
GROUP.  Excellent  fee  for  service  contract,  seeing  variety  of  trauma 
and  medical  patients.  New  hospital  with  specialty  back  up.  Ideal 
location  with  proximity  to  Jackson,  Steamboat  Springs,  and  Salt 
Lake  City.  Send  CV  to  Box  779-IO-TFB,  c/o  Rocky  Mountain 
Medical  Journal.  1601  East  19th  Avenue,  Denver,  Colorado 
80218.  779-10-TFB 

PRACTICE  OPPORTUNITIES  IN  THE  NORTHWEST.  Our  firm 
manages  a number  of  hospitals  in  communities  in  Northwest.  For 
information  regarding  practice  opportunities  send  your  CV  to  Dale 
Hanson.  A. E.  Brim  and  Associates,  Ltd.,  177  N.E.  102nd  Avenue, 
Portland,  Oregon  97220,  or  call:  (503)  256-2070.  979-  1-6B 

AMERICAN  PARA  PROFESSIONAL  SYSTEMS  seeks  physicians 
to  do  basic  examinations  on  mobile  basis.  Flexible  hours,  full  orpart 
time.  Looking  for  physicians  in  Denver  area  and  rest  of  state.  Call: 
Martin  Seldin,  Director,  (303)  758- 3 1 24, or  write  APPS,  2020  South 
Oneida  Street,  Suite  #11,  Denver,  Colorado  80224. 

1 179-22-TFB 

FOR  SALE:  USED  MEDICAL  OFFICE  ITEMS.  3M  Secretary 
Copying  Machine.  Time  Master  Dictating  Machine  (Dic- 
taphone) 3M  Portable  Copier.  Birtcher  Electrograph  Machine, 
stand.  Record-a-Call  telephone  answering  device.  Radio  Shack 
Duophone  Answering  Machine.  Metal  typewriter  table.  Office 
incubator.  Castle  table  sterilizer.  Tyco  wall  sphymometer.  Bur- 
dick Diathermy  machine.  Adjustable  office  examining  stool. 
Office  balance  scales.  Eder  flexible  gastroscope.  Wood  exa- 
mining table  and  cabinet.  Office  furniture.  Frigidaire  re- 
frigerator, 6 cu.  ft.  Call:  (303)  322-6104  if  interested,  between  2 
p.m.  and  5 p.m.  T uesdays  and  Thursdays,  and  Mondays  from  10 
a.m.  to  12  noon.  480-2- IB 

E.XCELLENT  OPPORTUNITY  FOR  FAMILY  PRAC- 
TITIONER to  work  full  time  in  a licensed  Community  Clinic  and 
Emergency  Room.  Near  year-round  recreational  activities,  30 
miles  from  Denver.  Write:  Bruce  Garlinghouse,  Evergreen 
Medical  Clinic,  P.O.  Box  5079,  Evergreen,  Colorado  80439. 
Include  curriculum  vitae  please.  480-3- 1 B 

UNIVERSITY  OF  WYOMING  — PHYSICIAN,  STUDENT 
HEALTH  SERVICE.  The  position  of  Staff  Physician  will  be  open 
by  July  1 , 1 980.  Applicants  must  be  Board  Certified  in  either  Family 
Practice  or  Internal  Medicine  and  primary  care  experience  in  practice 
is  preferable.  Applicants  should  have  strong  interest  in  developing 
innovative  programs  for  the  student  body  as  well  as  medical  students 
and  family  practice  residents.  Position  requires  a Wyoming  license 
and  carries  a clinical  faculty  appointment  in  the  College  of  Human 
Medicine.  At  present  there  are  three  staff  physicians  and  the  Director 
of  the  Student  Health  Service.  There  are  also  two  nurse  practitioners 
and  a supporting  staff  of  25  people.  The  Health  Service  has  its  own 
laboratory,  x-ray,  pharmacy,  physiotherapy  unit,  infirmary  (6  beds), 
and  mental  health  consultants.  The  Student  Health  Service  is  ad- 
ministered by  the  College  of  Human  Medicine  and  serves  9,000 
students  on  the  campus  at  Laramie,  Wyoming.  The  College  and  the 
Student  Health  Service  are  working  closely  to  develop  a teaching 
program  through  the  Student  Health  Service.  Twelve  month  posi- 
tion, salary  competitive.  Submit  resume  by  June  1,  1980  to  Dale 
Brenthnger,  M.D.,  Director,  Student  Health  Service,  Box  3068 
University  Station,  Laramie,  WY  82071.  THE  UNIVERSITY  OF 
WYOMING  IS  AN  EQUAL  OPPORTUNITY/ AFFIRMATIVE 
ACTIONEMPLOYER.  480-4-2B 


want  ads 


PSYCHIATRIST  — Board  eligible,  with  training  or  experience 
and  interest  in  community  work.  Full-time  position  serving  three 
counties  in  a five-county  program  with  22  other  professionals. 
Opportunities  for  outdoor  recreation  and  rural  living  as  well  as 
excellent  fringe  benefits,  including  ten  days  and  $800  annually 
for  professional  development.  Special  opportunity  for  a 
psychiatrist  with  interest  in  the  unique  social  environment  of  an 
energy  related  “boom”  community.  Interest  and  experience 
with  children  and  adolescents  desirable.  Salary  range  $50,000- 
$60,000.  Mail  resume  to:  Janet  W.  Livingston,  Administrative 
Assistant,  Northern  Wyoming  Mental  Health  Center,  36  North 
Brooks,  Sheridan,  WY  82801.  480-5-2B 

WANTED:  RADIOLOGIST  for  solo  practice  in  Steamboat 
Springs,  Routt  Memorial  Hospital.  Available  June  1,  1980,  Ex- 
cellent resort  and  facilities.  Ultrasound  now  and  Nuclear  Sound 
in  the  future.  Send  resume  to:  Mr.  Thomas  Flickinger,  Adminis- 
trator, Routt  Memorial  Hospital,  P.O.  Box  970,  Steamboat 
Springs,  Colorado  80477.  480-8- IB 

PROPERTIES  — FOR  LEASE 

FOR  LEASE:  Medical  office  space  in  Lakewood,  Colorado  build- 
ing. Suite  for  one  doctor  and  some  equipment  available.  Immediate 
referrals.  Call:  (303)  238-4811.  579-12-TFB 

SOUTHEAST  DENVER.  Medical-Dental  Space  available.  Up 
to  6400  sq.  ft.  Call:  (303)  777-2639.  480-1- IB 

SUBLET  MEDICAL  OFFICE.  Front  Range  Medical  Arts 
Building  next  to  St.  Anthony  Hospital  North.  Half-day  a week  or 
more  as  needed,  with  X-ray  facilities.  Phone:  (303)  421- 
7716.  480-9- IB 

MEDICAL  OFFICE  SPACE  AVAILABLE  TO  SHARE  V2 
DAYS.  I 100  sq.  ft.  in  the  beautiful  new  Denver  Technological 
Center  at  East  Belleview  and  1-25.  Completely  furnished  and 
equipped.  Terms  negqtible.  Call:  (303)  770-3172.  480-7-lB 


PROPERTIES  — FOR  SALE 


FOR  SALE:  OFFICE-CLINIC  OPPORTUNITY.  26th  and  Eed- 
eral  Boulevard,  Denver.  Remodeled  ranch  with  basement. 
Zoned  B-2.  870  sq.  ft.  Two  car  garage.  Large  front  yard  could  be 
patient  parking  area.  Contact:  Larry  Addington,  Coldwell 
Banker  Residential  Brokerage,  4890  Kipling  Street,  Wheat 
Ridge,  Colorado  80003,  or  Call:  Office  (303)  425-6526,  or 
Home:  420- 1688.  480-6- IB 

SERVICES 

MOVING  TO  COLORADO?  We  have  a supe^ transferee  informa- 
tion kit  - Free,  upon  request.  Write:  Penny  Decker,  Relocation 
Director,  Hutson  Real  Estate,  2731  South  Colorado  Boulevard, 
Denver,  Colorado  80222,  or  Call:  (303)  758-8821.  1 179-9-6B 

MEDICAL  TYPING  DESIRED.  Expert  typist  with  background  in 
hospital  medical  records  transcription  and  doctor’s  office  medical 
typing  desires  typing  to  do  at  home.  Have  own  IBM  Selectric  n. 
Prefer  work  from  South  Suburban  area  of  Denver.  Can  pick  up  and 
deliver  work.  Call:  (303)  773-0775.  280-3-4B 
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RURAL  HEALTH  AND  THE  RURAL  PHYSICIAN  AGAIN  POINTED  OUT  AS  LEADING  STATE  PROBLEM 


Rural  health  services  is  one  of  the  five  most  important  problems  facing  the 
State  of  Colorado,  according  to  Senator  Martin  Hatcher  (D) , who  represents 
eleven  western  slope  counties. 

Senator  Hatcher,  speaking  recently  in  Denver,  pointed  out  that  in  his  list 
of  state  priorities  there  were  five  crucial  areas  today: 

1)  Agriculture farm  economics  are  "simply  terrible"  at  this  time. 

The  major  industry  of  Colorado  is  facing  a 23%  reduction  in  income  in  1980. 
Lack  of  a clear  set  of  government  policies,  especially  federal  policies, 
toward  agriculture  make  the  industry  even  more  risky.  The  farm  community 
has  lost  touch  with  the  rest  of  society,  turning  them  anti-social  and  anti- 
government. 

2)  Development  of  Natural  Resources there ' s a new  movement : the 

"politics  of  resource  management;"  Government  intervention  and  management 
of  resources,  concerning  economic  resources  and  "in  the  rural  areas  we 

do  have  all  of  the  natural  resources.  You  have  most  of  the  capital,  but  we 
have  the  resources."  Senator  Hatcher  pointed  to  Colorado  as  "the  world  in  a 
microcosm,  I guess  you  could  say.  We  do  have  all  of  the  attention  focused 
on  that  energy,  most  of  it,  oil  shale,  coal,  uranium  and  all,  in  those 
western  slope  areas." 

3)  Economy  for  small  business "Those  small  businessmen  have  the  same 

number  of  forms  to  fill  out  a giant  corporation.  One  of  the  reasons  why 
he  is  a small  business  is  because  he  was  trying  to  get  away  from  all  that 
red  tape."  Today's  economy  is  fast  growing  away  from  any  "small  business." 

4)  Health  and  education  in  rural  areas "One  reason  that  people  have, 

during  the  past  three  decades,  deserted  and  left  small  towns  was  so  they 
could  get  better  health  care  and  educational  advantages."  Senator  Hatcher 
pointed  out  "The  health  facilities  are  not  as  good  in  the  rural  areas. 

There  are  half  as  many  doctors,  per-capita,  as  there  are  in  the  city. 

Chronic  disease  and  infant  mortality  are  higher  in  the  country.  Income  is 
about  half  what  it  is  in  the  city.  Part  of  the  problem:  whenever  we  have 

medically  indigent,  or  even  the  poor,  they  generally  gravitate  to  the  city 
where  help  is  available,  and  then  they  become  the  city's  problem." 

5)  Rural  residents  of  Colorado  have  grown  increasingly  withdrawn  from 

society,  distrusting  the  city  and  government "There  is  this  enormous 

distrust  of  the  city  and  government."  Senator  Hatcher  said  that  his  own 
formula  for  this  phenomenon  is  that  the  further  you  are  from  the  city  and 
the  seat  of  government,  the  more  you  distrust  both.  "The  real  issue,  I 
think,  is  geopolitical.  Simply,  no  state  in  the  nation  is  as  divided 
geographically  as  we  are.  Each  one  of  those  mountain  valleys  has  a 

different  life  style  that  they  would  like  to  keep in  many  cases 

different  nationalities .. .different  people." 

Senator  Martin  Hatcher,  who  represents  eleven  western-slope  counties  in 
his  district,  points  out  that  people  outside  of  Colorado,  particularly 
in  Washington,  D.C.,  and  along  the  eastern  seaboard,  just  can't  comprehend. 
Hatcher  pointed  out  "I  have  an  area  larger,  and  that's  just  for  one 
senatorial  district,  an  area  larger  than  Rhode  Island,  Connecticut, 

New  Hampshire,  Hawaii  and  the  District  of  Columbia,  all  put  together. 

We  don't  have  a single  U.S.  Senator,  a single  U.  S.  Representative. 

We  don't  have  any  state-wide  officers  that  are  from  that  particular  area." 

The  Senator  echoed  the  sentiments  of  Governor  Richard  Lamm,  in  his  address 
to  the  Colorado  Medical  Society  House  of  Delegates  in  February,  in  that 
health  and  well-being  of  the  people  of  Colorado  is  one  of  the  major 
concerns  of  state  government  today. 


NEW  AWARENESS,  GREATER  DIVERSITY  IN  SERVICES  TO  THE  MEDICAL  COMMUNITY 


since  commencing  the  reorganization,  which  is  still  under  way,  the 
Colorado  Medical  Society  has  introduced  new  corporate  management  and 
innovative  movements  of  the  Society.  As  a whole  there  is  a new  air 
of  realization  about  what  Colorado  Medical  Society  is  doing  on  behalf 
of  its  membership. 

In  a recent  issue  of  COLORADO  MEDICINE,  reference  was  made  to  the 
present  services  provided  by  the  Society,  and  the  question  was  asked 
of  the  reader  "What  of  these  other,  potential  services  do  you  feel 
would  be  helpful  or  important  to  your  own  practice?"  Reviewing  the 
results  thus  far  garnered,  here's  what  the  physician  is  saying: 

Listed  in  the  order  of  their  importance  to  the  respondent, 

SERVICES  NOW  PROVIDED: 

Disability  Insurance 

Continuing  Medical  Education  courses 

Practice  Management  courses 

Print  Shop  Services 

Term  Life  Insurance 

Physicians'  Directory 

Teletran 

Placement  services 
Intrav 

Professional  Liability  Insurance 
Judicial  Mechanism 
Addressing/Mailing  services 
Grievance  Mechanism 
Legislative  Lobbying 
Legislative  (telephone)  "Hot  Line" 
Colorado  Medicine  magazine 
Accreditation  of  Health  Facilities 
Specialty  Society  Office 
COCHEMS  Trust  Fund 

SERVICES  BEING  CONSIDERED: 

Car  purchase  discounts 

Major  Medical  Health  Insurance 

Car  leasing  and  rental 

Bookkeeping  and  Accounting  services 

Collection  services 

Temporary  Help  service 

Office  Overhead  Insurance 

Telephone  Answering  Service 

Paging  Service 

Student  Loans 

What  does  all  this  mean?  It  means  that  the  CMS  staff,  through  the  Board 
of  Trustees,  is  attempting  to  provide  a broad  range  of  services  to  ALL 
physician  members.  In  today's  economic  and  political  arena,  your 
Colorado  Medical  Society  is  still  the  loudest,  clearest  single  voice 
being  heard  on  all  fronts,  in  behalf  of  Colorado  physicians. 

The  Department  of  Communications  continues  to  work  to  make  this  voice 
heard  at  all  levels,  in  all  public  media  and  forums.  CMS  needs  your 
input,  your  voice,  your  views,  your  requests  for  service,  your  needs  to 
be  known  to  other  physicians  and  the  public  at  large.  Let  us  hear 
from  you. 


COLORADO  MEDICAL  SOCIETY  MEDICAL  CARE  IN  CORRECTIONAL  INSTITUTIONS  COMMITTEE 


The  Committee  on  Medical  Care  in  Correctional  Institutions  met  on  March  29, 
1980,  to  discuss  recent  developments  in  the  Ramos  case  concerning  inmate 
care  at  Colorado  State  Penitentiary. 

During  the  meeting  Mr.  James  Hartley,  an  attorney  representing  the 
plaintiff  inmates  in  the  Ramos  case  discussed  v'ith  the  committee  recent 
requests  by  Judge  John  Kane,  U.S.  District  Court,  that  representatives 
from  the  Colorado  Medical  Society  be  asked  to  testify  before  him  during  a 
hearing  scheduled  for  April  14,  1980.  This  hearing  will  concern  the 
most  recent  plan  submitted  by  the  Colorado  Department  of  Corrections 
in  proposed  compliance  with  Judge  Kane ' s previous  order  to  correct 
deficiencies  in  medical  care  at  the  penitentiary. 

John  Buglewicz,  M.D. , Chairman  of  the  Medical  Care/Corrections  Committee, 
has  agreed  that  the  Society  will  provide  such  input,  as  appropriate,  and 
will  continue  to  work  with  the  Court  and  the  Department  of  Corrections 
to  develop  improvements  in  the  delivery  of  medical  care  in  Colorado 
institutions . 

Also  attending  the  Committee  meeting  was  Bob  Moore,  Director  of  Medical 
Services  for  the  penitentiary.  Mr.  Moore  has  been  an  active  participant 
in  researching  and  reporting  the  needs  of  the  prison  inmate  population. 


PHYSICIAN’S  DIRECTORY  DUE  OUT  SOON.. .BUT  WE  MUST  HAVE  YOUR  RESPONSE  CARDS 

COLORADO  MEDICINE  published,  in  the  March,  1980,  issue  a response  card 
for  member  physicians  to  up-date  their  professional  and  personal  infor- 
mation to  be  listed  in  the  1980  Physician's  Directory. 

The  card  asked  that  the  information  be  returned  by  April  15,  1980. 

We  are  URGING  you  to  complete  the  card  and  return  it  as  quickly  as 
possible.  This  mountain  of  information  must  be  inserted  into  the 
computer  so  that  it  can  be  properly  and  correctly  printed  in  the 
1980  Directory. 

For  those  of  you  who  anticipate  a change  in  practice  during  June- July, 
please  give  the  address  and  other  pertinent  information  of  your 

practice  location WHICH  WILL  BE  CORRECT  AFTER  JUNE  1,  1980. 

This  will  enable  the  editors  of  the  Directory  to  reflect  your  correct 
address  for  the  balance  of  the  year  that  the  Directory  will  be  in  use. 

PLEASE go  back  right  now  to  the  MARCH,  1980,  EDITION  OF 

COLORADO  MEDICINE find  the  inquiry  card  and  complete  all  the 

questionnaire.  We  must  have  your  help  in  publishing  the  Directory 
in  a timely  and  correct  fashion.  The  proposed  date  for  publication 
and  distribution  of  the  Directory  is  June  1-15,  1980. 


STATE  NURSING  DISASTER  COORDINATION  COMMITTEE  TO  HOLD  WORKSHOP 


The  Colorado  Nursing  Disaster  Coordinating  Committee  will  hold  a 
one-day  workshop  on  Thursday,  May  8,  1980,  in  order  to  exchange 
and  update  information  concerning  potential  state  disasters, 
natural  or  otherwise. 

The  workshop  will  be  held  at  the  Elk's  Club,  1455  Newland  Street, 
Lakewood,  Colorado  (Use  North  entrance  only). 

Registration  for  the  workshop  is  now  open,  but  there  will  also  be  a 
registration  desk,  opening  at  8:00  am,  the  day  of  the  workshop. 

If  you  wish  to  attend,  please  call  one  of  the  following: 

Lea  Pierce  575-2616 

Eleanor  Bent  399-0550,  Ext.  218 

Katy  Delgado  238-6301,  Ext.  202  or  235 

COLORADO  SOCIETY  OF  OSTEOPATHIC  MEDICINE  TO  CELEBRATE  “OSTEOPATHIC  WEEK" 

The  Colorado  Society  of  Osteopathic  Medicine,  its  Divisional  Societies 
and  Auxiliaries  in  Colorado  will  observe  the  first  annual 
"OSTEOPATHIC  MEDICINE  WEEK  IN  COLORADO." 

Colorado  Governor  Richard  D.  Lamm  indicates  he  will  proclaim  the 
week  of  June  1-7,  1980,  as  "Osteopathic  Medicine  Week,"  with  an 
appropriate  signing  ceremony  in  the  office  of  the  Governor  early 
in  May. 

Society  members  are  presently  cooperating  with  editors  of  the 
Denver  Post  in  assembling  a special  supplement  to  the  Empire  Magazine 
commemorating  this  event. 

CMS  is  pleased  to  recognize  the  Society  of  Osteopathic  Medicine  for 
its  work  in  the  broad  field  of  medicine,  including  a large  number 
of  Doctors  of  Osteopathy  who  are  members  of  the  Colorado  Medical 
Society. 

There  will  be  a variety  of  events  which  will  mark  this  special, 
week-long  observance,  and  we'll  be  communicating  more  of  these 
details  during  May.  If  you  would  like  more  information  in  the 
interim,  contact  the  Colorado  Society  of  Osteopathic  Medicine 
at  4701  E.  9th  Avenue,  Denver,  80220,  telephone  322-1752. 

ANOTHER  REMINDER  ABOUT  “YOUR”  RADIO  PROGRAMS.  . AND  NEEDED  RESPONSES 

Colorado  Medical  Society's  efforts  to  bring  the  physician  closer 
to  those  persons  in  all  parts  of  our  state  is  having  excellent 
response  thus  far;  HOWEVER,  if  you  have  not  completed  the  small 
questionnaire  which  appeared  in  the  March  COLORADO  MEDICINE,  please 
go  back  and  find  it  on  Page  99,  read  it  over  and  fill  in  the  appro- 
priate blanks,  send  it  back  and  be  sure  you'll  be  helping  a large 
segment  of  the  public  to  better  understand  your  practice,  your  specialty 
and  your  profession.  We  are  promoting  the  weekly  radio  program  series 
in  an  effort  to  better  tell  the  story  of  the  physician  and  his  local 
component  society.  Your  participation  will  be  greatly  appreciated. 
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presldente 

letter 


There  is  a necessary 
delay  between  the  time  I 
express  my  thoughts 
herein,  and  when  the  mes- 
sage finally  gets  into  your 
“eager”  hands  to  be  read; 
please  excuse  me  if  what  I 
say  seems  to  be  “old  hat.” 

Some  of  it  will  be  just  as 
pertinent  five  years  from 
now,  but  1 hope  not. 

First,  I have  had  occa- 
sion to  attend  some  interesting  meetings  and 
confrontations  during  the  last  week  or  two  of 
April.  Roy  and  Thelma  Schwarz  invited  Maxine 
and  me,  along  with  a group  of  people  including 
Senator  Fred  Anderson,  to  their  home  and  a 
luncheon  honoring  three  Arabian  visitors.  It  is 
hard  to  believe  that  these  people,  who  are  so  soft 
in  external  appearance  and  behavior,  have  such 
a heavy  influence  in  our  world  and  our  future 
because  of  their  nation's  extreme  wealth.  One  is 
immediately  impressed  with  the  high  degree  of 
their  intelligence  and  purposeful  intent,  with 
their  obvious  seriousness  in  accomplishing  an 
improved  standard  of  living  for  their  citizenry. 
This  is  why  they  were  visiting  in  Colorado. 

Dean  Schwarz  had  been  contacted  by  the 
Arabian  people  because  they  want  to  establish 
medical  schools  in  their  country,  and  need  our 
knowledge  and  experience  to  accomplish  this. 
An  important  facet  of  this  is  the  proposed  de- 
velopment of  educational  communication  satel- 
lites to  carry  information  between  the  United 
States  and  Saudi  Arabia  and  other  Mid-Eastern 
countries.  This  can  have  a great  impact  in  our 
political  relationship  to  that  area,  as  well  as  the 
potential  of  developing  new  and  innovative 
communication  technics  for  all  of  us  in  North 
America  and  in  Colorado.  The  Arabian  guests 
indicated  to  me  that  they  have  the  finances  to 
launch  this  project  and  they  were  here  as  Roy 
Schwarz's  guests  to  discuss  this  matter.  Maybe  a 
few  heads  of  departments  at  the  FHealth  Sciences 
Center  don't  see  eye  to  eye  with  our  new  Dean, 
but  there  are  many  others  of  us  who  do,  for 
those  reasons  mentioned  here,  as  well  as  many 
more. 

Another  matter  of  concern  and,  hopefully, 
interest  to  the  membership  of  Colorado  Medical 
Society  is  the  media,  particularly  print,  which 
seems  to  delight  in  printing  matters  concerning 


our  financial  resources  and  income,  plus  taking  a 
great  delight  in  printing  letters  of  conflict  in- 
cluding patient  versus  doctor,  and  doctor  versus 
doctor.  I guess  it  is  typical  of  what  they  view  as 
public  interest  or  they  wouldn't  print  it.  We 
know  that  it  is  a matter  of  public  interest,  but  it 
totally  escapes  me  as  to  why  we  continue  to  feed 
the  press  with  any  information  in  these  areas, 
since  any  such  information  or  comment  seems  to 
be  detrimental  to  our  total,  professional  com- 
mitment. 

Believe  me:  I am  aware  of  the  fact  that  you 
and  I as  physicians  have  spent  between  25  and 
30  years  in  educating  ourselves  in  our  profession 
and,  for  the  most  part,  have  paid  every  cent  of 
the  cost  ourselves.  Without  much  exception,  why 
must  we  deign  ourselves  to  debating  these 
third-party  differences  in  our  areas  of  conflict 
with  the  press?  I think  we  should  not!  There  are 
important  areas  of  concern  to  me  and  to  the 
leadership  of  your  society.  Let  us  know  your 
concerns  and  we  will  deal  with  the  problem  to 
the  best  of  our  ability,  and  in  the  proper  arenas. 

Finally,  our  best  areas  of  concern  are  the  mat- 
ters of  preventive  medicine,  relationships  with 
youth  and  their  leadership  roles  of  tomorrow, 
helping  the  poor  and  disadvantaged  and  man- 
dating such  things  as  public  health  and  protec- 
tion, e.g.,  the  reinstatement  of  the  motorcycle 
helmet  law. 

Recently,  I attended  a component  society 
meeting  where  I listened  to  member  concerns, 
and  these  were  very  real  concerns,  about  our 
relationship  with  the  Blue  Cross/Blue  Shield, 
Neighborhood  Health  Centers,  and  Medicaid 
reimbursement.  Only  the  Neighborhood  Health 
Center  dealt  with  quality  of  care;  the  others  were 
income-related.  When  I asked  twice  for  help 
with  the  helmet  law  petition  effort,  I came  up 
with  only  two  volunteers.  1 was  told  that  this  was 
the  largest  crowd  to  have  attended  that  compo- 
nent society  meeting  in  some  time. 


OUR  COVER 

August  Lenox  turns  once  more  to  the  frontier  doctor  for  this 
month's  cover.  Lonely  conqueror  of  disease  and  physical  dis- 
tress, the  frontier  doctor  is  led  by  duty  to  ride  by  dead  of  night 
with  risk  of  self  to  apply  his  knowledge  to  the  ailing.  Painter 
Lenox  knows  the  West;  he  was  born  in  a sod  shack  in  Midway 
County,  South  Dakota,  where  he  started  drawing  and  storing 
memories  of  such  early  day  physicians  as  that  notable  gentleman 
on  Our  Cover. 
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Life,  Death,  and  Dollars 

May  23,  24  and  85 

The  Lodge  at  Vail,  Colorado 


Physicians  and  legislators  talking  the  same  lan- 
guage - this  is  what  lies  in  store  for  participants  at  the 
third  CMS  legislative  seminar.  It  promises  to  be  a 
learningexperience  for  everyone  involved,  a way  to 
communicate  with  legislators  who  are  foes,  and  a 
chance  to  correct  misunderstandings  on  a golf 
course  or  a tennis  court  or  a dance  floor  or  at  a 
dinner  table. 

Presidents  of  component  societies,  specialty 
societies,  and  public  policy  chairmen  have  been 
invited.  Representatives  from  the  Board  of  T rustees, 
members  of  the  Council  on  Legislation,  and  physi- 
cians serving  as  liaison  members tothatcouncil  will 
also  be  there. 

The  words  "cost  containment"  seem  mundane, 
repetitious,  overused  to  physicians,  but  they  are  red 
flags  to  legislators  who  are  badgered  from  all  sides 
by  constituents  questioning  high  medical  bills,  slow 
and  low  payment  by  insurers,  and  non-availability 
of  medical  services. 

Physicians  know  the  role  of  government,  mal- 
practice premiums,  new  technology;  legislators 
either  don't  know  or  need  reminding.  Physicians 
know  that  services  performed  by  a Hied  practitioners 
are  at  least  as  expensive  as  true  medical  services; 
legislators  have  been  told  the  opposite  by  everyone 
of  those  allied  groups. 

Finally  the  subject  that  neither  a physician  nor  a 
legislator  wants  to  face  rears  its  head  - the  rationing 
of  health  care.  Congressman  Wirth  recently  men- 
tioned, while  touring  Children's  Hospital,  that 
whenever  he  votes  on  a cost  containment  bill  he 
remembers  taking  part  in  a Denver  Medical  Society 
task  force  meeting  where  the  ethics  involved  in 
"Who  Shall  Live"  were  discussed.  He  avidly  recalls 
the  names  of  most  of  the  physicians  present,  exactly 
where  he  was  sitting,  and  the  array  of  emotions  that 
he  felt.  We  hope  to  sti  r some  of  these  same  emotions 
in  Vail  with  a panel  composed  of  tertiary  care 
physicians  and  legislators  who  have  had  personal 
experiences  with  critical  illness. 

"Cost  containment"  becomes  more  frightening 
to  all  of  us  in  these  days  of  inflation,  and  any  insur- 
ance salesman  will  tell  you  how  frightened  every 
person  is  about  the  big  health  care  catastrophe  that 
might  hit  h*is  family.  May  23rd  to  the  25th  promises 
to  be  a big  weekend  - a perhaps  combative 
weekend  - but  a truly  learning  and  fun  weekend  for 
all  involved.  We  are  looking  forward  to  it. 


Final  Standing  of  Health-Related 
Bills  Before  the  1980  Legislature 

Air  Pollution 

The  Senate  and  House  again  failed  to  agree  on 
the  method  of  controlling  automobileair  pollution, 
and  a conference  committee  hopes  to  find  a com- 
promise position  by  the  time  the  legislature  meets 
on  May  7th  to  consider  any  final  actions  or  vetoes. 

Arthritis 

Although  the  arthritis  education  bill  was  killed  in 
February,  $30,000  was  put  in  the  long  appropri- 
ations bill  for  the  University  of  Colorado  Health 
Sciences  Center  to  begin  just  such  a project. 

Child  Abuse 

Two  child  abuse  bills  were  defeated  — one  re- 
quiring full  disclosure  of  records  and  one  develop- 
ing a public  school  educational  program.  Those 
bills  speaking  to  the  degree  of  evidence  required 
when  separating  a child  from  his  parent  or  guard- 
ian, distinguishingthecriminal  penalty  when  abuse 
results  in  death,  and  broadening  the  definition  of 
abuse  were  passed. 

Cost  Containment 

The  bill  exempting  from  sales  tax  the  sale  of 
numerous  devices  necessary  for  the  treatment  of 
illness,  injury,  or  disabi  lity  was  defeated  as  a bill  but 
added  to  the  omnibus  tax  relief  bill  with  a price  tag 
of  $500,000. 

Medically  Indigent  Insurance 

All  four  of  these  bills  were  killed,  two  of  them 
early  and  the  two  big  ones  in  truly  the  eleventh 
hour  — at  1 1 :02  p.m.  and  1 1 :04  p.m.  on  the  final 
night  of  the  session.  They  became  labeled  as  "Den- 
ver General  relief  bills"  and  simply  couldn't  muster 
the  necessary  votes  in  the  rurally  controlled  Senate 
Republican  Caucus.  The  long  appropriation  bill's 
line  item  for  medical  indigency  was  increased  from 
$10  million  to  almost  $1 3 million  dollars. 

Parking  for  Handicapped 

Both  bills  were  passed  granting  special  parking 
privileges  to  handicapped  persons  other  than  those 
with  mechanical  devices. 

Physician  Salaries 

Physicians  in  the  state  personnel  system  received 
an  increase  in  maximum  salary  to  $58,500.00. 
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"Dear  Mr.  Bowman  — 1 just  got  sued!  I am  a 
member  of  my  county  society,  in  good  standing.  I 
support  my  Medical  Society  by  serving  on  the 
membership  committee.  I also  serve  as  a volunteer 
on  my  hospital  credentials  committee.  I'm  involved 
with  the  Boy  Scouts  and  the  Chamber  of  Com- 
merce. I'm  a good  guy.  Recently  a physician  new  to 
the  community  applied  for  Medical  Society  mem- 
bership. To  make  a long  story  short,  our  committee 
decided  not  to  vote  him  into  membership  based  on 
his  cloudy  past.  The  next  thing  I knew,  I was  sued ! 
All  I was  trying  to  do  was  help  my  Society  do  my 
share.  Well,  I quit.  I'm  not  going  to  spend  my  time 
and  money  getting  sued  just  to  help  the  Medical 
Society.  Can  you  help?  Dr.  Nice" 

Dear  "Dr.  Nice"; 

1 . Don't  panic. 

2.  Anybody  can  sue  anybody,  particularly  in  to- 
day's world,  but  sometimes  the  judicial  system 
goes  awry  and  there  is  a total  miscarriage  of 
justice  — but  this  is  rare. 

3.  Although  there  is  always  risk,  it  has  been  exag- 
gerated. BUT  you  have  a lot  of  built-in  protec- 
tions: 

a.  Medical  Society,  hospitals,  the  state  legis- 
lature, and  your  professional  liability  insurance 
all  provide  different  mechanisms  to  protect  you 
in  a variety  of  settings. 

b.  Members  acting  on  behalf  of  the  Colorado 
Medical  Society  review  committees  have  im- 
munity if  the  physician  is  "reviewing  and 
evaluating  the  quality  of  care  being  given 


patients  by  any  licensed  physician,"  or  when 
reviewing  a physician's  professional  qualifica- 
tions. This  includes  membership  committees, 
grievance  committees,  peer  review  committees. 
Physicians  doing  Foundation  (PSRO)  review 
have  immunity.  Our  Hartford  Professional  Lia- 
bility Insurance  (and  most  other  insurance  pro- 
fessional liability  contracts)  includes  an  immun- 
ity clause  for  you  when  you  are  acting  on  behalf 
of  your  professional  organization.  Hospitals 
provide  similar  protections. 

4.  Notify  the  Medical  Society,  Hospital  Associa- 
tion, your  attorney,  and  the  broker  of  your  pro- 
fessional liability  insurance,  or  whomever  is 
appropriate,  with  all  the  details.  You'll  get  much 
good  advice  and  counsel. 

5.  Stay  on  the  committee.  Although  suits  are  in- 
evitable, physicians  also  have  an  obligation  and 
responsibility  to  set  standards,  review  their 
peers.  In  our  litigious  world  your  suit  is  not  un- 
usual. It  is  aggravating  and  time  consuming.  If 
you  were  diligently  discharging  your  duties  as  a 
member  of  the  committee,  and  you  operated 
within  the  limitations  or  rules  you  were  to  follow 
in  the  discharge  of  your  duties,  things  should 
work  out.  If  you  allow  due  process,  and  docu- 
ment your  actions,  your  exposure  will  be  mini- 
mal. However,  if  you  or  your  committee  mem- 
bers acted  .maliciously,  you  could  be  subject  to 
additional  "punitive  damages"  from  which 
there  is  no  protection. 

6.  You  should  be  aware  of  an  opposite  possible 
situation.  The  profession  is  charged  by  govern- 
ment and  by  the  public  to  police  itself.  (This  is 
preferable  to  non-professional  or  consumer 
organizations  setting  professional  standards  for 
Medical  Society,  hospital  membership,  peer  re- 
view committees,  etc.)  Fai  lure  to  set  standards  or 
failure  to  discipline  or  restrict  known  physician 
offenders  may  also  result  in  legal  action. 

"Dr.  Nice,"  the  message  is:  Organized  medicine 
at  all  levels  is  providing  more  and  more  protections 
in  order  that  you  can  carry  out  the  purposes  of  your 
professional  affiliations.  Lawmakers  in  every  state 
have  also  been  sympathetic.  Most  states  have  and 
are  enacting  legislation  to  help  you.  Insurance 
companies  have  long  recognized  the  need  to  pro- 
tect their  insured  and  the  medical  organizations 
with  which  they  work. 

Therefore,  you  have  more  going  for  you  than  ever 
before,  but  don't  be  intimidated.  Your  professional 
obligations  are  a necessity  and  more  important  to 
the  preservation  of  medicine  than  ever  before! 
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ANNUAL  SESSION  PLANNING  UNDER  WAY 

The  yearly  exertion  to  produce  outstanding  programs  during  the 
Annual  Session  of  the  Colorado  Medical  Society,  September  24-27  at  the 
Broadmoor  Hotel,  is  now  under  way.  Intentions  are  to  create  a strong 
series  of  programs  which  will  continue  to  meet  the  high  standards  of 
scientific  discussion  which  has  marked  past  meetings. 

The  Educational  Program  Planning  Committee  has  been  meeting  regularly, 
under  the  direction  of  its.  Chairman,  Pat  Moran,  M.D.,  Grand  Junction. 

Members  are  Terrance  Kelley,  M.D.,  Glenwood  Springs;  John  M.  Connolly,  M.D., 
Denver;,  Ray  Painter,  M.D.,  Grand  Junction;  Dean  Girard,  M.D.,  La  Junta; 

David  Steinman,  M.D.,  Denver;  W.  Gerald  Rainer,  M.D.,  Denver;  Rachel le  Kaye , PhD , 
Denver;  and  Mrs.  Patrick  (Kathy)  Thompson,  Fort  Morgan. 

Polling  opinions  of  previous  scientific  sessions  has  led  to  the  concept 
of  a series  of  45-minute  presentations  of  which  at  least  15  minutes  will  be 
devoted  to  a group  discussion  and  questions  and  answers.  This  is  the  type  of 
program  most  favored. 

Two  workshops  will  be  presented  concurrently  on  Thursday  morning,  September  25, 
starting  at  8:30.  One  session  will  deal  with  atherosclerosis,  its  prevention, 
the  relation  and  importance  of  Antithrombin  III  deficiency  and  hype rcoagul able 
states,  and  the  recognition  of  cerebral  vascular  disease. 

A second  workshop  on  infections  is  planned  for  8:30  a.m. , also  running  until 
noon.  This  workshop  will  consider,  among  other  matters,  obstetrical 
infections,  their  prevention,  and  the  increasingly  ominous  spread  of  hepatitis. 

Two  afternoon  workshops,  from  1:00  to  4:30  p.m.,  will  consider  the  two  topics 
of  Computers  in  Medicine  and  Practice  Management.  The  former  will  be  a 
discussion  of  computers  in  the  management  of  cardiac  problems  as  well  as 
in  ambulatory  practice  management,  hospital  management,  hospital  business 
and  patient  management. 


Friday  morning  sessions,  from  8:00  to  10:45  a.m.,  will  focus  on  updated 
presentations  for  twelve  various  topics,  including  management  of  chronic 
obstructive  pulmonary  disease  (COPD) , joint  replacement  surgery,  Reyes 
Syndrome,  thyroid  disease,  management  of  the  obese  patient,  and  drug 
use  and  the  elderly,  with  other  topics  to  be  added. 

REVIEW  SHOWS  RETURN  OF  ANNUAL  SESSION  TO  BROADMOOR  A POPULAR  CHOICE 

Colorado  physicians  and  their  families  have  long  considered  the  Broadmoor 
Hotel  and  meeting  facilities  among  the  finest  anywhere  in  the  world,  and 
this  year’s  Annual  Session  in  September  will  mark  the  latest  of  many 
annual  meetings  held  there  by  Colorado  Medical  Society.  New  emphasis, 
however,  has  been  placed  on  this  year’s  meeting  agenda  and  scientific 
sessions . 

In  the  scientific  education  arena,  present  plans  call  for  a variety  of 
subjects  to  be  presented  in  the  format  of  a number  of  ’’mini"  sessions 
of  45-minute  length,  including  a 15-minute  question  and  discussion  period. 
These  presentations  are  being  planned  to  emphasize  information  of  special 
interest  to  the  primary  physician.  Many  of  the  speakers  will  come  from 
outlying  areas  of  Colorado. 

Geno  Saccomanno , M.D. , Pathologist  from  St.  Mary’s  Hospital  in  Grand  Junction 
has  been  named  to  give  the  banning  E.  Likes  Memorial  Lecture  at  11:00  a.m. , 
Friday,  September  25. 

As  in  the  past,  participants  in  the  scientific  programs  will  be  able  to  errn 
12  hours  or  more  of  AMA  Category  I,  at  no  out-of-pocket  cost. 

The  Colorado  Medical  Society  Auxiliary  and  the  Colorado  Medical  Society 
Council  on  Legislation  will  also  have  programs,  tentatively  set  for 
Thursday . 


■A 

J,  Meetings  of  the  House  of  Delegates  are  now  scheduled  for  Wednesday , 
it  September  2A , at  9:00  a.m.  , and  on  Friday,  September  26,  at  1:00  p.m. 

t 

Reference  Committee  meetings  are,  at  this  time  planned  for  Wednesday 
afternoon. 

i 

n. 

Major  social  events  include  the  President's  Reception  in  the  West  Patio 
on  Wednesday  evening,  the  dinner-dance  in  the  main  dining  room  Thursday 
evening,  preceded  by  cocktails  by  the  Lake  Terrace  Pool. 

An  excellent  program  is  in  the  making,  so  this  is  the  time  to  lay  your  own 
plans  to  attend  the  Annual  Session,  September  2Ath  through  the  2?th. 

Watch  for  further  details  in  COLORADO  MEDICINE  issues,  but  don't  wait  to 

make  necessary  reservations  and  plans  to  attend. 

r 

feETING  FOR  COMPONENT  SOCIETY  PRESIDENTS,  PRESIDENTS-ELECT  AND  MEDICAL  EXECS 

j On  Friday,  June  20,  1980,  Colorado  Medical  Society  Board  of  Trustees  will  host  the 
the  first  bi-annual  meeting  of  Presidents  and  Presidents-elect  of  the  component 
societies,  joined  by  staff  members  of  those  component  societies,  at  the 
Denver  headquarters  of  Colorado  Medical  Society.  The  purpose  of  this  one-day 
conclave  will  be : 

An  "update"  of  CMS  current  activities  and  programs. 

A discussion  of  new  and  proposed  services  offered  CMS  members  and 
component  societies. 

A review  of  the  proposed  draft  Colorado  Medical  Society  By-Laws. 

A workshop  on  common  interests  and  problems. 

Dialogue  to  give  direction  to  the  Colorado  Medical  Society  in  developing 
future  plans. 

Colorado  Medical  Society  Board  of  Trustees  are  continuing  their  efforts 
to  make  the  society  responsive  to  the  needs  of  the  component  societies. 

This  meeting  will  be  one  of  the  most  important  of  the  year.  Presidents, 
Presidents-elect,  medical  society  staff,  and  CMS  Board  members  should 
SET  THE  DATE  OF  JUNE  20  NOW! 


If  you  have  any  questions,  please  contact  the  executive  offices  of  Colorado 
Medical  Society,  861-1221,  Or  1-800-332-4150.  Invitations  and  reservation 
forms  have  been  sent.  Please  return  the  reservation  form  as  soon  as  possible. 

LAST  CALL  FOR  RETURN  OF  CARDS  FOR  PHYSICIAN’S  DIRECTORY  LISTINGS 

The  editors  of  the  1980  Physician's  Directory  are  getting  more  than  a 
little  frantic  now,  since  two  deadlines  have  already  passed,  and  a third 
is  fast  approaching.  In  the  March  issue  of  COLORADO  MEDICINE  you  received 
a return  card  on  which  we  asked  that  you  up-date  your  personal  practice 
information,  as  you  wanted  it  to  appear  in  the  1980  Directory.  We  must 
ask  you  again  to  go  to  your  pile  of  unread  material,  seek  out  the 
MARCH  1980  ISSUE  OF  COLORADO  MEDICINE,  extract  the  postage-paid  return 
card,  complete  the  questionnaire  and  drop  it  in  the  mail  AS  SOON  AS  POSSIBLE!;: 
The  editors  are  striving  to  publish  the  best-ever  Directory  of  Physicians, 
but  that  can't  possibly  be  done  without  your  vital  information.  The 
Directory  is  quite  important  to  allied  health  care  agencies,  referral  service, 
fellow  members  of  your  profession  and  many  others.  Please  help  us  to  help  you. 

ANNUAL  WESTERN  COLORADO  FITNESS  FESTIVAL 

The  Fourth  Annual  Western  Colorado  Fitness  Seminar  will  be  held  in  Grand 
Junction  on  June  20-21  at  the  Two  Rivers  Plaza  Convention  Center,  under 
the  general  sponsorship  of  St.  Mary's  Health  Education  Center.  This  Grand 
Junction  session  will  inaugurate  alternation  of  sites  between  Grand  Junction 
and  Montrose,  where  the  previous  seminars  have  been  held. 

Two  nationally  known  speakers  will  take  part.  Dr.  George  Sheehan,  well 
known  for  his  own  running  as  well  as  his  writing  about  running,  will  be 
joined  by  Covert  Bailey,  author  of  "Fit  or  Fat."  Dr.  Sheehan  is  also  a 
member  of  the  Department  of  Electrocardiography  and  Stress  Testing  at  Riverview 
Hospital,  Red  Bank,  New  Jersey.  Covert  Bailey  is  the  Director  of  the  Bailey 
Clinic  for  testing  for  body  fat  and  physical  fitness.  Bailey  received 
a Master  Science  degree  in  Nutritional  Biochemistry  and  Metabolism  from 
the  Massachusetts  Institute  of  Technology.  Various  booths  will  be  dedicated 
to  the  aspects  of  exercise  and  nutrition  which  lead  to  optimum  health 

and  well-being. 


Risk  to  self,  patients,  and  profession 

Physician  Health  Problems 

John  R.  Graham,  MD,  Albuquerque,  New  Mexico 


Introduction 

A current  advertisement  for  Antabuse  shows 
a picture  of  the  actor,  Patrick  O’Neal,  seated  at 
a table  by  an  upturned  glass.  The  headline 
reads:  "You’ve  been  lied  to.  Doctor...  by  the 
alcoholic.” 

The  advertisement  goes  on  to  state  that  "de- 
nial is  a s)Tnptom  of  the  disease  of  alcoholism,” 
and  that  in  his  case,  Patrick  O’Neal,  did  not 
recognize  what  was  going  on  with  himself,  and 
further  suggests  that  perhaps  doctors  didn’t 
know  either.  In  short,  he  states  that  he  lied  to 
his  doctor,  to  his  family  and  to  himself.  The 
advertisement  adds  that  the  medical  profession 
has  a fantastic  opportunity  - to  heal,  to  save 
lives,  and  to  preserve  the  quality  of  lives  - by 
seeing  what’s  really  the  truth,  and  having  the 
courage  to  confront  the  patient  with  it. 

There  isn’t  anything  new  in  the  advertise- 
ment. We  know  that  denial  is  a central  dynamic 
in  the  problem  of  alcoholism.  However,  I intro- 
duce this  matter  to  point  out  denial  is  a primary 
dynamic  in  our  difficult  health  problems  within 
the  medical  profession.  We’ve  all  encountered 
someone  who  with  the  problem  of  alcohol,  drug 
abuse,  or  major  psychiatric  disorder  is  a risk  to 
self,  to  patients,  and  our  profession. 

There  are  many  factors  that  lead  to  our 
avoidance  of  major  trouble  within  our  own  pro- 
fession, and  the  physician  is  the  first  one  subject 
to  denial  in  himself. 

So  what’s  new?  A recent  study^  reported  on 
screening  for  drug  and  alcohol  abuse  in  a gen- 
eral medical  population.  In  a series  of  one 
hundred  fifty  consecutive,  first-visit,  general 
medical  patient  visits,  a simple  and  inexpensive 
screening  procedure  was  combined  with  per- 
sonal inquiry  and  physician  examination  for 
drug  and  alcohol  abuse.  11.3  per  cent  of  the 
patients  were  using  psychoactive  drugs,  and  6.7 
per  cent  used  drugs  or  alcohol  on  a daily  basis  to 
the  point  where  the  patient  himself  described 
his  abuse.  When  confronted  with  this  informa- 
tion 70  per  cent  of  the  drug  and  alcohol  abusers 


recognized  the  problem,  and  subsequently 
sought  treatment  for  their  disorder.  The  impli- 
cation is  that  if  one  confronts  disorder,  not  only 
will  there  be  a high  degree  of  cooperation,  but 
there  may  be  a high  likelihood  of  successful 
outcome. 

There  are  widespread  problems  among  our 
general  medical  patients.  Psychiatric  patients 
have  always  used  a number  of  drugs. 
Epidemiological  surveys  have  shown  higher 
than  expected  numbers  of  individuals  taking  a 
variety  of  medications.  Studies  of  alcohol  use  in 
the  general  population  have  suggested  that 
5-10  per  cent  of  our  population  have  a serious 
problem  with  alcohol. 

And  what  of  physicians?  Are  we  immune?  Are 
we  part  of  the  general  population  with  compar- 
able statistics  in  regard  to  drug  and  alcohol  use? 
Do  we  avoid  confronting  our  patients  and  our- 
selves? 

Hidden  from  View 

A variety  of  studies  suggests  10  per  cent  of  all 
physicians  have  health  problems  interfering 
with  effective  work.  If  you  think  about  your  own 
community  and  take  a conservative  estimate  of 
the  number  of  physicians  and  the  following 
statistics,  you  may  start  to  approach  some  idea 
of  the  problem.  Though  the  upper  range  for 
alcoholism  is  often  stated  at  10  per  cent,  take  a 
conservative  estimate  of  6 per  cent  of  the  popu- 
lation. How  many  physicians  will  that  suggest 
have  serious  problems  in  your  communnity? 
Studies  have  suggested  that  1-2  per  cent  of 
physicians  are  involved  in  drug  abuse.  We  do 
not  have  good  data  on  severe  depression.  How- 
ever, you  are  aware  that  suicide  rates  for  physi- 
cian populations  are  much  higher  than  the  gen- 
eral rates  for  the  nonmedical  populations.  Be- 
havioral problems  are  another  significant  issue. 
Have  you  ever  run  into  a doctor  who  seemed 
disagreeable?  Divorce  and  marital  discord  are 
very  significant  issues.  Perhaps  you  know  of 
someone  who  is  having  marital  problems.  And 
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the  hard  driving,  pushing  physician,  who  is 
providing  more  patient  care,  but  enjoying  it 
less,  doesn’t  get  reported  as  a statistic,  but  is 
ever  present.  And  behind  the  doors  of  our  var- 
ious offices  there  is  no  way  to  assess  the  variety 
of  ethical  problems  that  can  arise  because  of 
high  levels  of  distress  within  physicians. 

One  of  my  physician  patients  shared  an  in- 
teresting observation  recently.  The  report  cen- 
tered on  a physician  who  was  expressing  great 
anger  toward  another  doctor  in  the  community. 
The  physician  voicing  his  discomfort  stated  the 
basic  complaint  about  the  doctor  not  being  seri- 
ous in  his  approach  to  work.  The  criticism  had 
been  prompted  by  an  incident  that  demon- 
strated the  physician  under  attack  had  learned 
to  do  something  nonmedical  that  was  quite  en- 
joyable. My  physician  patient  observed  that  the 
angry  colleague  was  obviously  envious  of  the 
other  guy  who  was  able  to  have  fun.  That’s  the 
way  it  usually  is.  A physician  having  fun  and 
enjoying  life  stands  out  from  the  rest  of  the 
crowd.  A physician  in  distress  goes  under- 
ground. As  a group,  we  physicians  tend  to  hide 
our  personal  problems  - generally  by  working 
harder.  Initially,  the  family  will  feel  it.  Then 
our  friends  and  colleagues  will  find  that  we  are 
unavailable. 

The  distressed  physician  seems  unwilling  to 
confront  problems,  especially  problems  that  in- 
volve a loss  of  control  and  that  threaten  to  dis- 
rupt things.  In  that  sense  the  denial  and  con- 
cealment alter  physician  behaviors.  The  fear  of 
reprisal,  loss  of  professional  position,  economic 
issues,  and  an  unwillingness  to  disclose  any  in- 
adequacies may  make  us  unavailable  or  de- 
tached from  our  colleagues  when  we  are  dis- 
tressed. The  physician  in  trouble  withdraws,  in 
a protective  fashion.  Hospital  practice  may  drop 
off  and  there  will  be  decreasing  participation, 
and  finally  an  avoidance  of  professional  meet- 
ings. Isolation.  Then,  tragically,  the  physician 
with  problems  will  come  to  the  surface  and  out 
of  the  isolation,  when  a final  triggering  event 
such  as  a criminal  charge,  threatened  loss  of 
license,  suicide,  or  bizarre  and  unprofessional 
behaviour,  brings  the  impaired  physician  to  a 
total  halt. 

History  of  the  Present  Illness 

Most  studies  of  pathology  are  frozen  sections 
at  a given  point  in  time,  cross-sectional  cuts.  A 
man  of  44  dies  of  myocardial  infarction,  second- 
ary to  coronary  artery  thrombosis,  due  to  ar- 


teriosclerotic heart  disease.  The  focus  is  on  the 
end  product,  with  factors  related  to  a 44-year 
history  of  developing  arteriosclerosis  fading  in 
the  background.  The  basic  question  of  why  this 
individual  develops  the  disorder  over  an  ex- 
tended period  of  time  remains.  Physicians  are 
stressed.  Physicians  decompensate.  So  how  fair 
back  do  we  go  in  eliciting  the  history  of  the 
present  illness? 

We  should  go  back  at  least  to  the  house  officer 
stage.  Do  you  remember  those  days  when  you 
were  on  call  every  other  night?  Those  were  the 
glorious  days  of  sleep  deprivation,  problem  with 
authority  figures,  control  struggles,  and  deal- 
ing with  having  more  responsibility  than  skills 
in  the  management  of  clinical  problems.  The 
difficulties  that  the  practicing  physician  of 
today  had  are  no  different  than  those  of  the 
current  group  of  interns  and  residents.  A recent 
survey  of  F amily  Practice  residency  programs^ 
indicated  the  most  common  problems  of  resi- 
dents were  emotional  illness;  marital  problems; 
economic  problems,  drug  abuse;  and  alcoholism 
- in  that  order.  The  residents  surveyed  "believe 
the  seeds  of  impairment  are  nurtured  during 
medical  school  and  residency  training  when 
young  physicians  may  be  overwhelmed  with 
long  hours,  low  pay,  and  lack  of  support  from 
their  peers  and  superiors.’’  So  the  History  of  the 
Present  Illness  has  to  go  back  at  least  to  the 
medical  school  setting.  Those  were  the  good  old 
days! 

A number  of  studies  on  medical  students  that 
have  been  reviewed^  report  on  emotional  diffi- 
culties within  the  population,  and  a prevalence 
of  disorder  ranging  from  6 per  cent  to  48  per 
cent.  Unfortunately,  the  studies  do  not  share 
standardized  criteria  defining  illness.  However, 
the  data  are  worthy  of  attention.  For  example,  a 
1968  report  by  Simon  (see  Graham^)  reviewed 
163  deaths  from  50  medical  schools;  the  leading 
causes  were  accident,  suicide,  and  malignancy. 
All  mortality  rates  for  medical  students  were  at 
a higher  level  than  the  general  population. 

Well,  everything  has  a history.  Medical 
schools  select  the  high  drive,  performance- 
oriented  individual,  so  our  history  has  to  start 
even  earlier.  Figures  on  severe  emotional  disor- 
der in  university  populations  confirm  the  prior 
history.  As  a matter  of  fact,  some  research 
suggests  predictive  indicators  of  mental  illness 
in  higher  education  can  be  developed.  Kidd  in 
an  interesting  study  done  at  Edinburgh  (see 
Graham^)  found  self-declaration  of  illness  re- 
lated very  closely  to  the  prevalence  of  disorder 
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in  his  cohortof  1555  students.  Medical  histories, 
consultation  rates  during  the  preceding  year, 
capacity  for  general  adjustment  in  broader  as- 
pects of  school  life,  and  lack  of  participation  in 
extra-curricular  activities  were  significant  fac- 
tors. Kidd  found  prevalence  of  disorder  higher 
in  women  than  men  - 14.6  per  cent  compared 
with  9 per  cent.  Women  from  broken  or  unhappy 
homes  were  more  vulnerable. 

But  could  there  be  anything  that  occurs  be- 
fore college  as  suggested  by  coming  from  a 
broken  or  unhappy  home?  The  research  of  Val- 
liant'*  and  his  colleagues  suggest  the  answer  to 
be  yes.  They  studied  47  physicians  over  a 30- 
year  period.  Their  study  noted  a possible  link 
between  the  doctor’s  altruism  at  a current  level 
of  functioning  and  the  early  formative  years  of 
the  embryonic  physician.  They  suggest  the  need 
to  be  giving  to  patients  may  compensate  for 
something  not  provided  to  the  physician  in 
early  childhood. 

Indeed,  I could  paint  a general  picture  of  the 
background  history  of  many  physicians.  This 
description  might  possibly  fit  the  reader.  The 
proposal  is  made  that  the  developing  physician 
is  often  raised  in  a home  where  father  is  viewed 
as  a very  powerful  but  distant  figure  - someone 
the  developing  physician  is  not  close  to;  while 
mother  is  viewed  as  a warm  and  nurturing  indi- 
vidual, available,  perhaps  even  indulgent.  And 
not  surprisingly,  you  and  I as  physicians  end  up 
in  a position  or  providing,  nurturing,  caring  for 
the  sick  - like  a good  mother. 

What  I am  suggesting  is  probably  quite  clear, 
and  in  no  way  amateur  psychology.  The  pre- 
senting problem  with  the  impaired  physician, 
just  like  the  life  situation  all  of  us  function  in 
today,  is  a reflection  of  what  has  gone  on  before, 
what  characterizes  our  way  of  thinking,  feeling, 
and  behaving.  We  have  been  shaped  by  our  past, 
and  significant  life  events  from  our  earlier 
years  are  a present  day  force  for  health  or  ill- 
ness. As  Leopold  Beliak  has  stated,  "history  is 
the  present  status  of  the  past.” 

Stress  Management 

None  of  us  like  to  be  distressed.  It  upsets  our 
delicate  equilibrium.  Consequently,  we  have  a 
variety  of  technics  that  we  use  to  avoid  distress, 
usually  trying  to  stir  up  dust  and  put  it  behind 
us.  At  a meeting  in  Reno,  Nevada,  some  years 
ago,  the  late  Paul  Blachly,  portrayed  an  in- 
teresting concept  of  "hustle”  which  I have  found 


most  helpful.  When  in  distress  we  will  hustle  up 
something  to  get  us  out  of  our  distress  situation. 
It’s  usually  a high  peak  activity,  an  action,  to 
move  us  ahead.  Having  a cigarette,  taking  a 
drink,  entering  into  an  affair,  or  making  a 
change  in  professional  career  from  one  specialty 
to  another,  may  serve  as  examples  of  "hustle.” 
There’s  no  doubt  about  the  fact  that  it  provides 
relief.  Having  a cigarette  allows  one  to  sit  down, 
inhale  and  get  things  out  of  one’s  thoughts. 
Having  a drink  is  a lovely  depressant  that  helps 
us  to  settle  down  at  the  end  of  a busy  day.  There 
is  nothing  more  effective  as  an  anti-depressant 
than  an  extramarital  affair.  Changing  a career 
means  that  you  can  get  rid  of  all  of  the  old 
problems  associated  with  your  prior  profes- 
sional practice,  and  enter  into  some  new  field 
where  there  is  less  demand. 

However,  there  is  also  a punishment,  gener- 
ally a long-term  drawn  out  process  associated 
with  all  of  the  hustles  we  engage  in.  For  exam- 
ple, smoking  leads  to  a higher  incidence  of  bron- 
chogenic carcinoma  and  heart  disease.  The 
alcohol  leads  to  very  severe  problems  in  regard 
to  liver,  heart  and  brain  disorder.  An  extramar- 
ital affair  gets  to  be  impossible,  because  both 
lover  and  spouse  want  you.  And  a change  in 
career  means  that  you  have  run  into  the  same 
types  of  problems  again,  except  now  you  don’t 
have  any  seniority.  Most  of  us  end  up  with  the 
sense  of  punishment  raising  a question:  Why  is 
life  treating  me  in  such  a shabby  way  after  I’ve 
been  such  a nice  person? 

But  there  is  no  doubt  about  the  hustle  having 
been  helpful  in  regard  to  reducing  the  initial 
distress.  Indeed,  it’s  so  far  removed  from  us  that 
we  don’t  even  know  what  it  is.  But  herein  lies 
the  fundamental  paradox.  When  caught  in  the 
hustle  to  manage  stress,  we  have  no  opportunity 
to  change  the  basic  distress  confronting  us. 
Thus,  it’s  as  if  we  had  placed  our  life  on  auto- 
matic pilot,  and  in  the  process  of  fooling  our- 
selves of  getting  into  control,  we,  in  fact,  have 
simply  given  up  control  of  our  own  life  situation. 

Critical  Points  for  Decompensation 

We  live  with  many  myths.  We  are  high-drive, 
performance  oriented  people,  and  we  often  find 
ourselves  caught  in  a trap,  as  if  the  system  has 
hustled  us.  Society  avoids  direct  contact  with 
sickness  and  death.  Society  finances  the  train- 
ing of  a select  group  to  manage  the  sick  and 
research  the  disease  process.  The  public  myth 
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involves  mastery  of  all  problems.  The  public 
expects  their  professionals  to  be  immune  to  ill- 
ness, available  at  all  times,  competent  in  an 
increasing  number  of  technical  fields,  and  to 
possess  a rich  combination  of  personal  warmth 
and  composure  when  disease  and  illness  occur. 

The  great  hazard  within  the  health  profes- 
sions is  acceptance  of  the  ability  to  alter  the 
course  of  destiny.  One  is  predisposed  to  assume 
the  myth  by  virtue  of  personal  need,  the  process 
of  higher  education,  and  a variety  of  societal 
reinforcements.  Through  a series  of  learned  be- 
haviours we  become  trained  practitioners,  de- 
conditioned  to  the  usual  symbols  of  pain,  de- 
spair, and  disease.  Successful  graduates  of  the 
system  run  the  risk  of  playing  a game  that  must 
be  lost. 

And  herein  lies  the  fundamental  stress  - the 
process  of  distancing  oneself  from  the  human, 
innate  response  to  sickness  and  death.  There  is 
a potential  masquerade  of  accepting  the  un- 
realistic, of  being  too  much  too  soon,  of  main- 
taining an  image  of  what  society  wants,  and 
what,  in  fact,  the  physician  cannot  be.  Thus, 
during  the  training  program  we  find  ourselves 
growing  away  from  the  typical  response  the 
public  will  have,  as  we  become  a specially 
trained  group. 

Following  training,  the  young  physician  will 
add  to  financial  worries  with  further  debt  while 
establishing  a practice.  By  this  time  there  are 
further  responsibilities  in  regard  to  a marriage 
and  a growing  family,  and  the  physician  will 
come  home  at  the  end  of  the  day  "having  already 
given  at  the  office,”  and  now  be  asked  for  a piece 
of  whatever  is  left.  There  also  is  the  remnant  of 
the  old  competitive  drive,  the  need  to  be  better 
than  adequate.  Thus,  as  one  gets  established  in 
practice  for  five  or  ten  years , a concern  about  the 
newer,  younger,  brighter  graduates  on  the 
market  place  may  start  to  develop.  And  by  age 
40  the  physician  will  start  to  question  things. 
There  are  many  doubts  about  the  commitments 
that  have  been  made  in  professional  and  per- 
sonal life.  It’s  at  this  point  that  parents  often 
die.  The  children  are  getting  older.  Unfortu- 
nately, the  physician  in  his  busy  practice 
doesn’t  have  a chance  to  get  away  for  a nice 
vacation,  but  at  least  has  enough  money  to  pro- 
vide the  children  with  a trip  to  Europe, 
attendance  at  a nice  school  and  other  matters, 
which  though  stripped  of  the  personal  inter- 
change with  the  parent,  seem  to  be  a good  sub- 
stitute and  a background  for  living.  It’s  in  this 


context  that  marital  discord  may  be  present. 
The  spouse  often  is  not  the  good  mother  that  was 
always  wanted.  The  office  overhead  goes  up 
again.  The  person  in  the  office  who  was  doing 
such  a good  job  in  handling  all  of  the  third  party 
collections,  decides  there’s  better  grass  on  the 
other  side  of  the  town.  Patients  die.  And  then 
you  say:  Is  this  all  there  is  to  life? 

But  that’s  a dangerous  question.  It  raises  dis- 
tress and  upsets  the  delicate  balance.  It’s  time  to 
hustle.  So  let’s  get  busy  and  work,  be  with  the 
patients  who  really  need  us.  One  of  my  physi- 
cian patients  decided  that  full-time  work  was 
too  stressful,  and  took  a half-time  job.  In  this 
sense  the  half-time  job  was  35  hours  per  week, 
and  one  or  two  nights  on  call. 

The  denial  and  avoidance  means  we  buy  into 
the  myth.  Our  resistance  to  a realistic  appraisal 
goes  up.  We  become  more  secretive,  isolation 
may  occur,  and  as  studies  of  drug  and  alcohol 
use®  ® have  shown,  we  are  predisposed  to  decom- 
pensate at  a point  removed  from  graduation. 
The  average  age  of  the  drug-abusing  physician 
is  43.  After  being  in  practice  for  about  18  years, 
and  using  drugs  for  one  or  two  years  before 
discovery,  the  physician  is  in  trouble.  The  alco- 
holic physician  is  a little  older,  perhaps  about  48 
years  of  age,  because  alcohol  is  so  acceptable 
within  our  society,  and  more  readily  hidden 
from  view. 

Recognition  of  Distress 

The  most  complex  issue  in  this  whole  process 
has  not  to  do  with  the  development  of  the  prob- 
lems so  much  as  the  identification  of  the  physi- 
cian having  difficulty.  Theoretically,  there 
must  first  be  a responsibiltity  to  one’s  self  to  get 
treatment  for  the  major  problems  that  lead  to 
physician  impairment.  However,  denial  and 
avoidance  are  the  enemies  within,  and  it  is  rare 
that  the  physician  will  tolerate  a confrontation 
with  self,  and  seek  treatment.  Generally,  a 
partner  in  a marriage,  a colleague,  a committee 
or  some  other  problem  will  alert  the  physician. 
Even  under  those  circumstances  physicians 
seem  resistant  to  the  idea  of  getting  help  for 
themselves.  The  high  drive,  performance- 
oriented  physician  is  not  ready  to  admit  defeat. 
Thus,  a second  line  of  defense  should  be  on  the 
collegial  level  where  we  are  brothers,  and  share 
a responsibility  for  each  other.  Here  again  we 
run  into  the  problem  of  denial  where  it  is  dif- 
ficult to  see  problems  in  one’s  self,  and,  there- 
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fore,  they’re  often  avoided  in  colleagues.  There 
is  a built-in  reluctance  to  "blow  the  whistle”  on 
someone.  Further,  few  of  us  are  trained  to  con- 
front someone.  There  are  countless  stories  of 
physicians  who,  having  recognized  their  prob- 
lems and  responded  well  to  treatment,  admit 
that  they  would  not  have  been  able  to  listen  to  a 
warm  and  understanding  colleague  attempting 
to  offer  assistance. 

Committees  in  hospitals  have  a very  real  re- 
sponsibility to  protect  their  patients.  Indeed, 
there  are  some  suggestions  and  some  legal 
precedents  now  which  place  the  practicing  staff 
in  a hospital  at  risk  when  one  of  their  colleagues 
is  not  performing  at  an  effective  level.  Many  of 
you  are  aware  that  committees  with  respon- 
sibilities in  hospitals  often  smooth  over  or  avoid 
serious  problems.  It  is  as  if  confronting  someone 
seems  improper  when  just  the  reverse  is  the 
case.  Occasionally,  there  may  be  grievances 
from  the  public  that  come  to  a county  medical 
association.  Government  officials  will  identify 
the  physician  who  prescribes  excessive  amounts 
of  narcotic.  Unfortunately,  most  physician  im- 
pairment problems  quickly  go  to  the  issue  of 
licensing  with  the  state  licensing  board  usually 
being  the  agent  identifying  a problem.  By  that 
time  the  game  is  lost. 

Suspension  or  revocation  of  license  to  practice 
is  the  most  potent  factor  in  making  for  change  in 
a physician  impairment  problem.  However,  it 
would  be  nice  if  there  could  be  some  interven- 
tion before  that,  intervention  that  is  appropri- 
ate, effective,  and  allows  the  physician  to  bene- 
fit from  treatment  while  staying  in  the  active 
practice  of  good  medicine. 

So  the  task  is  on  all  of  us.  Physician  health 
committees,  or  committees  on  the  impaired 
physician  that  have  been  established  around 
the  country  may  give  the  impression  of  doing 
something.  Whenever  we  have  a problem  we 
establish  a committee.  There  is  nothing  magical 
about  an  anonymous  group  of 'concerned  physi- 
cians” working  within  a committee.  The  re- 
sponsibility is  on  each  and  every  physician  to  be 
"the  concerned  one”  and  open  to  recognition  of 
problem  in  self  and  colleague. 

There  are  some  obvious  indicators  that  can 
help  us  identify  someone  predisposed  to  trouble. 
A prior  history  has  to  be  an  alerting  signal.  The 
hustle  behaviors  that  I have  discussed  earlier 
are  part  of  a push  to  stay  ahead  of  trouble.  En- 
tering into  an  avoidance  pact  when  distressed, 
usually  involves  withdrawal,  pulling  out  of  the 


hospital,  not  attending  continuing  medical  edu- 
cation programs  and  being  unavailable  socially. 

Intervention 

Intervention  has  no  single  best  way,  no  single 
prescription  that  works  for  all  disorders.  How- 
ever, there  are  some  general  principles  which 
should  be  kept  in  mind.  When  an  intervention 
with  someone  in  distress  is  to  occur,  there 
should  be  collection  of  material  that  documents 
what  is  happening.  Idle  comments,  offhand  cor- 
ridor remarks  or  poorly  planned  meetings  don’t 
work.  In  general,  a one-to-one  contact  is  ineffec- 
tive, because  the  physician  in  trouble  can  sim- 
ply laugh  it  off  or  falsely  reassure  a colleague.  In 
general,  we  can  maintain  an  effective  working 
relationship  with  a distressed  colleague  when 
more  than  one  person  is  involved,  initially 
meeting  in  the  physician’s  office,  later  monitor- 
ing the  ongoing  course  of  events,  and,  therefore, 
supporting  each  other  in  the  shared  concern  for 
the  distressed  colleague. 

Being  direct  and  involving  the  spouse  and 
family  members  is  certainly  an  appropriate 
strategy.  Frequently,  the  family  members  are 
left  out  on  a limb,  often  cut  off  from  any  access  to 
an  understanding  connection  with  other  physi- 
cians. There  certainly  is  adequate  justification 
for  a physician  health  committee  to  educate 
physicians  and  their  families,  to  be  available  as 
a counselor  whenever  appropriate,  but  never  to 
buy  into  the  myth  that  a committee  will  resolve 
such  a complex  and  distressing  problem  as  the 
physician  in  difficulty.  There  is  a balance  be- 
tween warmth  and  firmness  which  has  to  be 
established.  Though,  I don’t  have  any  clear  cut 
recommendation  that  will  serve  all  situations 
at  present,  there  is  some  suggestion  that  those 
programs  in  which  the  ability  to  practice 
medicine  may  be  restricted,  add  punch  to  a pro- 
posed treatment  program. 

If  a physician  is  having  problems  and  is  mak- 
ing some  attempt  to  get  treatment,  there  can  be 
no  blame.  Indeed,  that  is  a situation  that  natur- 
ally lends  itself  to  a positive  reinforcement. 
However,  when  a physician  is  in  trouble,  con- 
frontation has  occimred,  and  no  attempt  is  made 
to  seek  treatment,  the  situation  remains  out  of 
control.  It  is  at  this  point  that  something  beyond 
warmth  is  needed:  The  physician  with  a severe 
problem  who  continues  to  deny  the  existence  of 
the  impairment  is  predisposed  to  more  trouble. 
As  a profession  we  do  no  service  to  someone  in 
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this  situation.  It  is  analogous  to  someone  hav- 
ing diabetes  who  simply  refuses  to  take  his  insu- 
lin, or  a thyroid  patient  with  dysfunction  who 
states  he  does  not  choose  to  take  his  medication 
to  correct  a problem.  If  that  is  our  patient,  we 
have  to  challenge  him,  and  ask  for  some  com- 
pliance with  realistic  approaches  to  treatment 
of  disorder.  So,  too,  with  the  physician  who  is 
out  of  control. 

The  role  of  the  physician  health  committee  is 
not  one  of  being  a policing  agent,  a punitive  or 
threatening  body  that  will  restrict  physician 
practice.  Any  county  medical  association  that 
establishes  a physician  health  committee  has 
declared  a concern  about  a realistic  problem. 
Such  a committee  has  as  its  primary  task,  edu- 
cation. There  can  be  advisory  or  counseling  ac- 
tivities, which  map  out  treatment  alternatives 
when  a physician  problem  is  identified.  A 
physician  health  committee  does  not  attempt  to 
offer  treatment,  but  does  offer  assistance  in  get- 
ting a distressed  physician  to  an  appropriate 
treatment  resource.  In  this  sense,  there  is  a 


cooperative  set  of  colleagues,  available  to  the 
distressed  physician  who  have  a specific 
understanding,  concern  and  experience  with 
problems.  The  primary  attempt  is  one  to  pre- 
vent and  anticipate  difficulties,  and  to  work  on  a 
voluntary  basis,  getting  somebody  back  into 
control  of  his  own  life  where  self  respect,  profes- 
sional integrity,  and  clinical  competence  are 
developed  to  the  fullest  extent  before  the  prob- 
lems go  underground,  and  ultimately  turn  up  on 
the  surface  with  a physician  in  stress,  now  ad- 
vanced to  the  physician  in  trouble  where  exter- 
nal forcing  factors  demand  change. 

The  impaired  physician  is  a loss  to  self  and  to 
us  as  a professional  group.  We  have  our  work 
cut  out  for  us.  The  first  task  involves  the  accu- 
rate identification  of  problems  and  the  recogni- 
tion of  distress,  and  that’s  a shared  task  we 
cannot  deny,  a shared  task  we  cannot  avoid.# 

For  reprints:  John  R.  Graham,  MD.  Medical  Director,  Albuquerque  Centre  for 
Psychotherapy , P.A  . , 7 107  Prospect  PI . , N ,E. , Albuquerque  , New  Mexico  871  10. 
Dr.  Graham  is  also  Clinical  Professor,  Department  of  Psychiatry . University  of  New 
Mexico  School  of  Medicine  . 
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CME  Workshop  Report 

Workshops  on  how  to  run  CME  programs  were 
given  in  late  March  at  St.  Mary-Corwin  Hospital, 
Pueblo;  La  Junta  Medical  Center,  and  Ft.  Lyon  V.A. 
Medical  Center.  Sponsor  of  the  program  was  the 
Southeast  Area  Health  Education  Center,  a compo- 
nent of  the  UCHSC  SEARCH  program.  Workshop 
topics  included: 

• How  to  identify  educational  needs  in  the  com- 
munity hospital 

• How  to  be  better  at  CME  teaching 

• Making  and  using  visual  aids 

• How  to  evaluate  the  teacher  - and  the  learner. 

The  three  workshops  were  coordinated  by  Stan- 
ley Bailey,  MD,  Medical  Director  of  the 
Southeastern  Colorado  AHEC.  The  faculty  team 
consisted  of  Clyde  Tucker,  MD,  Director,  Office  of 


Educational  Services;  Ricki  Bronstein,  PhD,  and 
Leslee  Swendsen,  PhD,  Instructional  Consultants  - 
all  of  UCHSC,  and  Kevin  Bunnell,  EdD,  of  the 
Colorado  Consortium  for  Continuing  Medical  Edu- 
cation and  the  Colorado  Medical  Society. 

Local  coordinators  for  the  workshops  were:  St. 
Mary-Corwin,  Dr.  Bailey,  Fort  Lyon,  Kenneth  Rus- 
sell, EdD,  and  La  junta,  Dean  Girard,  MD. 

Physicians  interested  in  sponsoring  a similar 
workshop  for  their  hospital  staffs  should  phone  the 
Director  of  the  Area  Health  Education  Center  near 
them,  or  call  Dr.  Clyde  Tucker  at  UCHSC,  394- 
7307. 
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A NEW  UNDERSTANDING 

MULTIMEDIA  CONTINUING  EDUCATION  PROGRAM 


Nine  international  authorities  discuss  new  views  of 
allergy  and  developments  that  make  diagnosis  more 
precise,  treatment  more  practical  for  all  concerned 
physicians.  Available  free  of  charge,  as  a service  to 
the  medical  profession 
from  PHARMACIA 
Diagnostics,  the 
complete  program 
includes: 


FILM  (OR  VIDEO 
CASSETTE)  - 

25-minute  presentation 
relates  new  views  on 
allergy  through  actual 
case  histories 


Pharmacia  Diagnostics 

Division  of  Pharmacia  Inc. 
800  Centennial  Avenue 
Piscataway,  NJ  08854 


PHARMACIA  Diagnostics 

Division  of  Pharmacia  Inc. 
800  Centennial  Avenue, 
Piscataway,  NJ  08854 


□ Please  provide  more  information  on  the  ALLERGY 
UNMASKED  Continuing  Education  Program. 

□ Please  have  a representative  contact  me. 


Name  {please  prim) 


COMPREHENSIVE  PACKAGE  - 

Also  supplied  are  moderator's  guide,  self-assessment 
tests,  announcement  posters,  accreditation  information. 
Present  ALLERGY  UNMASKED  to  colleagues, 

students,  other  health 
professionals  at  the  time 
and  place  of  your 
choice.  For  more 
detailed  information, 
simply  return  the 
convenient  coupon. 


RM-050 


MONOGRAPH  - 

72-page  illustrated  text 
provides  in-depth 
discussion  of  theory  and 
application  tor  home 
study. 


o 


Pharmacia 

Diagnostics 


Copyright  © Pharmacia  Inc  1979 
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Hospitals  Amidst 
the  Credit  Crunch 


Editor's  Note:  In  the  April  7 , 1 980,  edition  of  the 
Wa//  Street  journal,  an  editorial  titled  "The  Next 
Victims"  caught  the  attention  of  many  of 
Colorado's  physicians.  The  subject  deserves  the 
attention  of  physicians  and  economists,  alike, 
dealing  with  the  future  or  the  plight  of  the  voluntary 
hospitals.  Excerpting  from  this  editorial, 
COLORADO  MEDICINE  took  the  case  to  Colorado 
voluntary  hospital  operators,  aka  Colorado  EHospi- 
tal  Association.  Hereafter  is  a capsulized  presenta- 
tion of  that  Wall  Street  journal  editorial,  a sobering 
view  of  only  one  aspect  of  the  effect  of  our  present 
money  crisis: 

Wall  Street  journal  editors  have  been  watching 
for  the  next  victims  of  the  "coming  credit  crunch, 
and  on  that  list  of  potential  victims  appear  the  vol- 
untary hospitals  of  New  York.  The  journal  observes 
that  "Hospitals  across  the  country  are  facing  severe 
budget  trouble,  thanks  in  good  part  to  federal  regu- 
lation, but  in  New  York  their  problem  is  com- 
pounded by  a horrendous  cash  flow  crisis.  Red  tape 
has  so  snarled  their  Medicaid  reimbursements  that 
they  have  been  forced  to  double,  triple  and  quin- 
tuple their  short-term  borrowing  just  to  meet 
payrolls."  WSJ  further  observes  that  the  hospitals' 
tight  medical  dollars  are  being  diverted  to  satisfy 
debt  service,  creating  a severe  threat  to  continued 
credit. 

WSJ,  again,  observes  that  "this  crisis  began,  sadly 
enough,  with  the  state's  effort  to  modernize  and 
control  its  Medicaid  program  through  a com- 
puterized MMIS  (Medicaid  Management  Informa- 
tion System)."  The  city  reportedly  had  no  way  to 
track  over-payments,  double  payments,  and  out- 
right fraud,  but,  as  the  WSJ  says,  "the  state  refused  to 
provide  for  advanced  payment  claims."  There  were 
arguments  in  favor  of  the  state's  announced  goal  of 
getting  out  payments  within  two  weeks,  and  there 
were  arguments  to  the  effect  that  the  state  was 
merely  trying  to  protect  some  of  its  own  cash  flow. 
The  company  which  handled  the  MMIS  says  it  is 
still  meetingthe  goals  "on  'clean'  claims."  But,  says 
WSJ,  no  one  anticipated  how  long  it  would  take  to 
produce  a 'clean'  claim.  "Eirst  a new  patient  has  to 
be  declared  eligible  for  Medicaid;  the  city  takes  at 
least  two  months  to  get  him  on  its  list.  Then  he  has  to 
show  that  Medicare  or  private  insurance  has  paid  its 
share."  The  company  handling  the  MMIS  added 
that  80  days  thus  elapsed  before  it  received  the 
claim.  Hospitals  said  the  delay  was  closer  to  120 
days. 


So,  who's  keeping  the  hospital  running  in  this 
interim  of  no  cash  flow?  As  WSJ  observes,  in  order 
for  hospitals  to  meet  regular  payroll,  which  con- 
sumed 70%  of  their  budget,  hospitals  have  been 
borrowing  and  stalling  payments  to  suppliers,  one 
of  the  worst  enemies  of  cost  control . Agai  n,  from  the 
WSJ,  "One  administrator  reports  paying  20%  inter- 
est on  bank  loans  which  grew  from  $3  million  to 
$1  5 million,  so  that  added  expense  now  takes  $1 1 
of  his  fixed  $375  daily  room  rate."  Hospitals  are 
forced  to  abandon  competitive  shopping  for 
supplies,  which  further  forces  up  costs,  and  "hos- 
pitals have  no  cash  to  stockpile  items  in  advance  of 
price  increases." 

Wall  Street  journal  reports  that  vendors  are  even 
demanding  cash  payments,  in  some  cases,  while 
banks  are  beginning  more  restrictive  credit  lines, 
with  four  hospital  bankruptcies  in  New  York  last 
year.  In  addition  to  this,  WSJ  observes  that  "the 
inefficient  municipal  hospitals  in  the  city's  Health 
and  Hospitals  Corporation  are  the  ones  which 
should  be  closed,  but  they're  insulated  from  the 
crisis  by  a $63  million  line  of  credit  with  the  city 
treasury." 

In  summaiy.  Wall Street/ourna/'seditorial  writers 
say  the  "hospitals  are  lobbying  hard  for  a state 
program  of  advance  reimbursement,  but  it  won't 
touch  the  basic  problem  of  underfunding  resulting 
from  government  regulations  which  limit  revenue 
at  the  same  time  as  they  help  boost  costs.  The 
situation  is  an  ominous  foretaste  of  the  future  that 
lies  in  federal  proposals  for  hospital  cost  contain- 
ment and  National  Health  Insurance." 

Does  this  suggest  that  the  same  set  of  conditions 
exist  in  Colorado  voluntary  hospitals?  Could  a like 
situation  occur?  And  if  so,  what  would  be  the  con- 
sequences? There  is  no  oracle  to  whom  we  can  turn 
for  that  answer,  but  Arvid  B.  Brekke,  President, 
Colorado  Hospital  Association,  provides  us  this 
analysis  and  reaction: 

A Reaction  to  The  Wall  Street  Journal 
The  Next  Victims 

Will  Coloradohospitalsbethe  next  victims  of  the 
credit  crunch?  Perhaps. 

But,  Colorado  isn't  New  York,  and  this  is  an 
economic  blessing  for  Colorado. 

New  York  hospitals  have  been  facing  financial 
problems  for  many  years.  Two  reasons:  New  York's 
payment  methods  and  overregulation. 

A recent  New  York  study  showed  $40  of  every 
patient's  daily  bill  is  attributed  to  state  and  federal 
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regulation.  New  York  hospitals  have  been  going 
bankrupt  at  an  alarming  rate,  even  before  the  credit 
crunch.  Much  of  this  has  been  attributed  to  the 
hospital  rate  setting  commission  in  New  York, 
which  has  not  permitted  the  hospitals  sufficient 
cash  flow  to  survive. 

Breathe  now  the  sigh  of  relief.  It  could  have  been 
Colorado.  This  state's  hospitals  spent  two  years 
under  a rate  setting  commission  which,  to  our  very 
good  fortune,  was  abolished  during  the  last  session 
of  the  Colorado  General  Assembly.  Thus,  a portion 
of  the  pressure  for  economic  failure  has  been  re- 
lieved. 

Colorado  hospitals,  however,  do  have  a serious 
concern  about  maintaining  cash  flow  during  this 
recessionary  credit  dilemma.  For  a long  time,  cash 
flow  has  been  a problem  from  patients  in  Colorado 
covered  by  Medicare,  Medicaid  and,  to  a lesser 
degree.  Blue  Cross.  The  snarl  was  due  to  computer 
difficulties  and  it  has  recently  improved.  During  the 
problem  period,  hospitals  received  payments  to 
make  up  for  the  computer-caused  problems,  so 
cash  flow  did  not  reach  the  dangerous  levels  that 
were  possible. 

Now  Colorado  has  moved  into  the  federal 
Medicaid  Management  Information  System 
(MMIS),  andtroubles  likethose experienced  in  New 
York  have  shown  up  in  this  state.  Colorado  hospi- 
tals have  had  to  work  closely  with  the  MMIS  pro- 
gram to  prevent  slow  payment  of  claims. 

Today,  hospitals  are  very  concerned  about  their 
capital  needs,  both  in  buildings  and  equipment. 
High  interest  costs  are  forcing  hospitals  to  delay 
improvements  in  facilities  and  replacement  of 
equipment.  In  addition,  cash  flow  problems  have 
caused  hospitals  to  delay  payments  to  supply  ven- 
dors. For  some,  these  extensions  have  gone  beyond 
the  vendors'  ability  to  extend  credit,  and  collection 
efforts  are  underway. 

One  of  Colorado's  greatest  financial  problems, 
and  one  which  is  common  throughout  the  country, 
is  inequity  of  payment  from  certain  third-party 
reimbursement  agencies.  When  fiscal  inter- 
mediaries, such  as  the  government  through  Medi- 
care and  Medicaid,  do  not  pay  their  full  share  of 
incurred  costs,  other  sources  must  make  up  the 
difference.  These  "other  sources"  are  frequently 
self-paying  patients  and  commercial  insurers,  who 
pay  a higher  tab.  Critics  of  this  method  of  payment 
are  becoming  more  vocal  and  don't  want  to  pay 
more  because  other  agencies  pay  less.  New  York's 
high  percentage  of  Medicaid  patients  has 
heightened  their  financial  squeeze. 

Hospital  administrators  and  trustees  are  con- 
cerned about  the  financial  future.  Cash  flow  is  an 
issue,  but  certainly  not  of  the  magnitude  we  see  in 
New  York. 

We  must  be  watchful  against  further  regulation  of 
hospitals,  already  among  the  most  regulated  in  the 


country.  And  we  must  take  a lesson  from  New  York 
and  make  sure  payors  pay  their  fair  share. 

I believe  some  of  the  problems  foisted  on  hospi- 
tals by  the  government  may  be  a deliberate  attempt 
to  launch  a national  health  insurance  program.  The 
government  now  represents  nearly  50  percent  of 
hospital  business.  If  the  government  is  controlling 
the  industry  and  not  paying  its  share,  cash  flow 
problems  are  inevitable.  It  is  one  way  to  bring  hos- 
pitals to  their  knees,  but  through  proper  vigilence  it 
is  avoidable. 

Arvid  B.  Brekke 
President,  Colorado  Hospital  Association 


new 

rriembos 

Denver  County  Medical  Society:  Paul  G.  Moe, 
George  E.  Quick,  James  V.  Winkler,  Johnny  E. 
Johnson,  Jr.,  Laurence  W.  Brooks,  Carlos  J. 
Troconis,  Thomas  L.  Rodts. 

El  Paso  County  Medical  Society:  Robert  E.  Cox, 
Donald  D.  Cameron,  William  W.  Freedman,  Sha- 
ron K.  Pool,  Lloyd  L.  Strode,  Francis  W.  Fuselier. 

Clear  Creek  Valley  Medical  Society:  Helen  M. 
Coates  Gerdes,  Martha  lllige,  Robert  W.  Parker, 
Joseph  Matarazzo. 

Mesa  County  Medical  Society:  Charles  E.  Roy, 
James  Dale  Utt,  Robert  John  Conrad. 

Otero  County  Medical  Society:  Marcia  Lynn  Col- 
lins, Rudolf  A.  Hofmann,  Carol  Ann  Hunter. 

Pueblo  County  Medical  Society:  Robert  S.  Hamil- 
ton, Jr.,  Robert  Douglas  Beekman. 

Northwestern  Colorado  Medical  Society:  Richard 
W.  McGrath,  Donald  Tomlin. 

Boulder  County  Medical  Society:  Robert  B. 
McFarland,  Hartmut  Winfried  Kolsch. 

Washington-Yuma  Counties  Medical  Society: 

Philip  C.  Brittain. 

Arapahoe  Medical  Society:  Robert  B.  McWilliams. 
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Rocky  Mountain  Medical  Conference  I 

Invites  You  On  A 

Far  East 
Adventure^ 

Two  weeks  in  exotic  Japan,  Singapore  and  Hong  Kong 
Departing  Denver  on  August  11, 1980 


Come  with  us  for  a relaxing,  do-as-you- 
please  holiday  in  the  Orient.  See  snow- 
capped Mt.  Fuji  and  the  glitter  of  Tokyo's 
Ginza.  Ride  the 
130  MPH  Bullet 
Train  to  Kyoto, 

Japan's  ancient 
capital.  Explore 
"Instant  Asia"  in 
Singapore's  exotic 
sights  and  sounds. 

See  spectacular  Hong 
Kong  Harbor  and 
colorful  Kowloon. 

Shop  for 


tailor-made  clothes  at  bargain  prices 
Find  tempting  buys  in  jade,  pearls,  silk 
electronics  and  cameras.  It  all  awaits  you 

East  Adventure 
includes:  Round 
trip  flights  vial 
Japan  Airlines  anc 
Singapore  Airlines 
wide-bodied  jets, 
deluxe  hotels 
American  breakfasts 
and  dinners  ate 
selection  of  the  finest 
restaurants.  A great  trip 
A great  value.  $2539. 


Send  to:  Rocky  Mountain  Medical  Conference 
1601  East  19th  Avenue 
Denver,  Colorado  80218 


Enclosed  is  my  check  for  $ ($200  per  person) 

as  deposit. 

Name(s) 

Home  Address 

City  State  Zip 


A Non-Regimented  ■! 


Deluxe  Adventure 


Books  By  Courier 

The  doctor  in  Greeley  is  on  the  phone  in  the 
Denver  Medical  Society  Library  in  Denver.  The 
ailing  patient  seems  to  have  hyperglycemia  but  the 
analysis  is  uncertain.  The  doctor  recalls  reading  an 
article  in  The  New  England  lournal  of  Medicine 
which  he  had  found  particularly  cogent  on  this 
topic.  No  longer  can  he  find  his  copy  of  the  article. 

At  a meeting  in  the  midwest  a speaker  has  re- 
ferred to  studies  by  a doctor  in  a specialized  field. 
He  calls  the  Library  on  his  return  to  Denver.  Can  he 
get  the  book  in  which  the  studies  are  detailed? 

Multiple  challenges  such  as  these  come  daily  to 
the  Library  where  the  staff  uses  its  vast  resources  to 
provide  doctors,  members  of  the  Colorado  Med  ical 
Society,  with  such  information  in  the  form  of  arti- 
cles, books,  and  sourcebook  listings  as  they  require. 

One  major  way  in  which  such  needs  are  satisfied 
is  by  the  Central  Colorado  Library  Systems  Courier 
which  was  established  in  1974  for  the  benefit  of 
CMS  members  in  Adams,  Arapahoe,  Boulder,  Den- 
ver, Jefferson,  and  Weld  counties. 

Doctors  aware  of  this  unique  library  lending  sys- 
tem cal!  as  the  two  above  to  the  Denver  Medical 
Society  Library  and  make  their  request.  If  the  book 


or  journal  is  available,  within  two  days  the  book 
will  arrive  at  a public  or  college  or  university  library 
in  his  community  where  he  withdraws  the  book 
usinghis  librarycard  if  it  should  bea  public  library. 

This  extension  of  the  neighborhood  library  to 
regional  dimensions  makes  it  possible  for  a doctor 
to  stay  abreast  of  significant  medical  developments. 
The  information  retrieval  system  used  here  is  an- 
other area  in  which  the  Denver  Medical  Society 
Library  endeavors  to  provide  needed  knowledge  to 
CMS  members. 

When  these  doctors  call  the  Denver  Medical  So- 
ciety Library  they  make  a point  of  inquiring  as  to  the 
closest  service  point.  What  materials  have  been 
requested  will  be  sent  there  with  a return  routing 
slip.  The  closest  service  point  need  not  be  a public 
library.  It  could  be,  as  stated  above,  a university  or 
school  library. 

Next  month  we  will  describe  alternative  methods 
of  obtaining  materials  for  those  not  so  fortunate  as  to 
be  included  in  the  Central  Colorado  Library  Sys- 
tems Courier. 

Allen  Young 
Assistant  Editor 


THE 


2005  FRANKLIN  STREET,  DENVER  861-0157 

EXCERCISE  IS  HARD  WORK! 

TO  REMAIN  EFFICIENT, 

OUR  BODIES  MUST  BE  EXERCISED  REGULARLY 
At  the  Franklin  Street  Athletic  Club  it’s  easy  to  include  us  as  a part  of  your 
daily  routine  with  our  convenient  location  inside  the  Midtown  Medical 
Center.  We’re  directly  linked  via  an  underground  tunnel  to  the  Franklin 
Medical  Building;  a street-level  walkway  connects  us  to  St.  Joseph  Hospital, 
and  we’re  just  across  the  street  from  the  Presbyterian  Medical  Center. 

* Handball  * Nautilus  Conditioning  System 

* Racquetball  ★ Stress  Testing 

* Rooftop  Running  Track  ★ Whirlpool  & Steam  Room 

* Conditioning  Classes  ★ Social  Activities 

(ski  trips,  softball  team,  etc.) 


for  1980 


177 


“A  Day  at  the  Legislature"  was  a successful 
outing  for  a group  from  Longmont,  Colorado, 
and  four  other  persons  who  represented 
Denver-Arapahoe,  and  Adams  County- 
Aurora  Medical  Societies. 

Lobbyist  Carol  Tempest,  Colorado  Medical 
Society,  hosted  the  day-long  visit  of  seven 
persons  from  Longmont,  including  two  physi- 
cians, and  four  from  the  Denver  area,  two 
physicians  and  their  wives.  Following  their 
visits  to  the  House  and  Senate  sessions,  the 
group  then  attended  a number  of  reference 
committee  meetings.  The  group  adjourned  to 
the  University  Club  for  lunch,  where  they 
were  able  to  talk  with  members  of  the  legis- 
lature. 


Carol  Tempest  visits  with  Dr.  and  Mrs.  Frank  McGlone  of  Denver-Arapahoe 
County  Medical  Societies  at  lunch,  where  they  had  the  opportunity  to  talk  with 
Representative  Paul  Schauer,  (R-Dist.  #39)  of  Littleton. 


The  Denver-Arapahoe-Aurora  contingent  included  (I  to  r)  Carol  Tempest,  Dr.  & Mrs.  McGlone,  Mrs.  & Dr.  James  Urban  of  Adams 
County-Aurora,  Representative  Paul  Schauer  of  Littleton  and  Glenda  Chips,  CMS  Staff  Assistant. 


The  Colorado  Medical  Society  was  well  re- 
presented . . . and  well  received  when  Ray  G. 
Witham,  M.D.,  President  of  CMS,  presented  a 
check  for  $3,055.40  to  Ron  Kahler,  President 
of  the  Colorado  Diabetes  Associatbn.  The 
check  was  one  of  four  such  gifts  presented 
state  non-profit,  health-oriented  organ- 
izations by  the  Colorado  Medical  Foundation. 
The  American  Diabetes  Foundation, 
Colorado  Affiliate,  Inc.,  is  moving  its  offices  in 
May  from  1045  Bannock  to  2450  South 
Downing,  across  from  Porter  Hospital. 
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Longmont  chamber  of  Commerce  Manager  Dan  Hall  hosted  the  second  table  for  lunch,  where  his  group  had  the  opportunity  to  talk 
with  Arapahoe  County  Representative  Jim  Reeves  (R-Dist  #38)  of  Littleton. 

Seated  (I  to  r)  are  Howard  Cohen,  Administrator,  Longmont  United  Hospital,  Dan  Hall,  Longmont  Chamber  of  Commerce,  Rep.  Jim 
Reeves,  Mrs.  Andree  Hall,  Mary  Bustor  and  Lori  Steffen,  both  members  of  the  Longmont  Chamber  Medical  Committee,  and  (with  back 
to  camera,  Drs.  John  Glode  and  David  O.  Boyer,  both  in  private  practice  in  Longmont). 


Drs.  David  Boyer  and  John  Glode  (I  to  r)  from 
Longmont  took  part  in  the  day-long  visit  to  the 
Capitol.  Both  felt  they  had  learned  a great  deal 
about  the  legislative  process  since  they  saw, 
first-hand,  some  of  the  health  and  medical  ser- 
vice problems  being  dealt  with  by  the  legisla- 
ture. The  doctors  also  visited  hearings  and 
committee  meetings. 


The  1 980  session  of  the  legislature  proved  an 
interesting  study  to  those  physicians  who  were 
able  to  visit  the  session,  the  hearings  and  other 
meetings.  Carol  Tempest,  CMS  lobbyist,  hopes 
that  this  will  be  a growing  phenomenon  among 
Colorado  physicians,  to  help  them  grasp  the 
meaning  of  lobbying,  and  the  necessity  of  lob- 
bying. 

This  month,  the  Colorado  Medical  Society, 
Council  on  Legislation,  will  be  holding  a legis- 
lative seminar  (May  23,  24,  25,  at  Vail)  to 
further  bring  legislators  and  physicians  into  a 
common  arena  of  discussion  and  information 
exchange. 
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Socio-Economics  Council 
to  Hear  HSA's 

Key  representatives  from  the  three  Colorado 
Health  Systems  Agencies  and  interested  CMS 
members  will  attend  the  May  28,  1 980  meeting  of 
the  Council  on  Socio-Economics  to  interchange 
ideas  and  information  on  pertinent  subjects.  All 
members  are  invited  to  attend.  Please  call:  861- 
1221,  ext.  267  (Sandy  Wendt)  or  1-800-332-4150, 
if  you  plan  to  attend. 

Robinson  Promoted  at  NJH 

Arthur  R.  Robinson,  MD,  genetics  expert  at  the 
National  Jewish  Hospital  and  Research  Center,  the 
National  Asthma  Center,  has  been  named  Vice 
President  for  Professional  Services  at  the  Center. 

Doctor  Robinson  joined  the  Center  in  1974.  He  is 
a professor  of  biophysics,  genetics  and  pediatrics  at 
the  University  of  Colorado  Health  Sciences  Center. 


Clear  Creek  Sponsors 
Health  Symposium 

A town  meeting  on  health  care  in  the  form  of  a 
symposium  on  the  subject  of  Woman  and  Her 
Doctor"  will  be  held  on  Wednesday,  May  21  at 
7 :30  p.m.  in  the  Pomona  High  School  auditorium  at 
8101  West  Pomona  Drive  in  Arvada  under  the 
sponsorship  of  the  Clear  Creek  Valley  Medical  So- 
ciety. 

Leonard  Bernstein,  MD,  will  moderate,  and 
panelists  include  Margaret  Edmundson,  RN,  Cer- 
tified Nurse  Midwife  on  "Alternatives  in  Birthing 
Practices,"  Dennis  Law,  MD,  General  Surgeon,  on  | 

"Evaluation  of  the  Breast  Lump,"  Ronald 
Tegtmeier,  MD,  Plastic  Surgeon,  on  "Breast  Recon- 
struction," and  Dr.  Bernstein  on  "The  Pap  Smear."  | 

Forfurtherinformationcall  429-0701.  Thepublic  , I 
is  invited  to  attend.  There  will  be  free  coffee  and  | 

refreshments.  \ 


Remember 

ZYIOPRIM 

the  original  (allopurinol) 

100  and  300  mg 
Scored  Tablets 

The  name 
Zyloprim 
is  now 
imprinted  on 
each  tablet. 


/ Burrougnt  wallcoma  c 

I e / Research  Triangle  Park 
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Yours  Truly"  by  Jobst' — its  only  natural. 

Finally,  a truly  natural  external  breast  prosthesis  is  available  to  your  patients.  No  need  to 
follow  the  trauma  of  a radical  mastectomy  and  associated  psychological  overlay  with  an 
ugly,  even  grotesque  breast  prosthesis  of  unnatural  polyvinyl  chloride. 

Now,  with  the  help  of  your  nurse.  Reach  to  Recovery  volunteers,  and  others,  you  can 
suggest  to  your  postmastectomy  patients  an  external  breast  form 
that  is  seamless  and  natural.  The  Yours  Truly™  breast  form  is  new. 
Worn  right  against  the  skin  it  requires  no  special  bra  to  stay  in 
place.  It  moves  with  the  vitality  and  flow  of  a natural  breast.  The 
silicone  gel  inside  has  a specific  gravity  of  .98,  only  .04  more  dense  than  human  breast 
tissue  and  the  response  in  vivo  is  nearly  identical.  There  are  thirteen  sizes  from  which  to 
choose,  each  with  the  contour  and  suppleness  of  the  female  breast  size  it  replaces. 


Contact  your  local  Jobst  Service  Center  for  complete  details. 


A® 


JOBST  DENVER  SERVICE  CENTER 

Suite  600,  The  Franklin  Medical  Center 
2045  Franklin  Street 
Denver,  Colorado  80205 
303/861-2007 


Towards  a Norm  of  Good  Health 


To  quote  an  Editorial  in  the  New  England  Journal 
of  Medicine,  "Good  news  is  worth  telling  and  retel- 
ling. Age-adjusted  cardiovascular  mortality  rates 
have  declined  almost  32  percent  over  the  last  30 
years.  In  the  last  10  years,  however,  the  decrease 
has  accelerated  precipitously,  accounting  for  over 
two  thirds  of  the  total  30-year  reduction,  and  is  seen 
in  both  sexes,  in  whites  and  non-whites  and  in  every 
age-decade  band  from  the  second  to  beyond  the 
eighth  . . . For  stroke  the  fail  (between  1968-77) 
was  even  greater,  32  percent.”' 

These  are  fundamental  changes  in  disease  pat- 
terns. To  what  they  are  attributable  is  simply  un- 
known, but  the  association  of  these  changes  with 
major  alterations  in  smoking  habits,  ingestion  of 
fats,  control  of  hypertension  and  exercise  patterns  is 
compelling. 

Increased  attention  to  chronic  disease  patterns 
and  major  new  efforts  in  "health  promotion"  are 
part  of  a phenomenon  which  enthusiasts  have 
labelled  the  "second  public  health  revolution."  In 
the  terminology  used  by  us  and  by  the  Surgeon 
General  in  his  informative  187-page  document. 
Healthy  People,^  "health  promotion  begins  with 
people  who  are  basically  healthy  and  seeks  the 
development  of  community  and  individual  meas- 
ures which  can  help  them  to  develop  lifestyles  that 
can  maintain  and  enhance  the  state  of  well -being." 

Health  promotion  thus  contrasts  with  "medical 
care"  which  begins  with  illness,  and  "disease  pre- 
vention" which  begins  with  a threat  to  health,  e.g.  a 
known  disease  or  environmental  hazard,  and  seeks 
to  decrease  the  consequences  of  the  hazard. 

Through  the  Center  for  Disease  Control's  Health 
Education-Risk  Reduction  grant  program,  the  fed- 
eral government  isemphasizing  smokingcessation, 
reducing  misuse  of  alcohol  and  drugs,  improved 
nutrition,  exercise  and  fitness,  and  stress  control. 
Health  promotion  efforts  in  these  areas  can  include 
a variety  of  strategies  including  patient  and  public 
education,  increasing  access  to  adequate  diet,  and 
to  opportunities  for  exercise  and,  in  general,  creat- 
ing an  environment  where  positive  health  practices 
will  become  a societal  norm. 


For  an  effective,  comprehensive  approach, 
health  promotion  activities  can  and  must  be  carried 
out  in  a variety  of  settings  including  schools,  private 
physicians'  offices,  public  health  facilities,  hospi- 
tals, business  and  industry,  as  well  as  community 
facilities.  The  opportunities  for  health  promotion  or 
referral  to  health  promotion  resources  by  the  physi- 
cian are  virtually  endless.  In  the  past,  physicians 
generally  have  not  been  aware  enough  of  the  re- 
sources available  to  patients  interested  in  chang- 
ing personal  health  behavior;  we  believe  this  is 
changing  rapidly.  Few  groups  are  jogging  more  and 
smoking  less  than  physicians.  Their  personal  habits 
are  translating  into  both  good  example  and  in- 
formed advice  to  patients. 

Governor  Lamm's  personal  commitment  to 
health  promotion  is  well  known,  and  has  become  a 
policy  commitment  for  his  administration.  The  De- 
partment of  Health,  with  the  help  of  CDC  grant 
funding  for  our  new  Health  Promotion  and  Educa- 
tion program  will  be  able  to  assist  and  enhance 
health  promotion  activities  statewide  by  serving  as 
a technical  resource  and  a clearinghouse  for  infor- 
mation on  successful  programs.  During  this  calen- 
dar year,  we  will  be  working  in  several  program 
areas  including  the  development  of  a risk-r^uction 
data  system,  an  inventory  of  health  promotion  re- 
sources, programs  of  professional  education/public 
awareness,  pilot  programs  in  adolescent  smoking/ 
alcohol  intervention,  as  well  as  the  development  of 
a Health  Promotion  Consortium  which  will  bring 
together  the  array  of  agencies  and  individuals 
working  in  health  promotion  throughout  the  State. 

We  invite  you  to  participate  with  us  in  the  de- 
velopment of  these  health  promotion  efforts,  and 
we  wi II  be  happy  to  share  resources  and  additional 
information  with  you.  Contact  Dr.  Tom  Vernon, 
Assistant  Director,  Office  of  Health  Care  Service,  or 
Mary  Davis,  Health  Promotion  and  Education  Sec- 
tion, Colorado  Department  of  Health,  320-6137. 

Mary  Davis 
Denver,  Colorado 


REFERENCES 
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Auxiliary  Annual  Report 

In  herannual  reporttothe  Board  ofTrusteesofthe 
Colorado  Medical  Society,  retiring  President  Betsy 
Becker  delineated  multiple  activities  which  in- 
volved the  1,310  state  members  and  the  1,054 
AMAA  members  of  the  Auxiliary.  A concentration 
on  increasing  that  memberhip  was  listed  as  a key 
element  of  future  activites. 

The  particularimportancetothe  leadershipofthe 
Fall  Leadership  Confluence  was  stressed  in  the  re- 
port, and  the  relationship  of  a dues  increase  to  the 
increase  in  membership  was  given  full  stress. 

The  Auxiliary  was  gratified  to  have  its  first  pro- 
gram in  conjunction  with  the  Interim  Session  at 
which  both  seminar  and  luncheon  were  filled  to 
capacity.  On  this  occasion  the  Physician's  Survivor 
Booklet  was  given  distribution.  The  presence  of  a 
member  of  the  nursing  profession  on  the  planning 
committee  has  made  the  award  of  nursing  credits 
possible  this  past  year. 

The  following  councils  and  committees  of  CMS 
have  representation  from  the  Auxiliary:  Public  In- 
formation, Public  FHealth,  Socio-Economics,  Health 
Education  and  School  Health,  Scientific  Education 
and  Legislation,  an  ongoing  communications  link 
which  strengthens  both  organizations. 

Health  Power  has  been  the  single  most  energy- 
consuming project  of  the  Auxiliary,  and  it  has  been 
a successful  operation  chiefly  because  of  the  fine 
cooperation  of  many  individuals,  including  Bill 
Pierson,  logo  designers  Mary  Steinbrecher  and 
Darlene  Merkel  of  Mesa  County,  the  many  doctors 


who  distributed  the  brochures  in  excess  of  80,000 
copies.  March  was  designated  Health  Power  Month 
in  Colorado,  and  media  support  of  the  campaign 
was  important. 

The  following  worthwhile  endeavors  were  ac- 
complished: 

1.  Governor  Richard  Lamm  and  the  Mayors  of 
both  Denver  and  Pueblo  proclaimed  March 
Health  Power  Month. 

2.  More  than  80,000  Health  Power  brochures, 
listing  seven  basic  health  habits  were  distrib- 
uted by  Colorado  physicians,  grocery  stores, 
etc. 

3.  Weekly  health  tip  articles  in  the  Mini-page 
section  of  the  Rocky  Mountain  News,  edited 
for  children,  appeared  during  March. 

4.  School  Health  Foods  Day  and  School  Health 
Fairs  were  carried  out. 

5.  The  Metro  Council  of  Auxiliary  Presidents  dis- 
tributed AMAA  Family  Health  Records  forms, 
immunization  information,  and  CMS  phone 
numbers. 

6.  Cooperation  with  Colorado-Wyoming  Re- 
staurant Association  on  the  mailing  of  order 
forms  for  Heimlich  Manuever  posters  on 
choking  rescue.  Order  forms  were  mailed  to  all 
member  restaurants,  and  the  posters  were  deli- 
vered by  Auxilians.  At  latest  count,  60  orders 
had  been  filled.  A booth  was  staffed  by  the 
Auxiliary  during  the  CWRA  Convention  in 
Denver. 

7.  Health  programswerecarriedonduringMarch 


RESIDENTIAL  SITES 
INVESTMENT  OPPORTUNITIES 
STEAMBOAT  SPRINGS 
WILLETT  HEIGHTS  SUBDIVISION 

Incorporated  in  the  city  of  Steamboat  Springs.  Above  town,  sunny,  great 
views,  paved  roads  and  all  utilities  to  lot  lines,  Single  family  lots  and  larger 
multi-family  parcels  available. 


Peter  Looram 
CDS  - Steamboat,  Ltd. 
(303)  879-5828 


Obtain  the  property  report  required  by  federal  law  and  read  it  before  signing  anything.  Nofederal  agency 
has  judged  the  merits  or  value,  if  any,  of  this  property. 
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by  Hospital-Auxiliary  co-sponsorship,  in- 
cluding a special  computer  survey  of  auxiliary 
and  employee  dietary  habits,  and  some  health 
classes  are  being  planned. 

8.  Development  of  a poster  contest  for  Colorado 
Schools,  grades  K-12,  based  on  the  7 Health 
Tips  sponsored  by  the  Colorado  Public  Health 
Association  and  the  Colorado  Department  of 
Education. 

9.  Promotion  of  Health  Power  by  appearances  on 
two  popular  TV  shows:  a)  Betsy  Becker  and 
Kathy  Thompson  on  “Denver  Now,"  March 
1 9,  and  b)  During  one  full  week  Health  Power 
was  demonstrated  on  “Noel  and  Andy"  by 
Auxilian  Jan  Holman,  among  others,  and  four 
T-shirts  were  given  away  daily  to  children  in 
the  audience. 

1 0.  Taped  radio  spots  were  distributed  throughout 
the  state,  with  each  county  auxiliary  president 
receiving  a listing  of  questions  to  be  used  in 
setting  up  radio  interviews  with  local  physi- 
cians. 

1 1 . Distribution  of  AMAA  Shape  Up  for  Life  mate- 
rials. 

1 2.  Seminars,  sponsored  by  county  auxiliaries  and 
medical  societies,  on  various  health  topics 
have  been  held. 

13.  Cardio-Pulmonary  Resuscitation  courses  have 
been  taken  by  Auxilians  and  have  been  prom- 
oted in  schools  for  teachers  and  students. 


14.  CMS  annual  media  awards  competition  for 
Colorado  health  articles  and  programs  has 
been  established. 

“Colorado's  enthusiasm  is  high!  We  hope  to 
make  Health  Power  a way  of  life  in  the  mile-high 
state,"  writes  President  Becker. 

The  AMA-Educationai  and  Research  Eoundation 
is  an  ongoing  project.  To  date,  this  year,  eight 
counties  have  raised  $1 1,468.65  from  the  holiday 
sharing  card,  and  $1,673.63  from  other  sources. 

The  emphasis  on  cooperation  with  hospital  au- 
xiliaries has  brought  excellent  results  with  cooper- 
ation on  several  projects. 

All  committees  have  worked  hard,  and  have  en- 
joyed successes  as  well  as  some  disappointments. 
Colorado  has  a very  dedicated  group  of  volunteers 
working  for  medicine  and  its  future,  and.  President 
Becker  concluded,  “I'm  sure  they  will  accomplish 
more  each  year.  It  has  been  a very  gratifying  experi- 
ence to  work  with  this  organization  and  I extend  my 
thanks  toall  who  havedonated  theirtimeand  effort. 
I'm  sure  the  years  ahead  will  be  filled  with  contin- 
ued progress." 


LIVING  WELL  IS 
THE  BEST  REVENGE... 

with  Mark  Cross...its  a way  of  life 

Ml 
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BROADMOOR  WEST 

Colorado  Springs 
632-0522 


184 


Colorado  Medicine 


Effects  of  radiation  on  health 

External  Penetrating  Radiation 

R.W.  Bistline,  PhD  and  R.E.  Yoder,  ScD,  Golden,  Colorado 


The  task  of  trying  to  reduce  the  many  volumes  of 
information  that  have  been  gained  from  animal  re- 
search and  human  data  regarding  health  effects from 
radiation  is  enormous.  This  article  will  be  limited  to 
the  studies  of  external  penetrating  radiation  and  will 
include  a review  of  both  genetic  and  somatic  effects  in 
animals  and  humans. 

Genetic  Effects 

The  first  experimental  results  linking  radia- 
tion and  genetic  effects  were  reported  by  H.J. 
Muller  who  discovered  that  radiation  can  cause 
mutations.  It  was  not  until  after  World  War  II 
that  genetic  risks  to  the  population  were  re- 
garded as  a major  factor  in  determining 
maximum  permissible  doses.  Up  to  this  point, 
emphasis  had  been  placed  on  the  protection  of 
the  individual  who,  for  occupational  or  other 
reasons,  might  receive  a radiation  exposure 
that  would  be  harmful  to  himself.^ 

In  1956,  The  National  Academy  of  Sciences  - 
National  Research  Council  Committee  on  the 
Biological  Effects  of  Atomic  Radiation  (the 
BEAR  Committee)  introduced  the  concept,  the 
regulation  of  the  overall  average  dose  to  the 
population.  They  recommended  that,  because  of 
the  genetic  risk  to  future  generations,  man- 
made radiation  should  be  kept  at  such  a level 
that  the  average  individual  exposure  be  less 
than  10  roentgens  (R)  before  the  mean  ages  of 
reproduction,  a time  taken  to  be  30  years. 

Simultaneously  the  British  Medical  Research 
Council  and  The  National  Committee  of  Radia- 
tion Protection  (NCRP)  reported  similar  rec- 
ommendations. The  Federal  Radiation  Council 
did  not  include  medical  radiation  (estimated  to 
be  about  half  the  recommended  10  R limit)  and, 
thus,  used  5R  as  the  30-year  limit  for  the  popu- 
lation average  in  the  Radiation  Protection 
Guides.  This  is  0.17  R per  year  which  is  the 
value  that  continues  to  be  in  effect.  There  is  at 
present  no  stated  limitation  on  population  ex- 
posure from  medical  practices.^ 

The  BEAR  Genetics  Report  (whose  recom- 
mendations are  used  in  the  present  Radiation 
Protection  Guides  for  the  general  population) 
relied  mainly  on  data  from  mice  and  Drosophila 


(fruit  fly)  since  very  little  human  data  was 
available.  These  creatures  were  exposed  to  high 
doses  of  radiation  for  as  many  as  40  generations. 
From  the  data  thus  obtained,  the  BEAR  Com- 
mittee estimated  that  the  amount  of  radiation 
required  to  produce  a mutation  rate  equal  to 
that  which  occurs  spontaneously  (the  "doubling 
dose”)  was  approximately  40  R.  Thus,  the  effect 
at  equilibrium  after  a continuing  exposure  to 
the  recommended  10  R limit  per  generation 
could  be  estimated.^ 

Continued  research  into  possible  genetic  ef- 
fects from  radiation  in  animals  and  man  now  fill 
many  volumes  of  the  literature.  These  studies 
do  not  show  genetic  effects  as  prevalent  as  prev- 
iously thought.  "Animal  studies  carried  out 
over  many  generations,  with  exposures  of  200 
rem  per  generation,  show  no  apparent  change  in 
fertility  or  evidence  of  poor  health.  Further- 
more, studies  of  the  descendants  of  Japanese 
surviviors  of  the  atomic  bombings  show  no  evi- 
dence of  genetic  effects  from  the  radiation  expo- 
sure.”^ ^ These  animal  and  human  studies 
suggest  that  the  early  genetic  risk  assessments 
were,  if  anything,  overly  conservative.  These 
studies  showed  substantially  fewer  harmful  ef- 
fects than  might  have  been  expected  from  muta- 
tion rates  for  single  genes. 

The  animals  were  exposed  to  high  doses  of 
radiation  for  many  generations  (more  than  40) 
and  yet  the  offspring  showed  no  demonstrable 
effect  on  viability,  fertility,  or  growth,  nor  were 
there  any  detected  abnormalities  attributable 
to  the  radiation.^  Human  chromosomes  can  now 
be  studied  with  great  precision,  but,  there  is 
still  limited  knowledge  concerning  (1) 
radiation-induced  mutation  in  man;  and  (2)  the 
ability  to  quantify  the  relation  between  an  in- 
creased mutation  rate  and  deleterious  effects  on 
hmnan  well  being. 

Some  fetal  (teratogenic)  effects  were  seen  in 
some  children  born  to  pregnant  and  heavily  ir- 
radiated mothers  in  the  Japanese  atom  bomb 
survivors  and  these  are  sometimes  misinter- 
preted by  lay  public  as  genetic  effects.^  ^ The 
naturally  occurring  incidence  of  serious  genetic 
disorders  is  about  107,000  per  million  births 
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and  if  one  rem  exposure  were  given  to  a popula- 
tion of  parents  it  would  be  expected  to  produce 
an  increase  of  only  5 to  75  additional  disorders 
in  the  first  generation.  This  same  exposure  to 
each  succeeding  generation  would  reach  a gene- 
tic equilibrium  of  only  60  to  1100  disorders  per 
million  births,”*  a value  within  the  uncertainty 
of  natural  effects. 

Somatic  Effects 

In  the  early  years  following  World  War  II, 
when  little  was  known  about  the  carcinogenic 
risks  of  radiation,  genetic  effects  were  consid- 
ered the  more  serious.  The  situation  is  now  re- 
versed. We  now  know  that  the  cancer  risks  are 
greater  and  the  genetic  risks  less  than  prev- 
iously thought. 2 Evidence  available  at  this  time 
indicates  that  the  most  important  effect  of  radi- 
ation on  the  mortality  of  human  populations  is 
carcinogenesis,  including  leukemogensis.*  ^ 

Studies  with  differing  types  of  external 
penetrating  radiation  administered  to  various 
species  of  animals  reveal  a dose-dependent  in- 
crease in  the  incidence  of  neoplasms  (chiefly 
leukemia)  and  a decrease  in  life  span,  down  to  as 
low  as  10  rads.  Results  at  this  low  dose  are  still 
fragmentary  and  will  require  far  larger  num- 
bers of  animals  for  verification.® 

In  regard  to  induction  of  cancer  by  ionizing 
radiation,  the  following  observations  are  perti- 
nent: 

(1)  The  cancers  induced  by  radiation  are  un- 
distinguishable  individually  from  those  occur- 
ring naturally,  and  hence  their  existence  can  be 
inferred  only  in  terms  of  an  excess  above  the 
natural  incidence; 

( 2 ) the  natural  incidence  of  cancer  varies  over 
several  orders  of  magnitude,  depending  on  the 
type  and  site  of  the  neoplastic  growth,  the  age 
and  sex  of  the  patient,  and  other  factors; 

(3)  cancer  of  any  one  type  occurs  with  suffi- 
ciently low  incidence  in  man  that  few  irradiated 
populations  are  large  enough  to  provide  statis- 
tically significant  data  on  the  incidence  of 
tumors  of  any  one  type  or  site; 

(4)  the  time  elapsing  between  irradiation  and 
the  appearance  of  a clinically  detectable 
neoplasm  ( latency  period)  is  characteristically 
long;  i.e.,  years  or  even  decades; 

(5)  this  long  latency  period  complicates  the 
prospective  followup  of  irradiated  populations 
for  observation  of  possible  tumor  development, 
and  it  also  complicates  the  retrospective  evalu- 
ation of  cancer  patients  for  possible  history  of 


relevant  radiation  exposure; 

(6)  in  several  instances,  data  have  been  de- 
rived from  studies  of  therapeutically  irradiated 
patients,  in  whom  the  effects  of  radiation  may 
have  been  complicated  by  effects  of  the  underly- 
ing disease  itself  or  of  treatments  other  than 
radiation; 

(7)  some  of  the  data  concern  mortality 
whereas  others  concern  disease  incidence;  in 
the  case  of  cancer  it  is  relevant  to  differentiate 
those  radiation  induced  malignancies  that  do 
not  greatly  alter  the  death  rate  (e.g.,  thyroid 
carcinoma)  from  others  that  in  the  present  state 
of  knowledge  are  generally  fatal  (e.g., 
leukemia).* 

A clear-cut  increase  in  incidence  with  in- 
creasing radiation  dose  has  been  documented 
for  several  types  of  cancer  in  human  popula- 
tions, as  well  as  for  many  types  of  neoplasms  in 
experimental  animals.  Although,  with  few  ex- 
ceptions, the  observed  dose-incidence  data  per- 
tain to  relatively  high  doses  (above  50  rem)  and 
high  dose  rates  (above  one  rem  per  minute),  the 
findings  for  any  given  neoplasm  are  reasonably 
consistent  from  one  irradiated  human  popula- 
tion to  another.  Estimates  of  the  risks  of  effects 
at  low  dose  levels  involves  extrapolation  from 
observations  at  these  higher  dose  levels,  based 
on  assumptions  about  the  nature  of  the  dose- 
response  relationship,  the  mechanisms  in- 
volved, the  susceptibility  of  the  population  at 
risk,  and  other  factors.*  ® 

To  estimate  the  risk  of  cancer  attributable  to 
a particular  increase  in  the  level  of  exposure  of 
the  general  population  to  ionizing  radiation 
would  require  simply  unavailable  systematic 
information  on  the  effect  of  life-long,  low-dose 
irradiation.  However  an  approximate  calcula- 
tion at  the  level  of  mortality  can  be  made  on  the 
basis  of  the  25  and  35  year  followup  studies  on 
atom  bomb  survivors  and  on  patients  treated 
with  intensive  spinal  irradiation  for  ankylosing 
spondylitis.  In  the  Japanese  atom  bomh  sur- 
vivors, the  excess  mortality  from  all  forms  of 
cancer,  including  leukemia,  corresponds  to 
roughly  50  to  78  deaths  per  million  exposed 
persons  per  rem  over  the  20  year  period  from 
1950  to  1970.  In  the  spondylitics,  the  excess 
mortality  corresponds  to  a cumulative  total  of 
roughly  92-165  deaths  from  cancer  per  million 
persons  per  rem  during  the  first  27  years  after 
irradiation.® 

Based  on  the  reviews  of  the  National 
Academy  of  Sciences  and  the  United  Nations, 
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the  risk  estimate  for  cancer  is  about  100  cases 
per  million  person-rem.  In  other  words,  if  a mil- 
lion persons  are  exposed  to  one  rem  above 
natural  background  during  their  lifetime,  then 
the  expected  number  of  cancers  in  this  group 
would  be  increased  above  the  normally  expected 
200,000  cancer  deaths  by  about  100  (i.e.,  from 
200,000  to  200,100).  Such  a small  increase, 
should  it  occur,  could  not  be  detected  by  statisti- 
cal means,  given  the  normal  variability  in 
cancer  frequency.^ 

Applying  risk  estimates  to  the  60,000  people 
in  the  U.S.  involved  with  radiation  work  and 
the  approximately  200,000  people  working  with 
medical  X-ray  equipment  who  receive  expo- 
sures of  about  0.6  rem  per  year  and  0.3  rem  per 
year  respectively,  one  can  calculate  that  the 
risk  of  cancer  above  the  natural  cancer  risk 
from  these  exposures  would  increase  by  less 
than  3%.  Since  the  frequency  of  cancer  varies  as 
much  as  10%  among  areas  of  the  U.S.,  the  risk  of 
occupational  radiation  exposure  even  over  a 
lifetime,  is  small  compared  with  other  en- 
vironmental causes  of  cancer.^  Risk  to  the  gen- 
eral population  due  to  these  occupations  would 
be  even  less. 

The  human  organism  appears  to  be  most 
fragile  at  the  extremes  of  life.  Whether  it  is  air 
pollution,  starvation,  or  infectious  disease,  the 
elderly  and  the  very  young  (particularly  the  in 
utero  fetus)  are  at  greatest  risk.  The  effects  of 
radiation  are  no  exception  to  this  pattern.  Of  the 
women  who  were  pregnant  and  heavily  ir- 
radiated at  the  time  of  the  bombings,  many  bore 
children  who  were  mentally  defective  and/or 
had  microcephaly.  Generally,  the  central  nerv- 
ous system  seems  to  be  the  developing  system 
most  sensitive  to  radiation.  Studies  in  both  Eng- 
land and  the  United  States  have  produced  evi- 
dence of  an  increase  in  cancer  among  children 
exposed  in  utero.  ^ 


Risk  in  Perspective 

Obviously  no  risk,  no  matter  how  small, 
should  be  accepted  if  it  is  indeed  readily  avoid- 
able. Traditionally,  society  has  treated  low  and 
negligible  risks  as  acts  of  God  and  has  focused 
attention  on  the  high  risk  category  even  though 
in  this  high  risk  range  we  find  such  voluntary 
activities  as  auto  travel,  plane  travel,  hunting, 
skiing,  smoking  and  farther  down  the  scale  var- 
ying levels  of  radiation;  public  response  will 
probably  never  be  completely  logical. 

A painfully  small  effort  is  expended  in  reduc- 
ing the  loss  of 250,000  lives  a year  (about  75,000 
per  year  from  lung  cancer)  as  a direct  result  of 
smoking,  yet,  public  abhorrence  of  specific 
catastrophes  of  very  low  risk,  such  as  nuclear 
reactor  melt  downs,  may  result  in  large  invest- 
ments to  avoid  them,  regardless  of  the  quantita- 
tive importance.^i^j® 


Summary 

Mankind  has  always  lived  with  low  levels  of 
ionizing  radiation  from  natural  sources.  An  ap- 
proximate estimate  of  overall  cancer  mortality 
can  be  made  on  the  basis  of  followup  studies  on 
Japanese  atomic  bomb  survivors  and  patients 
treated  with  radiation  for  diseases  other  than 
cancer.  The  internationally  accepted  estimates 
of  risks  suggest  that  the  numbers  of  cancers  and 
genetic  defects  induced  in  the  general  popula- 
tion by  natural  background  radiation  are  not 
more  than  about  1 per  cent  of  the  numbers  of 
cancers  and  genetic  defects  normally  present  in 
the  general  population.  The  added  risks  to  the 
general  public  due  to  any  present  or  prospective 
nuclear  programs  are  minute  compared  to  those 
from  naturally  occurring  background  and 
medical/dental  radiation . b ® • 


REFERENCES 

' BEIR -II,;  The  Effects  on  Populations  of  Exposure  to  Low  Levels  of  Ionizing  Radiation.  Report  to  the  Advisory  Committee  on  the 
Biological  Effects  of  Ionizing  Radiations , National  Academy  of  Sciences  National  Research  Council,  Nov.  1972. 

2 Sagan,  L..:  Radiation  and  Human  Health.  EPRl  Journal,  Sept.  1979. 

^ Yamashita,  H Present  and  Future  Research  Programme  of  the  Radiation  Effects  Research  Foundation  (RERF)  Formerly  the 
Atomic  Bomb  Casualty  Commission  ( ABCC).  In  Proceedings  of  Biological  and  Environmental  Effects  of  Low-Level  Radiation, 
!AEA-SM-202/720(A),  IAEA  and  WHO,  Chicago,  Illinois,  Nov.  3-7,  1975. 

* Marshall.  Eliot,:  National  Academy  of  Sciences  (NAS)  Study  on  Radiation  Takes  the  Middle  Road . Science , 204,  May  18,1 979 
pp.  711-714, 

United  Nations  Scientific  Committee  on  the  Effects  of  Atomic  Radiation  (UNSCEAR)  Report,  General  Assembly,  24th 
Session,  Supplement  No.  13  IAI7613),  New  York,  1969. 

® Upton,  A.C. . Allen,  R.D. , Brown , R.C. , Clapp,  N ,K.,  Conklin.  J.W . , Cosgrove,  G.E . , Darden.  E.B . . Jr.,  Kastenbaum, 
M.A.,  Odell,  T.T.,  Jr.,  Serrano,  L.J.,  Tyndall,  R.L.,  Walburg,  H.E.,  Jr.,:  Quantitative  E.xperimenta!  Study  of  Low-Level 
Radiation  Carcinogenesis . Proc.  of  Symposium:  Radiation-Induced  Cancer,  Athens,  Greece,  1969. 

’’  Splitter,  G.A..  Kirk,  J.H.,  Casey,  H.W.,:  Radiation-Related  and  Spontaneous  Tumors  in  Primates.  Proc.  of  12th  Annual 
Hanford  Biologic  Symposium:  Radionuclide  Carcinogenesis,  Richland,  Wash.,  1972. 

® International  Commission  on  Radiological  Protection  (ICRP):  Radiosensitivity  and  Spatial  Distribution  of  Dose.  ICRP 
Publication  14,  Oxford,  Pergamon  Press,  1969. 

® Myers,  D.K.,:  Low-Level  Radiation:  A Review  of  Current  Estimates  of  Hazards  to  Human  Populations . AECL-5715  Chalk 
River  Nuclear  Laboratories.  Canada,  Dec.  1977. 


for  1980 


187 


Rocky  Flats  Hazards  Weighed 

In  further  discussion  aimed  at  clarifying  the 
Rocky  Flats  installation  and  its  potential  as  a health 
hazard,  Colorado  Medicine  here  presents  a partial 
transcript  of  a recent  radio  interview. 

Dr.  David  Miller  of  the  Clear  Creek  Valley  Medi- 
cal Society  recently  conducted  this  interview  on 
KLAK  and  KPPL  jointly  with  Dr.  Carl  Johnson,  Di- 
rector of  the  Jefferson  County  Ffealth  Department,  a 
very  vocal  critic  of  Rocky  Flats,  and  member  of  the 
CMS  Council  on  Public  Health  and  Dr.  Carlton 
Dean,  a member  of  the  Governor-appointed  Rocky 
Flats  Monitoring  Committee  as  well  as  of  the  CMS 
Environment  Committee. 

The  following  is  an  abbreviated  transcription  of 
the  interview: 


Dr.  Miller;  Let's  open  the  bag  of  worms  right 
away.  Dr.  Johnson  let  me  address  you  first.  Is 
there  a threat  to  the  health  of  the  people  who 
live  anywhere  near  Rocky  Flats,  in  your 
opinion? 

Dr.  Johnson:  Yes,  I believe  there  is  a threat  to 
persons  who  live  near  the  plant,  because  of 
the  fact  that  the  plant  does  release  plutonium 
and  similar  compounds.  Plutonium  and 
similar  compounds  are  very  potent  carcino- 
gens. The  plant  has  released  rather  large 
amounts. 

Dr.  Miller:  Excuse  me,  what  is  a carcinogen? 

Dr.  Johnson:  A carcinogen  is  a chemical  or 
source  of  radiation  which  can  induce  cancer 
after  a period  of  years.  So,  getting  back  to  my 
response,  one,  plutonium  and  related  com- 
pounds are  very  potent  carcinogens;  two,  the 
plant  does  release  these  compounds  in  rather 
impressive  amounts;  and  thirdly,  these  com- 
pounds, including  plutonium,  have  been 
found  in  tissues  of  persons  in  the  area. 

Dr.  Miller:  Are  you  implying  that  persons  living 
near  Rocky  Flats  are  being  exposed  to  unsafe 
levels  of  radiation? 

Dr.  Johnson:  Yes. 

Dr.  Miller:  Dr.  Dean,  does  the  Rocky  Flats 
Monitoring  Committee  feel  that  persons  I iving 
near  Rocky  Flats  are  being  exposed  to  unsafe 
levels  of  radiation? 

Dr.  Dean:  In  the  past  there  have  certainly  been 
unsafe  levelsthat  have  contaminated  thearea, 
in  and  about  Rocky  Flats.  There  has  been 
some  controversy  among  figures,  some  diver- 
gent opinion. 


Dr.  Mi  Her:  What  evidence  do  you  feel  there  is  to 
show  that  people  are  currently  being  exposed 
to  unsafe  levels  of  carcinogens  from  Rocky 
Flats,  Dr.  Johnson? 

Dr.  Johnson:  In  areas  near  the  plant,  a survey  I 
have  done  using  samples  from  surface  dust, 
shows  levels  of  3000;  398  times  fallout  level. 

Dr.  Miller:  How  are  people  exposed  to  this  in 
their  bodies? 

Dr.  Johnson:  In  the  areas  near  the  plant,  I think 
that  chief  hazards  would  be  the  possibility  of 
inhaling  plutonium  from  surface  dust.  They'd 
also  have  an  exposure  to  exhaust  plumes  from 
the  plant;  routine  exhaust  and  exhaust  from 
fires.  In  areas  further  from  the  plant,  I think  the 
hazard  would  be  from  inhaling  plutonium 
and  similar  substances  over  a period  of  years. 
These  are  very  well  filtered  plumes,  it  should 
be  stressed. 

Dr.  Miller:  What  is  the  EPA's  regulation  for 
maximum  radiation  exposure. 

Dr.  Johnson:  Four  thousanths  of  a rem  or  four 
millirems. 

Dr.  Miller:  Do  you  think  some  people  think  that 
the  EPA  is  being  unrealistic  or  over- 
conservative in  setting  that  dose? 

Dr.  Johnson:  No,  I don't  think  that  that  particular 
regulation  has  been  challenged.  It  is  currently 
law.  The  viewpoint  of  the  EPA  is  that  such 
dosages  add  up  from  all  sources. 

Dr.  Dean:  The  permissable  dose,  over  the  years, 
has  become  progressively  less,  therefore,  I 
thinkyou  have  to  assume  that  there  isalwaysa 
potential  danger  from  low-level  radiation. 
Unfortunately  nobody  knows  how  much 
dangerthere  is  from  low  level  radiation,  and  it 
probably  will  not  be  known  for  many  years. 

Dr.  Johnson:  One  very  important  point  in  exa- 
mining low  level  radiation  is  the  different 
sources  of  radiation.  For  example  one  source 
is  the  almost  instantaneous  exposure  from  a 
chest  x-ray  which  is  over  in  an  instant,  gone, 
except  for  a few  ions  left  in  the  body.  The 
other  source  would  be  a small  particle  of 
plutonium  which  is  stored  in  the  bone.  It  re- 
mains there  for  many,  many  years.  In  fact,  it 
requires  200  years  to  excrete  half  of  the 
plutonium  stored  in  the  bone. 

Dr.  Miller:  Plutonium  has  a long  half-life,  then? 

Dr.  Johnson:  It's  more  or  less  a permenant  resi- 
dent in  the  body. 

Dr.  Dean:  For  20,000  years. 

Dr.  Miller:  So  we  can't  get  rid  of  it  too  quickly. 

The  understatement  of  Dr.  Miller's  closing  re- 
mark indicates  the  sobriety  so  characteristic  of  the 
serious  attitudes  which  doctors  involved  in  this 
controversy  bring  to  its  consideration. 
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Planning  a 
Meeting  With  the 
Ramada  Silverthorne 
Will  Make  Good 
Dollars  Sense 


Contact,  Kris  Keesling,  Director  of  Sales 

RAMADA 

SILVERTHORNE 

at  Lake  Dillon,  Colorado 

Box  1539,  Dillion,  Colorado  80498 
303-468-6200 


The  Ramada  Silverthorne  is  a complete  hotel 
and  meeting  facility  which  offers  you;  quality 
food  service  • 158  tastefully  decorated  sleep- 
ing rooms  • diverse  meeting  space  for  up  to 
350  people  • advance  billing  procedures 
• prearranged  check  in/check  out  services. 
Located  in  the  Blue  River  Valley  of  Summit 
County,  Colorado.  The  Ramada  Silverthorne  is 
within  minutes  of  five  world  class  ski  areas, 
the  largest  lake  in  Colorado  and  is  the  center 
of  year-round  recreational  activities.  All  this  is 
available  to  your  group  at  a special  rate. 

So,  if  you  are  in  charge  of  that  next  meeting, 
call  the  Ramada  Silverthorne,  it  only  makes 
good  dollars  and  sense. 


I would  like  more  information  about  your  property. 

name  

Organization 

Address  

City  State  Zip  


oondensed  minutes 


APRIL  18,  1980 

1.  Approved  a one-day  Component  Society  Officers  "Conference"  June  20,  1980, 
for  component  society  presidents,  president-elects  and  executive  staffs, 
and  CMS  Board  of  Trustees. 

2.  Directed  Negotiating  Committee  to  present  programs  and  projects  to  be 
activated  through  the  Executive  Vice  President  AND  the  Executive  Committee. 

3.  Endorsed  proposal  by  the  Council  on  Professional  Education  for  preparation 
and  distribution  of  a record  file  for  the  use  of  CMS  members  in  recording 
CME  activities  (at  no  cost  to  CMS) . 

4.  Supported  recommendation  of  Council  on  Legislation  that  CMS  support  tuition 
increases  only  as  made  necessary  by  inflation  and  other  compelling  factors 
and  that  CMS  continue  to  support  availability  of  scholarships  and  loans 

so  that  economic  status  becomes  less  compelling  in  the  school's  choice  of 
potential  students. 

5.  In  conjunction  with  CMS  Legislative  Seminar,  voted  to  hold  the  next  Board 
of  Trustees  meeting  in  Vail  on  May  23. 

6.  Reviewed  proposed  By-Laws  revisions  at  request  of  Organizational  Study 
Committee. 


MEMBERS 

PRESENT: 

President : 

Ray  G.  Witham,  M.D. 

President-elect : 

K.  Mason  Howard,  M.D. 

District  I: 

David  Bates,  M.D.,  Merlin  Otteman,  M.D. 

District  II: 

William  Jobe,  M.D.,  Frederick  Lewis,  Jr. 
M.D.,  Joseph  Poynter,  M.D. , Wilfred 
Stedman,  M.D. 

District  III: 

Richard  Brusenhan,  M.D.,  Amilu  Martin,  M.D. 

District  TV: 

Jan  Hildebrand,  M.D.,  Hanns  Schwzyer,  M.D. 

District  V: 

Telford  Davis,  M.D.,  Robert  Linnemeyer ,M.D. 

MEMBERS 

ABSENT : 

District  II: 

Jerry  Appelbaum,  M.D. , Abraham  Kauvar,  M.D., 
Philip  Norton,  M.D. 

Certificate  of  Service  and  Robins  Award 

The  deadline  for  receipt  of  nominations  for  the  Colorado  Medical  Society's  Certificate  of  Service 
Award  and  the  Annual  Robins  Award  is  June  15,  1980. 

The  Certificate  of  Service  is  the  highest  award  given  by  the  Medical  Society  to  a physician  "for 
outstanding  contribution  to  the  Constitutional  purposes  of  the  Society." 

The  purpose  of  the  Robins  Award  is  to  honor  a physician  in  our  state  "for  outstanding  COMMUNITY 
SERVICE." 

Send  nominations  to  the  Confidential  Awards  Committee,  1 601  E.  1 9th  Ave.,  Denver  8021 8.  These 
awards  will  be  presented  during  the  Colorado  Medical  Society's  Annual  Session,  September  24-27, 
1 980,  at  The  Broadmoor. 


((IROPRACTICS  ADDED  TO  BENEFITS  IN  GROUP  PLANS 


On  April  22,  1980,  Colorado  Blue  Cross/Blue  Shield  was  permitted  by  State 
Insurance  Commissioner  J.  Richard  Barnes  to  add  chiropractic  services 
to  their  list  of  insurable  group  benefits.  Blue  Cross/Blue  Shield  had  asked 
that  x-rays  of  the  spine,  office  visits  for  "medical  emergencies,"  office 
visits  with  manipulation,  and  physical  therapy  modalities  and  procedures  be 
reimbursable.  There  was  an  inquiry  from  the  office  of  the  Commissioner  as 
to  whether  such  benefits  would  cause  a reduction  of  visits  to  physicians. 

DULT  FOSTER  CARE  STORY  ADDENDUM  (meaning  that  the  editor  left  something  out) 

In  the  April  issue  of  COLORADO  MEDICINE,  two  factors  need  to  be  corrected 
and  clarified: 

Our  report  stated  that  the  Colorado  State  Department  of  Health  has 
announced  development  of  a new  program  of  adult  foster  care.  The  story 
was  in  error.  Facts  of  the  matter  are  as  follows:  The  Colorado  Department 

of  Social  Services,  through  its  COUNTY  offices,  is  providing  ongoing 
counseling  and  assistance  to  Adult  Foster  Care  Caseworkers  in  an  effort 
to  provide  an  alternative  to  institutionalization  and  isolation  for  adults 
who  can  benefit  from  such  care.  OF  PARTICULAR  INTEREST  TO  PHYSICIANS,  if 
you  are  aware  of  adult  individuals  who  would  benefit  from  such  foster  care, 
please  call  the  Adult  Foster  Care  Caseworker  in  the  following  counties 
where  the  program  is  now  in  operation: 


ADAMS 

KIT  CARSON 

BENT 

LA  PLATA 

BOULDER 

LARIMER 

DENVER 

MESA  (soon  to  be  in  operation 

EL  PASO 

MORGAN 

JEFFERSON 

PROWERS 

KIOWA 

PUEBLO 

WELD 

Editor’s  Note:  Our  thanks  to  the  Adult  Foster  Care  Caseworkers  who  are 
performing  in  this  most  helpful  role,  and  our  particular  thanks  to  Laurie 
Knight  of  the  Adams  County  Department  of  Social  Services  who  brought  the 
program  to  our  attention , and  whose  county  was  then  excluded  from  the  article , 
inadvertently. 


“OLD  DOC  EXPERIENCE’  ^ REMEMBERED  IN  NEW  SOCIETY  AWARDS  PROGRAM 


The  Colorado  Medical  Society  has  inaugurated  an  annual  media  awards  program 
to  recognize  excellence  in  medical  and  health  care  reporting  in  the  newspapers/  I 
periodicals,  television  and  radio  news  reports.  This  program,  titled  the  Colorado] 
Medical  Society  First  Annual  Robert  L.  Perkin  Media  Awards  Program,  is  offering 
awards  in  news  writing  and  reporting  competition,  in  all  of  the  newspaper, 
periodical,  television  and  radio  news  outlets  in  Colorado.  The  awards 
program  has  been  established  in  memory  of  ROBERT  L.  PERKIN,  long-time 
editorial  writer  and  columnist  for  the  Rocky  Mountain  News,  and  for  many 
years  editor  and  writer  for  the  Colorado  Medical  Society.  Bob  Perkin  was 
best  known  in  Colorado  newspapers  for  his  writing  the  syndicated  column, 

"Old  Doc  Experience,"  which  appeared  in  most  Colorado  dailies  and  weeklies 
outside  the  metropolitan  area,  from  1946  until  his  death  in  1978.  Bob 
Perkin  was  also  noted  for  his  book,  "The  First  Hundred  Years,"  in  which 
Colorado,  as  a territory  and  then  as  a state,  is  factually  protrayed. 

Bob  Perkin,  himself,  received  many  honors  and  awards  over  the  years  for  his 
excellence  in  journalism,  historical  writing  and  services  to  mankind, 
in  general . 

The  Colorado  Medical  Society  Committee  on  Public  Information  established  the 
awards  program,  which  commenced,  in  order  that  the  quality  of  medical  and 
health  care  reporting  be  improved  and  that  the  quantity  of  such  reporting 
be  increased.  Criteria  for  the  competition  will  stress  the  quality  of 
reporting  in  conveying  the  meaning  and  impact  of  medical  news  to  the  everyday 
reader,  listener  and  viewer. 

Entries  are  restricted  to  the  working  press  in  newspaper  and  periodical 
publishing,  radio  and  television  broadcasting  within  the  state  of  Colorado. 
Deadline  for  entries  in  the  1979-1980  awards  program  will  be  a postmark  of  no 
later  than  July  15,  1980.  Materials  must  have  been  published  or  broadcast  in 
Colorado,  first,  and  between  July  1,  1979,  and  June  30,  1980. 

Winners  in  the  various  competitions  will  be  announced  and  presented  at 
an  awards  ceremony  during  the  Colorado  Medical  Society’s  Annual  Session 
at  the  Broadmoor  Hotel  in  September,  1980. 
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PUBLISHED  JOINTLY  BY  THE  COLORADO  FOUNDATION  FOR  MEDICAL  CARE,  COLORADO  MEDICAL  SOCIETY  AND 
THE  COLORADO  ACADEMY  OF  FAMILY  PHYSICIANS  *1601  EAST  NINETEENTH  AVENUE.  DENVER,  COLORADO  8021 8 


MAY  1980 

3rd 

AMBULATORY  MEDICINE:  CURRENTTREATMENTOF 
COMMON  OFFICE  PROBLEMS.  Kaiser-Permanente, 
Lakewood  Medical  Office,  8383  W.  Alameda, 
Lakewood,  CO.  Contact:  James  Adams,  M.D.,  232-1 885. 
(5V2  hours  of  AMA  Category  1 credit). 

7th 

ANTICOAGULANTS  - WHAT  YOU  SHOULD  KNOW. 

Estes  Park.  Contact:  Martin  J.  Rubinowitz,  M.D.,  The 
DenverClinic,  701  E.  Colfax  Ave.,  Denver,  CO  80203.  (2 
hours  of  AMA  Category  1 credit;  2 prescribed  hours  of 
AAFP  credit). 

9th-10th 

AMERICAN  COLLEGE  OF  SURGEONS  ANNUAL 
MEETING.  The  Broadmoor,  Colorado  Springs.  Contact: 
Vi  Brown,  Colorado  Medical  Society,  1601  E.  19th  St., 
Denver  80218.  861-1221,  ext.  241. 

28th 

COLORADO  REGIONAL  NEURORADIOLOGY  & 
COMPUTERIZED  TOMOGRAPHY  MEETING.  Univer 
sity  Hospital,  Denver.  Contact:  Leatha  Kibel,  Department 
of  Radiology,  University  Hospital, 4200  E.  9th  Ave.,  Den- 
ver, CO  80262.  394-7773.  (3  hours  of  AMA  Category  1 
credit). 

31st 

COLORADO  CHAPTER  OF  THE  ACADEMY  OF 
PEDIATRICS  ANNUAL  MEETING.  Four  Seasons,  Col- 
orado Springs.  Contact:  Vi  Brown,  Colorado  Medical 
Society,  1601  E.  19th  St.,  Denver  8021 8.  861-1221,  ext. 
241. 

30th-June  1 

COLORADO  OTOLARYNGOLOGY  & MAXILLOFA- 
CIAL AND  NEW  MEXICO  EAR,  NOSE  & THROAT  SOCI- 
ETY ANNUAL  MEETING.  The  Broadmoor,  Colorado 
Springs.  Contact:  Vi  Brown,  Colorado  Medical  Society, 
1601  E.  19th  St,  Denver  80218.  861-1221,  ext  241. 
COLORADO  RADIOLOGIC  SOCIETY  ANNUAL 
MEETING.The  Broadmoor.  Contact:  Vi  Brown,  Colorado 
Medical  Society,  1601  E.  19th  St.,  Denver  80218.  861- 
1221,  ext  241. 

JUNE  1980 

7th 

DOWN'S  SYNDROME  WORKSHOP  & DINNER.  Den- 
ver. Contact:  Colorado  Child  & Adolescent  Society,  1 601 
E.  19th  Ave.,  Denver,  CO  80218.  861-1221,  ext.  241. 

9th-14th 

26th  ANNUAL  FAMILY  PRACTICE  REVIEW.  Estes  Park, 
Colorado.  Contact:  Office  of  Postgraduate  Medical  Edu- 
cation, University  of  Colorado  Health  Sciences  Center, 
4200  E.  9th  Ave.,  Denver,  CO  80262.  394-5241. 


13th 

HEMATOLOGY/ONCOLOGY.  Denver.  Contact:  Office 
of  Postgraduate  Medical  Education,  University  of  Col- 
orado Health  Sciences  Center,  4200  E.  9th  Ave.,  Denver, 
CO  80262.  394-5241. 

19th 

COMMON  RASHES.  Vai  I.  Contact:  Martin  J.  Rubinowitz, 
M.D.,  The  DenverClinic,  701  E.  Colfax  Ave.,  Denver,  CO 
80203.  (2  hours  of  AMA  Category  1 credit;  2 prescribed 
hours  of  AAFP  credit). 

22nd-26th 

3RD  INTERNATIONAL  SYMPOSIUM:  CANCER 
THERAPY  BY  HYPERTHEMIA,  DRUGS  & RADIATION. 

Colorado  State  University,  Fort  Collins.  Contact:  W.  C. 
Dewey,  Ph.D.,  Department  of  Radiology  & Radiation 
Biology,  Colorado  State  University,  Fort  Collins,  CO 
80523.  (303)  491-5096. 

25th 

COLORADO  REGIONAL  NEURORADIOLOGY  & 
COMPUTERIZED  TOMOGRAPHY  MEETING.  U niver- 
sity  Hospital,  Denver.  Contact:  Leatha  Kibel,  Department 
of  Radiology,  University  Hospital, 4200  E.  9th  Ave.,  Den- 
ver, CO  80262.  394-7773.  (3  hours  of  AMA  Category  1 
credit). 

28th-30th 

PRACTICAL  NEUROLOGY  FOR  THE  INTERNIST  AND 
FAMILY  PHYSICIAN.  Aspen.  Contact:  Office  of  Post- 
graduate Medical  Education,  University  of  Colorado 
Health  Sciences  Center,  4200  E.  9th  Ave.,  Denver,  CO 
80262.  394-5241.  (16  hours  AMA  Category  1 credit). 

30th- July  3rd 

CACMLE  POSTGRADUATE  CONFERENCE  IN  CLINI- 
CAL LABORATORY  PRACTICE.  Hilton  Harvest  House, 
Boulder.  Contact:  Elmer  W.  Koneman,  M.D.,  Colorado 
Association  for  Continuing  Medical  Laboratory  Educa- 
tion, Inc.  (CACMLE),  1601  Milwaukee  St.,  Denver,  CO 
80206.  (303)  321-1734. 


JULY  1980 

2nd-5th 

ASPEN  SYMPOSIUM  ON  AGING.  Continental  Inn, 
Aspen.  Contact:  Aspen  Symposium  on  Aging,  Depart- 
ment of  Communications  Disorders,  Area  of  Audiology, 
University  of  Northern  Colorado,  Greeley,  CO  8063^ 
351-2012  (AMA  Category  1 Physician  Award  Credit). 

7th-10th 

OPHTHALMOLOGY:  "PROBLEMS  IN  PEDIATRIC 
OPHTHALMOLOGY".  Vail.  Contact:  Office  of  Post- 
graduate Medical  Education,  University  of  Colorado 
Health  Sciences  Center,  4200  E.  9th  Ave.,  Denver,  CO 
80262.  394-5241.  (16  hours  AMA  Category  1 credit). 
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7th-11th 

16TH  ANNUAL  POSTGRADUATE  COURSE  IN  INTER- 
NAL MEDICINE.  Estes  Park,  Colorado.  Contact:  Office  of 
Postgraduate  Medical  Education,  University  of  Colorado 
Health  Sciences  Center,  4200  E.  9th  Ave.,  Denver,  CO 
80262.394-5241. 

13th-15th 

HOSPITAL  MEDICAL  STAFF  CONFERENCE  AND  HOS- 
PITAL TRUSTEE  FORUM  ADVANCED  SEMINAR.  Den 

ver.  Contact:  Estes  Park  Institute,  P.O.  Box  400,  Eng- 
lewood, CO  80151.  761-7709. 

16th-20th 

SUMMER  SKIN  SEMINAR.  Aspen.  Contact:  Office  of 
Postgraduate  Medical  Education,  University  of  Colorado 
Health  Sciences  Center,  4200  E.  9th  Ave.,  Denver,  CO 
80262.394-5241. 

18th-20th 

CURRENT  TOPICS  IN  ANESTHESIOLOGY:  PHAR- 
MACOLOGY FOR  THE  YOUNG  & OLD.  Keystone. 
Contact:  Office  of  Postgraduate  Medical  Education,  Uni- 
versity of  Colorado  Health  Sciences  Center,  4200  E.  9th 
Ave.,  Denver,  CO80262.  394-5241 . 

21  St-24  th 

PRACTICAL  GASTROENTEROLOGY  FOR  THE  PRAC- 
TICING PHYSICIAN.  Aspen.  Contact:  Office  of  Post- 
graduate Medical  Education,  University  of  Colorado 
School  of  Medicine,  4200  E.  9th  Ave.,  C-295,  Denver 
80262.  394-5241.  (15  hours  of  AMA  Category  1 credit). 

21st-25th 

INTERNATIONAL  SYMPOSIUM  ON  HAND 
SURGERY  — COMPREHENSIVE  CARE  OF  THE  DIS- 
EASED AND  INJURED  UPPER  EXTREMITY.  Keystone. 
Contact:  John  A.  Boswick,  jr.,  M.D.,  Course  Director, 
4200  E.  9th  Ave.,  Box  C-309,  Denver  80262.  394-8718. 
(22  hours  of  AMA  Category  1 credit). 

23rd 

COLORADO  REGIONAL  NEURORADIOLOGY  AND 
COMPUTERIZED  TOMOGRAPHY  MEETING.  Depart- 
ment of  Radiology,  University  Hospital,  Denver.  Contact: 
Leatha  Kibel,  394-7773.  (3  hours  of  AMA  Category  1 
credit). 

31  st-August  3rd 

PEDIATRICS.  Snowmass.  Contact:  Office  of  Postgraduate 
Medical  Education,  University  of  Colorado  Health  Sci- 
ences Center,  4200  E.  9th  Ave.,  Denver,  CO  80262. 
394-5241. 


3rd-7th 

PERINATAL  MEDICINE.  Snowmass.  Contact:  Office  of 
Postgraduate  Medical  Education,  University  of  Colorado 
School  of  Medicine,  4200  E.  9th  Ave.,  C-295,  Denver 
80262.  394-5241.  (21  hours  Category  1 credit). 

6th-10th 

DYNAMIC  PSYCHOTHERAPY:  THE  CONCEPT  OF 
COUNTERTRANSFERENCE  AND  ITS  RELATIONSHIP 
TO  PSYCHOTHERAPEUTIC  PROCESS.  Aspen.  Contact: 
Office  of  Postgraduate  Medical  Education,  University  of 
Colorado  School  of  Medicine,  4200  E.  9th  Ave.,  C-295, 
Denver  80262.  394-5241  .(17  hours  of  AMA  Category  1 
credit). 

11th-15th 

ASPEN  CONFERENCE  ON  PEDIATRIC  DISEASE,  1980- 
LUNG.  The  Gant,  Aspen.  Contact:  j.  Thomas  Stocker, 
M.D.,  Department  of  Pathology,  Children's  Hospital, 
1056  E.  19th  Ave.,  Denver,  CO  80218.  861-6712.  (25 
hours  of  AMA  Category  1 credit). 

15th-20th 

PRIMARY  CARE  ORTHOPEDICS.  Aspen.  Contact:  Office 
of  Postgraduate  Medical  Education,  University  of 
Colorado  School  of  Medicine,  4200  E.  9th  Ave.,  C-295, 
Denver  80262.  394-5241 . (23  hours  of  AMA  Category  1 
credit). 

20th 

WORKUP  OF  SUSPECTED  AND  PROVEN  MALIGNANT 
DISEASES.  Aspen.  Contact:  Martin  J.  Rubinowitz,  M.D., 
The  Denver  Clinic,  701  E.  Colfax  Ave.,  Denver  80203.  (2 
hours  of  AMA  Category  1 credit;  2 prescribed  hours  of 
AAFP  credit). 

21st 

ANTICOAGULANTS  - WHAT  YOU  SHOULD  KNOW. 

Vail.  Contact:  Martin  J.  Rubinowitz,  M.D.,  The  Denver 
Clinic,  701  E.  Colfax  Ave.,  Denver  80203.  (2  hours  of 
AMA  Category  1 credit;  2 prescribed  hours  of  AAEP  cre- 
dit). 

27th 

COLORADO  REGIONAL  NEURORADIOLOGY  AND 
COMPUTERIZED  TOMOGRAPHY  MEETING.  Depart 
mentof  Radiology,  University  Hospital,  Denver.  Contact: 
Leatha  Kibel.  394-7773.  (3  hours  of  AMA  Category  1 
credit). 


AUGUST  1980 

1 st-3rd 

COLORADO  ACADEMY  OF  FAMILY  PRACTICE  AN- 
NUAL MEETING.  The  Lodge,  Vail.  Contact:  Shirlee 
Meyers,  1570  Humbolt  St.,  Denver.  837-0757.  (11 
prescribed  hours  of  AMA  Category  1 credit). 

2nd-6th 

PATHOLOGY  IN  OBSTETRICS  AND  GYNECOLOGY. 

Aspen.  Contact:  Office  of  Postgraduate  Medical  Educa- 
tion, University  of  Colorado  School  of  Medicine,  4200  E. 
9th  Ave.,  C-295,  Denver  80262.  394-5241 . (28  hours  of 
AMA  Category  1 credit). 
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The  ecology  of  primary 
ambulatory  care; 

Ramifications  for  the  Future 

Susan  Toshach  Macfarlan,  BSN,  MPA,  PNP,  Boulder  Colorado. 


In  the  halls  of  health  care  and  government 
one  repeatedly  hears  that  the  overlap  and  dup- 
lication in  health  care  is  S3rmptomatic  of  a poor 
delivery  system,  and  that  the  overlap  and  dupli- 
cation are  heavy  contributors  to  the  high  cost  of 
medical  care.  I propose  that  the  regulation  of 
primary  ambulatory  care  (PAC)  would  elimi- 
nate the  overlap  and  duplication  and,  therefore, 
the  diversity  in  PAC.  The  lack  of  diversity 
would  actually  exacerbate  the  existing  prob- 
lems of  cost,  quality  and  quantity  of  care. 

It  is  assumed  that  the  goal  of  primary  ambu- 
latory care  is  quality  primary  health  care  for  all 
people.  Quality  care  is  partially  predicated  on 
quality  relationships  between  health  provider 
and  client.  It  is  also  assumed  that  quality  care  is 
presently  not  available  for  all  people.  The  pre- 
sent ecosystem  of  PAC  includes  three  subsys- 
tems; private  physicians,  public  institutions 
(health  departments,  emergency  rooms,  pub- 
licly funded  neighborhood  health  centers,  to 
name  a few),  and  private,  non-profit  providers 
such  as  Planned  Parenthood,  Free  Clinics,  and 
"Rap”  lines.  (Table  1) 

The  subsystems  are  defined  by  their  stated 
economic  missions.  That  is,  though  most  sys- 
tems have  incomes  from  two  or  three  of  the 
major  sources,  one  source  is  dominant  and/or  is 
stated  in  the  by-laws  of  the  organization.  Public 
institutions  survive  on  public  funding.  Private 
for  profit  and  private  non-profit  delivery  sys- 
tems may  receive  reimbursements  from  public 
Medicaid  or  Medicare  and  still  remain  private 
and  autonomous. 

What  is  the  ecology  of  this  PAC  system?  How 
did  it  evolve?  Ecology  will  be  discussed,  PAC 
will  be  related  to  that  system,  and  some  ques- 
tions will  be  asked. 

Ms.  Macfarlan  developed  the  pediatric  program.  People’s  Qinic,  Boulder,  and  also  works 
with  Eddy,  VInall,  and  Hickman  in  their  family  Fhactice. 


An  ecosystem  is  "formed  by  the  interaction  of 
a community  of  organisms  and  their  environ- 
ment.”^ Ecology  is  "the  branch  of  sociology  con- 
cerned with  the  spacing  of  people  and  institu- 
tions and  the  resulting  interdependency".^ 
(author’s  emphasis). 

The  interdependency  of  people  and  institu- 
tions implies  stability.  A healthy  ecosystem  is 
often  defined  as  one  that  is  stable.  Stability  for 
an  ecosystem  implies  a lack  of  overdependence 
upon  one  system  for  the  survival  of  the  system 
or  for  the  accomplishment  of  the  goal.  Stability 
arises  from  an  interdependency  of  subsystems. 
Therefore,  stability  results  at  least  partially 
from  and  promotes  diversity  within  its  subsys- 
tems. 

Diversity  allows  a system  to  adapt  to  changes 
in  the  environment.  Diversity  is  characterized 
by,  and  creates,  stress.  Stress  results  in  compe- 
tition, creativity,  and  flexibility.  Competition, 
creativity,  and  flexibility  in  turn  foster  diver- 
sity (Fig.  1). 

There  are  historical  examples  of  the  effects  of 
diversity  on  an  ecosystem.  When  left  alone,  na- 
ture often  supply  diversity.  There  will  be  a 
variety  of  trees  in  a forest;  tall  trees  that  like  the 
sunlight  will  grow  first  providing  shade  for 
trees  that  are  a bit  sun  shy.  When  diversity  is 
reduced,  the  potential  for  an  ecosystem  failure 
increases.  The  story  of  19th  Century  Ireland  is 
well  known.  The  potato  became  the  primary 
crop.  When  it  Wcis  blighted,  the  agriculture  was 
wiped  out  and,  subsequently,  a large  segment  of 
the  human  and  animal  population  died.  The 
paucity  of  diversity  in  the  Irish  agricultural 
ecosystem  reflected  the  lack  of  diversity  in  the 
entire  political,  economic,  and  social  ecosystem; 
an  ecosystem  largely  controlled  by  foreign 
interests  . . . England. 

How  did  the  present  system  of  PAC  evolve? 
The  subsystem  of  private  physician  care  for  pro- 


for  1980 


195 


TABLE  1 


EXAMPLES  OF  HEALTH  PROGRAMS  BY 
THEIR  PRIMARY  ECONOMIC  PHILOSOPHY 


Pri vate 


Fee  for  service 
Solo  practice 
Group  practice 

MDs  with  a flat  fee 

for  a year's  service 

Private  panel  practice 
Private  HMO 

Kaiser  groups 

Smokenders  Clinics 


Private  Non-Profit 


Planned  Parenthood 
F ree  cl i n i cs 
Abort  ion  clinics 
Robert  Woods  Johnson 
funding  of  particu- 
lar PAC 

Church  health  education 
classes 


Pub  1 i c 


Water/san i tat i on 
Wei  1 child  clinics 
Child  abuse/protection 
VD  clinics 

Grants  for  educat i on 
of  nurse  practi* 
tioners/PA 

Environmental  Protection 
Agency 

HEW ' s realm  of  hea 1 th 


fit  has  existed  for  centuries.  In  the  United 
States  the  ecosystem  was  undiversified  and  did 
not  deal  with  the  health  needs  of  a diverse  and 
changing  population.  It  did  not  accommodate 
the  various  political,  economic  and  social/life- 
style needs,  the  diverse  ages,  geographic  distri- 
bution, and  perceived  health  needs  of  the 
people.  The  private  providers  did  not,  or  could 
not,  provide  and  regulate  mass  immunizations, 
sanitation  inspection,  and  large  scale  preven- 
tive education. 

Health  Departments  were  formed  to  fill  the 
gaps.  Many  have  run  well  baby  clinics,  immuni- 
zation programs,  maintained  surveillance  of 
water  sources  and  waste  systems.  Some  have 
provided  PAC.  Frequently  the  functions  are 
partially  dictated  by  state  law. 

Still  gaps  remained.  For  example  the  private 
and  public  facilities  could  not,  or  did  not,  always 
respond  to  the  public’s  need  and  demand  for 
inexpensive  birth  control  services,  basic  pri- 
mary care  for  the  working  poor,  or  the  increas- 
ing interest  in  self  care  and  wholistic  care.  Usu- 
ally it  has  been  private,  non-profit  providers 
who  first  responded  to  these  needs.  Sub- 
sequently public  and  private  sectors  were 
catalyzed  to  action. 

There  is  both  stress  and  inter-dependency 
among  the  three  groups.  No  one  group  had  ac- 
complished what  the  three  together  have  been 
able  to  do.  The  diversity  in  the  delivery  of  PAC 
provides  stability,  and  stability  results  from  di- 
versity. The  economic,  political  and  social  sta- 
bility of  the  PAC  system  exists  because  one  sub- 


system (say  the  government)  does  not  co-opt  or 
control  the  entire  system.  The  analogy  to  Ire- 
land and  England  is  not  accidental! 

Although  it  is  heresy,  I believe  that  quality 
PAC  arises  from  some  duplication  of  services. 
Duplication  provides  stress  which  catalyzes 
competition  and  creativity,  among  health  pro- 
viders to  maximize  the  use  of  limited  resources 
and  to  look  at  new  ways  for  solving  new  and  old 
problems.  This  competition  results  from  the 
economic  need  for  each  subsystem  to  e valute  the 
needs  and  desires  of  the  patient  population  and 
to  influence  or  capture  segments  of  that  popula- 
tion. Two  examples  are  worth  mentioning. 
First,  for  a variety  of  personal  and  patient 
oriented  reasons  individual  private  physicians 
have  formed  group  practices.  Some  are  small 
fee-for-service  groups.  Others,  like  Kaiser, 
market  comprehensive  health  services.  The 
public  equivalents  of  group  practices  are  found 
in  public  hospital  clinics  and  the  Public  Health 
Service  facilities.  Recently  the  federal  govern- 
ment has  encouraged  maximizing  economic  and 
manpower  resources  by  subsidizing  Health 
Maintenance  Organizations  (HMO)  and  private 
physician  panel  practices.  Private  HMOs, 
Kaiser,  the  private  panel  practices  and  the  pri- 
vate groups  are  competing  for  similar  or  over- 
lapping populations;  populations  with  private 
insurance  or  insurance  through  their  place  of 
employment  or  Medicaid  or  Medicare.  Competi- 
tion among  the  groups  provides  the  majority  of 
the  public  with  some  options,  and  may  help  con- 
trol the  cost  of  primary  care. 
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Second,  the  private,  non-profit  groups  provide 
a second  example  that  competition  also  and 
creativity  foster  diversity  and  improved  PAC 
through  overlap  and  duplication  of  services. 
Venereal  disease  clinics  in  some  county  Health 
Departments  were  run  only  during  a few  day- 
time hours.  Some  Free  Clinics  saw  the  need  for 
extended  evening  hours  in  order  to  reach  more 
of  the  people  in  need  of  services,  and  instituted 
clinics  which  both  overlapped  and  extended  the 
Health  Department  program.  Thus,  the  needs  of 
the  diverse  population  were  met,  the  free  clinics 
are  cheaper  to  operate  than  health  departments 
(by  nature  of  their  organizations),  and  the 
Health  Departments  ultimately  extended  their 
own  VD  clinic  hours.  The  Free  Clinic  is  then 
able  to  focus  its  resources  upon  other  unmet 
needs. 

DIVERSE  PRIMARY  AMBULATORY  CARE  SERVICES 
Private  Phys Icians 
Publicly  Funded  Care 
Private  Non-Profit  Groups 

/ 

result 
from 

X 

COMPETITION  111  provides  stress 

CREATIVITY  which  promotes 

FLEXIBILITY 

If  all  care  is  legislated  and  funded  from  one 
source  the  voices  and  needs  of  patients  and  pro- 
viders will  probably  not  be  heard.  For  example, 
the  concerns  of  HEW  seem  to  be  in  secondary 
and  tertiary  care.  Yet  the  majority  of  the  needs 
of  most  of  the  people  are  for  primary  care,  in- 
cluding dental,  eye,  mental  and  general  preven- 
tive care  and  education.  Lowell  Lewin  indicated 
that  one  per  cent  of  health  funds  are  spent  on 
preventive  care,  yet  sixty  per  cent  of  the  popula- 
tion is  well.  Seventy  per  cent  ofhealth  funds  are 
spent  on  hospitalized  patients  who  number  ele- 
ven per  cent  of  the  population.^  Currently  the 
Public  Health  departments  are  very  concerned 
with  increasing  the  percentage  of  children  who 
are  immunized  against  childhood  illnesses. 
Nevertheless,  in  many  geographic  areas  there 
is  an  equally  great  need  for  primary  sick  care  for 
the  children  of  the  working  poor. 

On  the  other  hand,  certain  primary  care 
health  education  can  be  aided  immensely  by 
federal  efforts  to  increase  public  awareness,  as 
is  occurring  with  the  anti-smoking  campaign. 


Past  experience  indicated  that  when  competi- 
tion, creativity,  and  flexibility  are  not  present 
within  a geographic  locality,  it  is  a seller’s  mar- 
ket place  and  the  buyer  suffers.  In  health  care 
such  a situation  is  characterized  by  the  follow- 
ing: 

1.  All  care  is  delivered  in  the  same  fashion 
irrespective  of  the  needs  and  life-style  of  the 
citizens. 

2.  All  care  is  delivered  at  the  same  hours. 
Where  do  working  adults  and  parents,  who  can- 
not take  time  off  from  work  without  loss  of  pay, 
take  themselves  or  their  children  when  they 
return  from  work  or  school  with  sore  throat  and 
fever? 

3.  Quality  and  quantity  care  for  various  popu- 
lation groups  deteriorates.  The  elderly  need  in- 
expensive care,  but  are  not  comfortable  in  hip 
clinics.  Working  people  need  evening  and 
Saturday  clinics. 

4.  There  is  no  incentive  system  to  keep  costs 
down  and  to  work  for  wellness  instead  of  sick- 
ness. Are  there  any  rebates  for  not  using  health 
insurance? 

5.  A self-serving  system  may  result. 

It  appears  that  the  most  successful  ecosystem 
of  primary  care  includes  the  checks  and  bal- 
ances of  a socialized  health  system,  a private- 
for-profit  system,  and  a private,  non-profit  sys- 
tem. What  one  does  not  do,  the  other  catalyzes. 

Without  diversity  there  would  be  no  stress,  no 
competition,  no  creativity,  and  no  flexibility  to 
produce  and  market  a variety  of  delivery  modes 
of  PAC  to  meet  the  needs  of  a diverse  popula- 
tion. Economically  feasible  quality  and  quan- 
tity care  would  come  to  a standstill  and  then 
decline  as  a result  of  stagnation.  It  is  probable 
that  the  most  economically  feasible  way  of  pro- 
viding primary  ambulatory  care  is  an  extension 
and  refinement  of  the  present  system  of  private, 
public,  and  private,  non-profit  PAC. 

It  will  behoove  us  to  examine  why  each  eco- 
nomic group  initiated  its  programs.  What  were 
the  altruistic,  the  social,  the  economic,  and  the 
political  forces  at  work?  What  can  be  done  to 
encourage  the  health  providers  in  the  three 
economic  arenas  to  continue  to  operate  and  ex- 
pand in  the  spheres  where  they  are  most  prod- 
uctive? The  answers  are  probably  available. 
The  need  is  for  synthesis  and  to  make  them 
operational.# 


a 1 I ows 

/ 
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' Random  House  Dictionary  of  the  English  Language , Unabridged,  s.v.  “Ecosystem”. 
' Ibid.,  s.v.  “Ecology”. 

^ Lewin,  Lowell:  Conference  on  W holistic  Health  Care.  San  Francisco.  Spring,  1977. 
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CME  and  the  Rural  Doctor 

Removed  from  the  considerable  resources  of 
major  hospitals,  the  rural  physician  has  neverthe- 
less to  carry  on  a steady  program  of  Continuing 
Medical  Education. 

Working  through  the  Colorado  Consortium  for 
Continuing  Medical  Education,  CMS  in  coopera- 
tion with  the  U.C.  EHealth  Sciences  Center  and  the 
Colorado  Eoundation  for  Medical  Care  offers  initial 
visits  by  medical  education  specialists  who  can 
help  in  the  design  of  new  programs  and  to  improve 
existing  ones. 

Such  questions  as  follow  could  be  answered 
during  a one-day  session  between  the  staff  of  a rural 
hospital  and  a consultant  provided  through  the 
Colorado  Medical  Society  and  the  Consortium; 

• EHow  do  you  start  a CME  program  in  a small 
rural  hospital? 

• Ifsucha  program  is  started,  can  we  get  Category 
1 credits? 

• Where  can  rural  physicians  obtain  help  and 
advice  on  a continuing  basis? 

• What  isthecostof establishinga  CMEprogram? 

• What  topics  should  be  covered  in  a CME  pro- 
gram, and  how  is  this  best  decided? 

Eor  further  information  about  setting  up  a CME 
program,  call:  Kevin  Bunnell,  EdD,  Director, 
Colorado  Consortium  for  Continuing  Medical  Edu- 
cation, c/o  Colorado  Medical  Society,  1601  East 
19th  Avenue,  Denver  80218,  or  call;  (303)  861- 
1221,  x262  (Toll-free  outside  metropolitan  Denver 
area  1-800-332-4150). 

Highlights  of  Accreditation 
Committee  Meeting,  April  3,  1980 

The  United  Staffs  of  Boulder  (Boulder  Commu- 
nity Hospital  and  Boulder  Memorial  Hospital)  re- 
ceived first  time  accreditation  for  2 years  by  action 
of  the  CMS  Accreditation  Committee  on  April  3rd. 
Other  actions  of  the  Committee  were:  Colorado 
Allergy  Society  (reaccredited  for  4 years).  Penrose 
Hospital,  Colorado  Springs  (reaccredited  for  4 
years);  Veterans  Administration  Medical  Center, 
Eort  Lyon  (reaccredited  for  2 years);  Rocky  Moun- 
tain Hand  Surgery  Society  (reaccredited  for  2 
years);  Western  Orthopedic  Association,  Rocky 
Mountain  Chapter  (reaccredited  for  4 years). 

The  Committee  reviewed  the  statewide  picture  of 
continuing  medical  education  accreditation  and 


noted  that  more  than  70  Colorado  hospitals  are  not 
accredited  for  CME.  However,  only  about  12  of 
these  are  both  over  50  beds  and  el  igible  to  apply  for 
accreditation.  The  Committee  recommended  that 
consultation  concerning  the  educational  processes 
of  CME  be  offered  to  those  12  hospitals. 


obituaries 

Doctor  John  McEwen  Foster  of  Denver  died 
March  24,  1980  at  the  age  or  80. 

Doctor  Foster  was  a native  of  Denver,  horn  Sep- 
tember 6, 1899,  schooled  in Coloradoand  atSalisbury 
Preparatory  School,  Connecticut,  before  entering  the 
University  of  Colorado.  He  attended  Harvard  Medi- 
cal School,  receiving  his  MD  in  1924.  He  interned  at 
Presbyterian  Hospital,  New  York  City. 

In  1928  he  returned  to  Denver  for  a surgery  prac- 
tice, and  later  that  year  he  joined  Capitol  Life  Insur- 
ance Co.,  becoming  assistant  medical  director  in 
1934,  and  director  in  1940.  He  also  maintained  a 
private  practice  until  retiring  in  1961. 

In  1942  he  commanded  personnel  of  the  University 
of  Colorado  Medical  Center  at  the  U.S.  Army’s  29th 
General  Hospital  in  New  Caledonia  where  he  passed 
26  months.  He  also  spent  a year  on  Okinawa  and 
Korea. 

Doctor  Foster  belonged  to  the  Denver  Medical  So- 
ciety and  the  American  Medical  Association,  as  well 
as  the  American  Surgical  Association,  American 
Association  for  Surgery  of  Trauma,  the  American 
College  of  Surgeons,  the  International  Surgical  So- 
ciety, and  the  Denver  Academy  of  Surgery. 

His  first  wife,  Margery  M.  Foster,  to  whom  he  was 
married  in  1926,  died  in  1953.  On  February  22,  1964 
he  was  married  to  the  former  Patricia  Bissett,  who 
survives. 

Other  survivors  include  two  sons,  Hugh  Bethel  1 
and  Brien  Edward,  both  of  Denver;  two  daughters, 
Mrs.  Thomas  Cosgriff  II,  Denver,  and  Mary-Jane 
Foster,  New  York  City,  and  a stepson,  John  William 
McCall,  Jr.,  of  Denver. 

Doctor  Gary  L.  Way  died  in  Aurora,  Colorado  on 
April  10,  1980  after  a long  illness. 

Doctor  Way  was  bom  September  9,  1945  in  Cody, 
Wyoming,  and  attended  schools  in  Sheridan  before 
attending  first  the  University  of  Wyoming  and  then 
the  University  of  Colorado  School  of  Medicine.  He 
interned  in  pediatrics  at  Fitzsimons  Army  Medical 
Center,  and  received  cardiology  training  at  the  Uni- 
versity of  Colorado  Medical  Center. 

Doctor  Way  retired  from  the  army  in  November 
1979  as  a major,  and  served  in  the  cardiology  depart- 
ment at  Children’s  Hospital. 

He  was  a member  of  the  Colorado  Medical  Society, 
a fellow  of  the  American  Academy  of  Pediatrics,  and  a 
fellow  of  the  American  College  of  Cardiology. 

He  is  survived  by  his  wife,  Patty  F.  Way,  two 
daughters,  Juli  and  Jami,  and  a son,  Jeff,  all  of  Au- 
rora, and  his  parents,  Mr.  and  Mrs.  Robert  W.  Way, 
Sheridan,  Wyoming. 
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Thank  God  - it  stopped 
snowing  - I think!  If  any  of 
you  need  to  know  where  the 
worst  curves  are  on  1-70  or 
Highway  40,  give  me  a ring. 

There  have  been  a myriad 
of  interesting  developments 
this  past  month.  By  the  time 
you  read  this  I am  hopeful 
that  we  will  have  the  re- 
quired signatures  to  put  the 
Helmet  Law  on  the 
November  ballot.  At  this  time  it  looks  great.  Gover- 
nor Dick  Lamm  was  kind  enough  to  put  his  name  at 
the  top  of  a petition  for  me,  and  is  giving  his  full 
support  to  the  matter.  Lieutenant  Governor  Nancy 
Dick  has  also  been  most  helpful. 

Speaking  of  the  Governor  and  Lieutenant  Gover- 
nor brings  to  mind  a dilemma,  among  a number  of 
problems  during  the  year,  in  the  funding  of  the 
Office  of  Rural  Health.  I have  been  watching  this 
office  daily,  and  truly  believe  they  are  making  some 
real  headway.  The  Colorado  Rural  Health  Confer- 
ence has  attracted  national  attention,  and  Denver 
will  be  the  site  of  a National  Rural  Health  Confer- 
ence in  the  spring  of  1981 . Rapid  change  in  the  rural 
health  scene  initiated  by  the  energy  boom  experi- 
enced in  one  state  has  given  impetus  to  great  inter- 
est in  many  others.  All  this  is  in  addition  to  the 
rapidly  changing  pattern  of  delivery  of  health  ser- 
vices in  rural  areas  throughout  the  United  States. 

Colorado's  Office  of  Rural  Health  is  in  the  proc- 
ess of  doing  an  in-depth  study  of  rural  health  per- 
sonnel needs,  and  is  making  a serious  attempt  to 
match  providers  to  consumers  in  these  areas. 
Colorado  Medical  Society  is  cooperating  in  this 
study. 

All  this  needs  money.  At  the  time  of  this  writing, 
the  money  is  not  guaranteed.  Federal  loan  agencies 
as  well  as  private  funding  sources  are  being  re- 
searched. Hopefully,  necessary  funds  will  be 
forthcoming. 

It  is  my  viewthatthe  initial  personnel  problems  of 
our  medical  school  are,  for  the  most  part,  solved. 
Dean  Schwarz  will  now  have  more  time  to  turn  his 
talents  toward  making  our  school  one  of  the  finest 
educational  institutions  in  the  world.  The  Univer- 
sity of  Colorado  Health  Sciences  Center  needs 
money  to  accomplish  its  goals.  The  public  and  the 
legislature  need  to  make  a crucial  decision  in  the 
coming  months  and  years;  do  we  want  to  go  first 
class  as  a medical  institution  and  produce  physi- 
cians second  to  none?  Or,  can  we  live  with 


mediocrity?  I am  convinced  that  this  state  has  the 
economical  resources,  but  do  we  have  the  real 
commitment  and  the  dedication  needed?  Let  us, 
you  and  me,  go  first  class  — be  dedicated  and 
commited  to  the  end! 

Next  time  you  are  in  Denver,  near  1601  E.  19th 
Avenue,  drop  in!  We'd  love  to  show  you  around. 
Things  are  happening!  I believe  we  areclimbingthe 
ladder . . . slowly,  but  very  surely! 


OUR  COVER 

The  Hypochondriac  by  August  Lenox 

Modern  times  did  not  bring  about  hypochondria.  Man  has 
always  been  so  alert  to  his  own  feelings  that  the  very  tiniest 
suspicion  of  things  going  awry  sent  panic  signaling  throughout 
his  system.  Off  to  the  nearest  approximation  of  the  apothecary, 
which  might  have  been  a tree  or  a bush,  for  the  painkiller  of 
choice  he  would  go.  August  Lenox  imagined  the  meeting  of  a 
country  doctor  with  his  most  paranoid  customer,  and  we  thank 
him  for  the  pleasure.  For  your  own  copy  of  the  painting,  send  in 
the  card  at  page  with  your  check  for  $65.00. 
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For  several  reasons,  the  physicians  of  the  Denver 
area  and,  indeed,  ofColorado  in  general,  must  be  at 
pains  to  inform  themselves  on  the  subject  of  holistic 
health. 

First  of  all,  the  basic  premise  on  which  this  phi- 
losophy is  founded  is  absolutely  valid:  that  an  indi- 
vidual, any  individual,  needs  to  assume  responsi- 
bility for  his  own  health.  It  is  up  to  him  (I  refuse  to 
stoop  to  saying  him/her  - you  can  do  that  yourself)  to 
modify  his  diet,  to  regulate  his  daily  exercise  and  to 
learn  how  to  control  both  environmental  and  per- 
sonal stresses  so  as  to  avoid  adverse  effects  on  his 
health. 

It  is  obvious  that  this  sort  of  program  may  involve 
advice  and  guidance,  quite  legitimately,  from  a 
variety  of  non-physician  counselors.  Who  can  say 
that  a well-trained  and  sympathetic  clergyman  is 
not  qualified  to  advise  an  individual  on  methods  of 
dealing  with  stress?  And,  who  can  deny  that  a 
licensed  nutritionist  can  advise  an  overweight 
patient  with  a serum  cholesterol  of  330  mg.  % on 
the  virtues  of  a diet  of  - say  - Chinese  food?  And, 
who  can  say  that  a graduated  exercise  program 
devised  by  a physical  therapist  with  experience  as  a 
trainer  would  not  benefit  most  of  us  pot-bellied 
sybarites? 

The  problem  is,  of  course,  that  there  is  a host  of 
untrained,  but  shrewd,  "experts”  of  all  sorts  who 
are  willing  to  fill  the  need,  which  brings  us  to  the 
second  reason  for  us  to  be  interested  in  holistic 
health. 

The  second  reason  is  that  our  patients,  especially 
the  younger  ones  who  grew  up  during  the  '60s  and 
'70s,  have  looked  to  the  medical  profession  for 
guidance  and  have  fai  led  to  find  it.  Most  of  us  know 
relatively  little  about  dietary  matters,  and  we  often 
tend  to  refer  such  infra  dig  questions  to  our  office 
assistants,  who  probably  know  more  about  the 
questions  than  we  do,  but  do  not  carry  the  authority 
the  patient  is  seeking  (and  has  paid  for).  F3ow  com- 
fortable do  we  feel  about  discussing  stress 
avoidance  and  learning  to  be  in  harmony  with  the 
cosmos?  This,  in  our  stressful,  threatening  times,  is 
what  our  patients  need  and  want.  Who  can  blame 
them  for  following  some  guru  who  promises  them  a 
light  on  their  journey  through  the  dark? 

Most  physicians,  as  has  been  repeatedly  stated, 
are  disease-oriented.  To  tell  the  truth,  we  thrive  on 
the  occasional  exotica.  The  promotion  of  wellness, 
that  is,  not  just  the  absence  of  illness  but  the 
achievement  of  optimal  physical,  mental  and 
spiritual  well-being,  is  just  too  boring  for  almost 


anyone  except  maybe  the  pediatrician.  If  we  fail  to 
display  an  abiding  interest  in  the  true  well-being  of 
our  patients,  then  we  deserve  to  lose  them  to  the 
often  misguided,  often  self-seeking,  often  down- 
right dishonest  ministrants  of  faith-healing,  spinal 
adjustment  and  brown  rice  diets.  But,  in  truth,  even 
though  we  may  deserve  such  a fate,  our  patients  do 
not.  They  deserve  better,  which  brings  us  to  our 
third  point. 

The  third  reason  we  need  to  inform  ourselves 
about  the  concepts  of  holistic  health  is  so  that  we, 
with  our  scientific  training,  may  remain  in  charge, 
as  it  were,  of  the  health  care  delivery  team.  We  are, 
after  all,  the  ones  best  qualified  to  determine  the 
best  care  for  a given  patient.  We  need  to  know  what 
it  is  these  other  "disciplines”  are  offering  our 
patients  and  why  our  patients  are  so  willing  to  give 
them  a try. 

It  serves  nothing  to  rave  at  "quacks,”  rather  we 
must  enter  into  the  fray  and  prove,  by  our  interest  in 
the  whole  man  and  his  well-being,  that  we  are 
indeed  concerned  about  health  as  contrasted  to 
disease,  and  that  we  mean,  with  our  superior  tools, 
to  turn  our  attention  to  this  matter. 

Peter  C.  Hoch,  MD,  Chairman 
DMS  Task  Force  on  Holistic  Health 
Denver  Medical  Society  Bulletin 
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For  more  information  contact 

MARK  DOODY 
1 922  East  1 8th  Avenue 
Denver,  Colorado  80206 
Phone:  303/388-0854 

Name  


No  of 
Years 

Annuity  Value 

40%  tax  bracket 

50%  tax  bracket 

5 

$ 152,456 

$130,078 

$124,617 

10 

232,428 

169,202 

1 55,295 

20 

560,440 

286,294 

24  1 , 1 71 

30 

1 ,326,770 

484,416 

374,532 

Address 


City 


State 


Zip 


Phone 


Mr.  Bill  Pierson 
COLORADO  MEDICINE 


Dear  Mr.  Pierson: 

As  you  are  well  aware,  there  is  a multi-pronged 
attack  on  the  medical  profession,  its  integrity  and  its 
credibility,  being  waged  by  agencies  and  persons  of 
the  federal  government,  including  Senator  Ken- 
nedy, the  Federal  Trade  Commission,  and  EHEW.  In 
my  opinion,  naturally,  the  attack  appears  both  un- 
fair and  the  information  misleading. 

It  seems  to  me  that  the  medical  profession  is 
losing  this  battle  by  default.  I know  that  in  my  own 
contacts,  the  majority  of  physicians  I speak  with  are 
thoroughly  dissatisfied  with  the  attemptson  the  part 
of  organizations  of  medicine  to  refute  this  attack. 

To  the  best  of  my  knowledge,  the  AMA  and  the 
Colorado  Medical  Society  have  chosen  as  their 
battlegrounds  the  courts  and  the  legislature  and 
have  metwith  limited  success  in  both  areas.  As  near 
as  I can  tell,  the  AMA  has  oneof  the  largest  and  most 
thoroughly  unpopular  lobbying  organizations  in 
Washington. 

It  is  absolutely  inconceivable  to  me  that  medicine 
should  be  as  unpopular  with  the  general  public  as  it 
is  today.  We  physicians  deal  with  patients  on  a one 
to  one  basis.  We  sit  them  down  in  front  of  us,  we  talk 
to  them  and  have  a much  more  personal  relation- 
ship than  any  politician  could  possible  have. 

We  have  an  opportunity  the  politicians  don't 
have  and  that  is  to  present  our  side  of  the  story  in  a 
favorable  and  personal  manner  to  hundreds  of 
thousands  of  patients  who  have  ten  times  that 
number  of  friends  and  relatives.  In  addition,  or- 
ganized medicine  has  maintained  a scandalous  si- 
lence with  regard  to  the  public.  As  near  as  I can  tell, 
the  AMA  and  the  Colorado  Medical  Society  have 
done  nothing  to  demonstrate  to  the  public  any  con- 
cern for  their  well-being  or  their  health.  These  are 
groups  that  could  reach  large  numbers  of  people 
through  the  public  media  and  do  much  to  project  a 
different  image  of  medicine  than  is  currently  pre- 
valent. 

I don't  believe  I can  remember  ever  seeing  a 
preventive  health  or  public  health  message  on  TV 
(or  even  hearing  it  on  radio)  that  was  presented  by 
the  AMAortheColoradoMedical  Society.  Instead,  I 
have  heard  messages  from  the  American  Dental 
Society,  the  American  Heart  Association,  the 
American  Lung  Association,  and  even  the  Roche 
Laboratories  that  demonstrated  a greater  concern 
for  public  health  than  either  the  AMA  or  the 


Colorado  Medical  Society.  Therefore,  I believe  the 
Colorado  Medical  Society  and,  indeed,  the  AMA, 
ought  to  adopt  a three-pronged  attack  in  its  own 
defense. 

I believe  the  first  thrust  should  be  to  demonstrate 
the  concern  that  I believe  most  physicians  feel  for 
the  health  of  their  patients.  This  should,  in  my  own 
mind,  consist  of  a large  number  of  30  to  60-second 
spots  on  both  TV  and  radio  and  half  or  full-page  ads 
in  major  newspapers  advising  the  public,  not  so 
much  to  go  see  their  doctors,  but  how  to  care  for 
themselves.  These  messages  could  very  quietly  be 
followed  by  a statement  to  the  effect  that  this  mes- 
sage of  concern  for  your  health  is  presented  to  you 
by  the  Colorado  Medical  Society.  The  purpose  of 
this  campaign  would  be  to  project  a different  and 
more  concerned  image  of  medicine  to  the  public. 

The  second  prong  of  the  attack,  I believe,  should 
be  one  that  describes  our  side  of  the  story.  Believe  it 
or  not,  there  are  few  people  out  there  who  actually 
realize  the  effort,  time  and  expense  a physician  puts 
into  this  training.  They  have  no  idea  of  the  gross 
discrepancies  between  so  many  of  the  bills  that  the 
physician  presents  and  what  Medicaid  actually 
pays.  Patient  after  patient  has  told  me  that  they 
thought  Medicaid  paid  1 00%  of  the  bill.  It  ought  to 
be  pointed  out  to  these  people,  in  a diplomatic  way, 
that  the  physician  is  taking  care  of  them,  hardly  for 
the  money  that  Medicaid  pays  him,  but  rather  be- 
cause they  need  to  be  taken  care  of.  The  public 
ought  to  realize  the  incredible  amount  of  paper- 
work and  the  manhours  required  by  government 
programs  in  medicine.  They  ought  to  be  made 
aware  of  the  additional  expense,  both  to  the  patient 
directly  and  to  the  taxpayer,  by  the  involvement  of 
the  government  in  medicine.  They  ought  to  be 
made  aware  of  the  ridiculous  inconsistency  in  the 
recent  attacks  by  the  FTC  on  relative  va  lue  manuals, 
while  insurance  companies,  on  the  other  hand,  not 
only  require  them  (RVS  manuals),  but  publish  their 
own.  They  ought  to  be  made  aware  of  the  price  of 
mal-practice  insurance,  the  effect  of  lawyer's  con- 
tingency fees,  and  though  there  has  been  informa- 
tion on  this  in  the  news  media,  it's  usually  colored 
in  a lightthat  makes thecontingencyfees,excessive 
as  they  are,  a necessary  evil. 

Information  such  as  this  can  be  presented  in  ads 
taken  out  in  major  magazines  such  as  Aetna  Insur- 
ance Company  is  doing,  and  by  printing  pamphlets 
available  for  reading  in  physicians'  offices  all  over 
the  state. 

The  third  prong  of  the  attack  has  been  alluded  to 
already,  but  should  be  a direct  public  attack  on 
existing  government  systems  of  medicine,  such  as 
the  VA  (which,  if  my  information  is  correct,  was 
recently  told  to  bring  their  standards  of  care  up  to 
that  of  the  private  sector).  It  should  be  made  quite 
plain  to  the  general  public  there  will  be  no  free  ride 
in  national  health  insurance  and  that  existing  forms 
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of  medical  care  run  by  the  government  in  both  this 
country  and  other  countries,  is,  as  a rule,  less  com- 
fortable and  less  convenient  than  that  provided  by 
the  private  sector. 

In  short,  I believe  we  should  first  attempt  to 
change  the  image  of  organized  medicine  with  the 
public  and,  secondly,  present  our  side  of  the  con- 
troversy in  a publicforum.  Thirdly,  weneed  to  point 
out  the  inadequacies  of  government  intervention  in 
medicine,  both  as  it  exists  today  and  as  it  is  pro- 
posed for  the  future. 

I am  not  a right-wing  )ohn  Bircher,  but  I do  feel 
that  medicine  is  doing  nothing  to  defend  itself  in  the 
public  forum,  which  will  ultimately  decide  the 
course  of  medicine  as  we  know  it  today.  Instead,  it 
appears  to  methat  weare  goingarounci  stickingour 
fingers  in  numerous  holes  in  the  dike,  with  out- 
lobbying  and  often  unsuccessful  lawsuits. 

I hope  you  will  find  this  letter  of  some  worth. 

Very  sincerely, 

Michael  J.  Shoo,  MD 
Cortez,  Colorado 


Letter  from  the  Editor 

TO:  Michael  ).  Shoo,  MD 
1 8 South  Beech 
Cortez,  Colorado 

Dear  Dr.  Shoo: 

Thank  you  for  your  letter.  May  I congratulate  you 
for  your  depth  of  insight  into  the  public  problems  of 
medicine  today.  That  is  an  editorial  comment.  I 
can't  agree  with  you  more.  Let  me  address  your 
points,  generally  in  the  order  that  you  presented 
them. 

You  are  right  in  assessing  the  physician's  position 
as  one  of  being  in  battle  with  the  federal  govern- 
ment, various  agencies  and  lawmakers,  as  well  as 
the  general  public;  however,  there  is  a change  in 
the  making.  Witness:  my  position  was  created 
within  the  Colorado  Medical  Society,  for  the  first 
time  in  over  one  hundred  years,  just  six  months  ago. 
Officers  and  trustees  of  Colorado  Medical  Society 
did  realize  that  nothing  very  positive  about  the 
practice  of  medicine  was  emerging  in  the  public 
information  stream,  nor  was  there  a very  positive 
image  being  maintained  of  the  practicing  physi- 
cian. Du  ring  these  six  months  my  office  has,  at  least, 
started  to  address  these  areas  of  concern  with  the 
following: 


• A series  of  weekly  radio  programs  wherein  the 
doctor  tells  the  I istener  how  to  stay  healthy  with- 
out going  to  the  doctor. 

• A long-term  campaign  to  sell  “health-power" 
through  the  use  of  radio,  television,  newspaper 
and  pamphlet,  which  is  being  distributed 
through  physician's  offices,  clinics,  personal  bil- 
ling, emergency  rooms,  group  homes,  etc.,  sell- 
ing preventive  medicine  ...  for  the  good  of  the 
consumer. 

• A series  of  weekly  newspaper  columns  espous- 
ing preventive  medicine,  as  prescribed  by  the 
physician,  in  the  interest  of  the  public. 

• An  extensive  campaign  for  reinstatement  of  the 
Colorado  motorcycle  helmet  law,  to  curb  the 
serious  increase  in  head  injury  and  long-term 
brain  damage,  which  was  resulted  from  the  re- 
peal of  the  mandatory  helmet  law  two  years  ago. 
This  very  active  campaign  for  reinstatement  is 
certainly  not  forthe  good  of  the  physician,  but  for 
the  good  of  the  public. 

• A continued  lobbying  effort  at  the  state  level,  not 
to  shape  an  opinion  but  to  assure  the  legislator 
that  he/she  has  the  correct  and  accurate  informa- 
tion concerning  health  care  services  in  Colorado. 

• A continued  effort  to  provide  a resource  for 
accurate  and  complete  information  concerning 
the  practice  of  medicine  to  those  journalists  and 
reporters  who  long  have  been  i II  informed  (or  not 
informed)  of  the  physician's  position.  The  Com- 
munications Department  of  the  Colorado  Medi- 
cal Society  is  attempting  to  establish  just  such  a 
full-time  resource  center  for  the  news  media, 
creating  a worthwhile  incentive  for  the  reporter 
to  publish  the  many  stories  concerning  the  medi- 
cal aspects  and  health  care  of  Colorado. 

• Continued  efforts  to  strengthen  the  communica- 
tions WITHIN  the  physician  community  of 
Colorado,  in  an  effort  to  overcome  the  seeming 
indifference  of  the  physician  to  these  issues. 

I can't  agree  with  you  more  when  you  say  that  we 
seem  to  be  going  around  sticking  our  fingers  in 
numerous  holes  in  the  dike,  and  to  little  avail.  My 
approach  to  all  those  problems  you  mention  is  that 
the  physician  fraternity,  also  known  as  the  Colorado 
Medical  Society,  should  become  PRO-ACTIVE 
rather  than  RE-ACTIVE!  The  Society  must  carefully 
assess  what  are  the  most  meaningful  issues  of  the 
day,  address  them  in  a conscientious  manner,  and 
then  establish  a position  on  these  matters,  publicly. 
It  is  difficult,  I know,  for  a physician  to  maintain  a 
practice,  provide  proper  care  for  those  patients,  and 
still  have  time  and  energy  to  carry  on  all  these 
projects  to  protect  the  private  practice.  EHowever,  if 
we  can  get  that  physician  to  communicate  with  the 
Colorado  Medical  Society  through  his  or  her  com- 
ponent society,  and  if  that  physician,  in  turn,  will 
read  and  respond  to  COLORADO  MEDICINE,  we 
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can  place  medicine  and  the  practitioners  in  a 
PRO-ACTIVE  attitude. 

I don't  believe  it  is  necessary  to  discuss  the  var- 
ious differences  that  private  practice  holds  with 
federalized  medical  and  health  care.  You  are  right 
in  saying  that  the  public  needs  to  be  better  informed 
as  to  the  effort,  expense  and  personal  hardship  in- 
volved in  becoming  a physician.  You  are  right  in 
saying  that  much  more  could  be  done  in  the  form  of 
"paid"  advertising  of  the  physician's  position  on  ail 
of  these  and  many  other  subjects.  I,  personally,  do 
not  believe  an  all-out  paid  advertising  campaign  is 
necessary.  . . yet!  The  news  and  information  media 
are  still  attempting  to  be  objective  in  their  ap- 
proaches to  these  matters.  The  media,  in  general, 
are  still  willing  to  allow  their  space  and  time  to  be 
used  to  tell  a true  story  in  the  good  of  the  public.  A 
type  of  paid  advertising  campaign  may  well  be 
necessary  soon,  unless  the  medical  community, 
particularly  the  physicians,  can  adapt  to  a pro- 
active stance. 

As  you  say,  "in  short,"  it  is  not  as  much  a need  to 
change  the  image  of  organized  medicine  as  it  is  to 
stop  the  erosion  of  that  image.  We  can  do  that  by 
presenting  the  physician's  side  of  the  public,  but  not 
in  the  controversial  forum;  I don't  believe  that  is 
necessary.  And,  too,  we  need  to  point  out  the 
weaknesses  of  government  intervention  in 
medicine,  both  as  it  exists  today  and  as  these  inter- 
ventions are  proposed  for  the  future. 

All  of  what  we  say  is  true,  to  one  degree  or 
another;  but  all  is  not  lost  in  today's  Colorado 


Medical  Society.  There  are  changes  afoot,  though 
they  are  small  when  compared  to  the  picture  you 
project.  The  measures  I propose,  I admit,  are  treat- 
ment for  the  chronic  rather  than  the  acute  (critical) 
illness.  We  have  to  start  somewhere,  though,  and  to 
wait  for  a miracle  cure  of  the  acutely  ill  is  not  the 
answer.  There  actually  is  no  such  miracle  cure.  Paid 
advertising,  for  example,  will  have  as  many  new, 
adverse  effects  as  the  patient  (victim)  already  suffers 
in  the  primary  infection.  My  prognosis  is  that  it  is  not 
too  late,  but  the  treatment  must  be  a 1 00%,  "holis- 
tic" plan,  if  you  will.  The  closest  thing  to  a cure-all 
hasto  be  in  the  participation  of  as  largea  majority  of 
physicians  in  Colorado  coming  together  in  a single 
voice  through  the  Colorado  Medical  Society.  Your 
voice  has  certainly  been  heard  in  the  Society.  But 
don't  rest  on  that.  Let  us,  at  the  officer  and  the  staff 
levels,  hear  more  from  you,  and  on  all  subjects  of 
concern  to  your  practice. 

I have  mentioned  only  a few  of  the  many  ap- 
proaches we  (CMS)  are  taking  to  better  inform  the 
public  and  the  physician.  In  each  of  these  measures 
or  strategies  the  critical  factor  is  the  physician 
participation.  Your  early  help  is  greatly  ap- 
preciated. 

Sincerely, 
Bill  Pierson 
Executive  Editor 
Director  of  Communications 


RESIDENTIAL  SITES 
INVESTMENT  OPPORTUNITIES 
STEAMBOAT  SPRINGS 
WILLETT  HEIGHTS  SUBDIVISION 

Incorporated  in  the  city  of  Steamboat  Springs.  Above  town,  sunny,  great 
views,  paved  roads  and  all  utilities  to  lot  lines.  Single  family  lots  and  larger 
multi-family  parcels  available. 


Peter  Looram 
CDS  - Steamboat,  Ltd. 
(303)  879-5828 


Obtain  the  property  report  required  by  federal  law  and  read  it  before  signing  anything.  No  federal  agency 
has  judged  the  merits  or  value,  if  any,  of  this  property. 
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Preliminary  Program 
of  the 

noth  Annual  Session 


COLORADO  MEDICAL  SOCIETY 

September  24-27,  1980 
The  Broadmoor 
Colorado  Springs 

Decade  of  the  Eighties 


WEDNESDAY, 
SEPTEMBER  24 

Morning 

House  of  Delegates 
Afternoon 

Reference  Committees 
Auxiliary  Tennis  Tournament 
Evening 
Reception 


THURSDAY,  SEPTEMBER  25 

Morning 

• COMPAC  Breakfast  Meeting 

• Legislative  Reyman  Training  Session 

• Auxiliary  Board  Meeting,  General 
Meeting,  and  Luncheon 

• Physician's  Golf  Tournament 

Scientific  Program 
Concurrent  Workshops 

• Atherosclerosis 
Prevention  of  atherosclerosis 
Importance  of  Antithrombin  III  deficiency 
and  hypercoagulable  states 
Recognition  of  cerebral  vascular  disease 

• Infections 
Obstetrical  infections 

Prophylactic  antibiotic  usage  and  the  high 
incidence  of  nosocomial  infections,  and 
how  to  prevent  them 
Hepatitis 
Afternoon 

Concurrent  Educational  Programs 

• Computers  for  Colorado's  Physicians 
Presentation  of  computers  and  telecom- 
munications systems  that  physicians  can 
use  in  their  practices 


• Practice  Management  - 
(Luncheon  Preceding  Session) 

Long  Term  Financial  Planning 

Time  Value  of  Your  $ 

The  Blues  and  You  - Insurance  in  the  80's 
The  Plaintiff's  Attorney:  View  of  Your  Case 

• Auxiliary  County  President's  Meeting 
Men's  Tennis  Tournament 
Evening 

• Reception  and  Dinner-Dance 

FRIDAY,  SEPTEMBER  26 

Morning 

Scientific  Program 

• Concurrent  Update  Sessions 

Update  on  management  of  chronic 
obstructive  pulmonary  disease 
Update  on  peripheral  vascular  disease 
Update  on  joint  replacement  surgery 

•k  ic  -k 

Update  on  diabetes  meilitus 

Update  on  thyroid  disease 

Nutrition  and  management  of  the  obese 

patient 

Allergy  {management  of  status  asthmaticus) 
Update  on  peptic  ulcer  management 
Drug  use  and  the  elderly 

Update  on  new  antibiotics 

Update  on  Reyes  Syndrome 

Update  on  pelvic  inflammatory  disease 

(PID) 

k k k 

Lanning  E.  Likes  Memorial 
Cancer  Lecture 

Detection  and  Diagnosis  of  Lung  Cancer 

• Auxiliary  - MD  Workshop 
Afternoon 

• House  of  Delegates 
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SPEAKER'S  SOLILOQUY 


In  past  years  the  House  of  Delegates  has  functioned  more  as  a review  body 
rather  than  a body  to  initiate  action.  Most  of  our  time  has  been  taken  with 
review  of  reports  from  various  councils  and  committees.  This  year  I would  like 
to  see  more  action  initiated  by  all  component  societies  for  deliberation  and 
action  by  the  House  of  Delegates — resolutions  are  the  best  way  to  accom- 
plish this  and  may  be  submitted  by  any  component  society,  Delegate,  Ad- 
ministrative Council  or  Trustee.  If  you  have  action  you  want  taken,  why  not 
submit  a resolution  at  the  next  meeting  through  one  of  these  individuals. 

Please  realize  that  the  "Whereas”  is  only  informational  and  present  your 
reasons  for  the  "Resolve".  The  "Resolve"  portion  of  the  resolution  is  the  part 
that  is  adopted  and  must  stand  alone.  If  you  have  any  questions  about  the 
format  for  a resolution,  speak  with  me  or  Dr.  Ted  Sadler,  Vice  Speaker,  or  one  of  the 
CMS  staff  and  we  will  be  happy  to  assist  you. 

We  review  all  resolutions  before  their  introduction  and  may  call  you  for 
clarification  if  we  are  not  sure  of  your  intent. 


Richard  F.  Bedell 
Speaker  of  the  House 


Credit  - Participants  will  earn  up  to  1 2 hours  of  AMA  Category  I credit  by  attending  scientific 
programs. 

Registration  Fee  - There  is  no  charge  for  attending  any  scientific  session  with  the  exception  of 
physicians  who  are  non-members  of  CMS. 

Scientific  Exhibits  - Space  will  be  made  available  on  Thursday,  September  25,  for  scientific 
exhibits.  Those  interested  should  contact  Virginia  Bell  at  CMS,  1 601  East  1 9th  Avenue,  Denver, 
8021 8,  or  Call : (303)  861  -1221 , and  a form  will  be  sent  to  you. 

ROOM  RESERVATIONS  - MAKE  YOUR  ROOM  RESERVATIONS  FOR  THE  CMS 
ANNUALSESSION  DIRECTLY  WITH  THE  BROADMOOR  BEFORETHE  MIDDLE  OF 
AUGUST. 


Deadline  for  Reports  and  Resolutions 

Any  resolution  requiring  additional  finances  and/or  a change 
in  the  dues  structure  necessitating  a vote  of  membership  must  be 
in  the  hands  of  the  executive  office  75  days  prior  to  the  meeting 
ofthe  House  of  Delegates  (July  11,1 980)  and  in  the  hands  ofthe 
component  societies  60  days  prior  to  such  meeting. 

All  reports  of  Officers,  Boards,  Councils  and  committees  re- 
porting to  the  Houseand  all  resolutions  mustbe  in  theexecutive 
office  45  days  beforethe  Annual  Session  opens  (Augusts,  1 980). 
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TV  camera  shooting  over  head  of  jerome  Lynch,  Blue 
Cross/Blue  Shield. 


1980  LEGISLATIVE  SEMINAR 
VAIL,  COLORADO 
May  23,  24,  25 


Some  candid  photos  of  the  participants  in  the  various  seminar 
meetings  are  indicative  of  the  high  interest  level.  Excellent 
participation  by  both  the  guests  and  the  panel  members  helped 
the  audience  stay  involved  in  the  programs. 

The  large  meeting  room  at  the  Lodge  at  Vail  allowed  ap- 
proximately 100  persons  to  be  seated  and  involved  in  each  of 
the  four  session  which  were  held. 

The  good  weather  was  tempting  to  many  to  break  away  from 
the  seminar  and  play  golf  or  tennis  or  just  get  out  into  the 
mountain  air;  however,  the  mountain  air  was  still  quite  cool,  so 
interest  in  the  meetings  remained  high. 


212 


Colorado  Medicd'JE 


Rep.  Ron  Strahle,  Ft.  Collins. 


Senator  Hugh  Fowler,  Littleton,  with  Dr.  Charles  DaFoe 
in  the  evening  entertainment  supplied  by  legislators. 


Sen.  Harvey 
Phelps,  MD,  Pueblo. 


(L  to  R)  Joseph  Butterfield,  MD,  Richard 
Weil,  III,  MD,  Jerome  Lynch,  Rep.  Carl 
Gustafson,  in  Sunday  morning  challenge 
round. 


for  1980 
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Representatives  Claire  Traylor  and  Tom  Tancredo  headed  legislative  “chorus"  in  Saturday 
night  variety  program. 


Rep.  Carl  Gustafson  challenges 
panel. 


Sen.  Wm.  Hughes,  Colo.  Springs. 


Joel  Karlin,  MD,  Clear  Creek  Valley,  ad- 
dresses legislators. 
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1980  PROPOSED  STATE  HEALTH  PLAN 


In  late  June  the  Colorado  State  Health  Planning  and  Development  Agency 
(SHPDA)  will  begin  distribution  of  a proposed  statewide  health  plan 
whose  design  is  to  improve  the  health  status  of  the  population  and 
to  achieve  the  necessary  changes  in  the  health  systems  in  Colorado. 


This  proposed  statewide  health  plan  focuses  on  14  specific  health 
services  and  four  areas  of  state  health  policy.  Those  services 
are:  1.  Public  Health 

2.  Primary  care  (personnel) 

3.  Emergency  medical  services 

4.  General  acute  hospital  inpatient  care  (beds  and  capacity) 

5.  Critical  care 

6 . Obstetrical/newborn 

7.  Inpatient  pediatrics 

8.  Computerized  tomography  scanners 

9.  Radiation  therapy 

10.  Cardiac  catheterization  and  open  heart  surgery 
1 1 . Nursing  home  care 

12.  Home  health  care 

13.  End-stage  renal  disease  services 

14.  Blood  banking 


Particular  areas  of  state  health  policy  to  be  addressed  by  the 
plan  are: 

1.  The  rising  costs  of  health  care 

2.  Health  care  financing  for  the  medically  indigent 

3.  Alternatives  to  institutionalization  for  the  elderly 

4.  Health  promotion  and  wellness 


Interestingly  enough,  the  health  promotion  section  of  the  plan 
calls  for  a 10?  decrease  in  the  statewide  consumption  of 
cigarettes  and  for  80?  of  the  state's  population  to  be  within 
20?  of  their  ideal  body  weight. 

The  Colorado  State  Health  Department  will,  as  earlier  said, 
distribute  this  proposed  plan  in  late  June,  and  public  hearings 
on  the  plan  will  commence  about  July  3r’d  in  Pueblo,  Grand  Junction 
and  Denver. 


For  further  information  concerning  the  proposed  state  health  plan 
contact  Barbara  Yondorf,  Colorado  Department  of  Health, 


LATE  REPORT  ON  HIGHLIGHTS  OF  COUNCIL  ON  PROFESSIONAL  EDUCATION  MEETING 


The  Council  on  Professional  Education  held  a meeting  on  May  20,  1980, 
at  which  time  the  Council  was  advised  that  the  Board  of  Trustees  of 
the  Colorado  Medical  Society  approved  the  Council's  recommendations 
that  the  Society  stop  notifying  the  Liaison  Committee  on  Continuing 
Medical  Education  of  the  Society's  accreditation  actions,  and  that 
Colorado  Medical  Society  should  not  oppose  the  Board  of  Medical  Exami- 
ners if  the  Board  should  choose  to  recognize  the  LCCME  credits  for 
the  purpose  of  relicensure. 


The  Council  members  voted  to  endorse  the  recommendation  to  the 
Board  of  Trustees  that  Colorado  Medical  Society  recind  its  approval 
that  the  American  Medical  Association  release  Colorado  Medical  So- 
ciety's accreditation  records  to  the  new  LCCME. 

The  Council  discussed  favorably  the  idea  that  the  new 

COLORADO  MEDICINE  should  include  more  material  on  clinical  topics  than 
it  has  in  the  past  several  months. 

It  was  voted  that  the  next  meeting  of  the  Council  on  Professional 
Education  would  be  held  on  July  29»  1980,  in  order  that  the  Council 
can  submit  resolutions  to  the  House  of  Delegates  prior  to  the  deadline 
date  of  August  8th. 

LEGISLATIVE  SEMINAR  TERMED  SUCCESSFUL  ON  ALL  COUNTS 

It  was  the  year  of  the  short  session,  and  many  of  Colorado's 
legislators  probably  thought  they  were  going  to  be  involved  in 
a lengthened  short-session  when  they  were  invited  to  attend  a 
legislative  seminar  at  Vail,  Colorado,  on  May  23-25. 

However,  most  were  pleasantly  surprised  when  the  seminar  turned 
into  an  informative  (and  fun)  weekend  for  the  physician  and 
legislative  participants. 

In  summary,  the  weekend  was  a different  approach  to  discussing 
the  continuing  problems  of  medical  and  health  care  costs. 

It  was  different  in  the  sense  that  the  typical  workshop  was 
not  used;  instead,  a series  of  panels  which  involved  exchanges 
with  the  audience  and  challenges  from  the  audience  were  cast  in 
a public  media  atmosphere.  Two  of  the  panels  took  on  the 
appearance  of  a television  interview,  audience-participation 
show,  which  allowed  all  participants  high  visibility,  plus  the 
opportunity  to  go  back  and  review  what  their  input  had  been. 

These  two  workshops,  dealing  with  health  care  cost, 

were  recorded  on  video  tape  and  shown  later.  They  will  be  the  basis  for 
assessing  the  value  of  the  discussions  as  well  as  the  value  of 
such  workshop- seminars. 

The  schedule  called  for  the  individual  sessions  to  begin  on 
Saturday  morning  at  8:45  with  the  keynote  speech  delivered  by 
William  M.  Robinson,  MD,  of  Denver,  entitled  "Are  We  Spending  Too 
Much  on  Health  Care?" 

Immediately  following  this  was  the  panel,  "Are  We  Spending 
Enough  on  Health  Care?"  with  Jerome  Lynch,  President  of 
Colorado  Blue  Cross/Blue  Shield,  Robert  S.  Brittain,  MD, 

Colorado  Representative  Steve  Durham  and  Senator  Ted  Strickland. 

There  were  no  conclusions  (as  expected)  but  there  was  a 
lively  and  worthwhile  exchange  of  ideas  and  information. 

The  third  session  of  the  morning  was  "Who  Shall  Live?" 
with  Moderator  and  Panelist  L.  Joseph  Butterfield,  MD,  and 
Richard  Weill, III,  MD,  Francis  J.  Major,  MD,  Colorado 
Representatives  Carl  Gustafson  and  Dorothy  Witherspoon. 


The  Saturday  luncheon  speaker  was  Lorraine  Lohman, 

Assistant  Director  of  Cardiac  Rehabilitation,  St.  Luke's/ 

Presbyterian  Hospitals.  The  subject,  "You  Have  The  Duty  to  Stay 
Healthy."  Ms.  Lohman  concentrated  on  the  wellness  aspects  of 
lifestyles  as  well  as  preventive  medicine. 

Another  panel  on  Saturday  afternoon  was  placed  in  the  television 

format,  this  time  titled  "We're  Trying  to  Contain  Costs  

Honestly."  Participants  were  Mary  Jean  Berg,  MD,  Parker  E. 

Preble,  MD,  Colorado  Senator  William  J.  Hughes  and 
Representative  Robert  N.  Shoemaker.  The  Saturday  session 
ended  about  30  minutes  behind  schedule  and,  even  though  many 
participants  wanted  to  get  to  the  golf  course  or  tennis  courts, 
no  one  left  the  session  before  it  was  ended.  Interest  remained 
high  and  attendance  at  all  sessions  was  excellent,  both  for  the 
physicians  and  legislators  and  for  their  spouses. 

A dinner  which  included  "music  and  healthy  entertainment"  was 
held  Saturday  evening.  Only  seven  persons,  total,  were  not  present 
for  the  dinner.  Following  the  meal  the  legislators  and  the 
physicians  presented  their  own,  original  entertainment  and  talents. 
Legislators  composed  lyrics  and  performed  them  to  the  music  of 
"H.  M.  S.  Pinafore."  Author  of  the  lyrics  for  the  lawmakers' 
chorus  was  Senator  Hugh  Fowler.  When  it  was  time  for  the 
physicians  to  rebutt,  so  to  speak,  Frank  Traylor,  MD,  Director  of 
the  Colorado  Department  of  Health,  stepped  forward.  He  had 
composed  a physician's  musical  reply  to  the  legislators, 
also  to  the  music  of  "Pinafore."  Both  chorus  performances, 
with  the  solo  efforts  of  Senator  Fowler  and  Dr.  Traylor,  were 
well  received  and  paid  high  tribute  by  the  audience. 

On  Sunday,  May  25,  a general  session  was  held  during  which 
members  of  each  of  the  previous  day's  panels  summarized  their 
feelings  and  positions  on  the  subjects,  and  were  then  challenged 
by  select  members  of  a "blue-ribbon"  committee.  This  exchange 
lasted  for  three  hours  without  a letup.  Most  observers  said 
they  felt  the  exchange  was  honest  and  straight-forward,  generally 
a healthy  and  worthwhile  conversation  which  should  aid  in  better 
relations  between  the  physicians  and  the  legislators  in  the  future. 

This  seminar  was,  admittedly,  different  than  previous  such 
meetings,  primarily  in  the  way  the  various  panels  were  conducted. 
However,  it  is  generally  agreed  that  the  format  aided  in  getting 
a freer-flowing  dialogue  going  between  the  two  sides  and  the 
other  interested  parties  as  well.  Our  next  report  will  detail 
the  comments  and  criticisms  of  the  participants,  based  on  their 
own  individual  evaluations. 

LOOKING  BACK  ON  9 HEALTH  FAIR  OF  1980 

The  Colorado  Medical  Society  Communications  Department  has  received 
many  requests  for  (1)  results  of  the  9 Health  Fair,  (2)  reactions 
to  the  9 Health  Fair,  (3)  plans  for  the  9 Health  Fair  in  1981 , and 
(4)  reasons  why  there  were  not  more  CMS  member- physicians  participating 
in  the  1980  9 Health  Fair.  A summary  report  follows: 


In  late-1979  and  early-1980  the  9 Health  Fair  blossomed  on  the 
Colorado  scene  with  little  advance  notice  of  its  having  been  already 
planted  and  cultivated.  Plans  for  the  9 Health  Fair,  in  fact,  todc 
many  physicians  and  staff  members  of  Colorado  Medical  Society  quite 
by  surprise.  The  surprise  aspect  was  that  the  planning  had  progressed 
so  far  without  the  knowledge  or  involvement  of  Colorado  physicians. 
This  is  not  a negative  comment;  however,  this  fact  does  have  a great 
deal  to  do  with  answering  all  of  the  four  questions  stated  above. 

Prime  mover  behind  the  9 Health  Fair  was  the  National  Health 
Screening  Council  for  Volunteer  Organizations,  Incorporated,  based 
in  Washington,  D.  C. , and  headed  by  John  Brensike,  MD.  Locally, 
KBTV-Combined  Communications  Corporation,  agreed  to  sponsor  the 
statewide  community  health  screening.  Executive  Director  of  the 
9 Health  Fair  was  Annette  Finesilver.  Initial  plans  for  the 
health  screening  included  tests  for  blood  pressure,  hearing, 
glaucoma,  sickle  cell  anemia,  tuberculosis,  gout  and  diabetes.  In 
addition,  there  were  podiatry  exams,  breast  exams,  pap  smears, 
respiration  therapy  and  a potential  for  other  screenings,  depending 
on  community  interest  and  support.  Early  plans  for  the  9 Health  Fair 
were  based  on  "The  team  approach  to  Health  Fairs,"  which  included 
the  "site,  non-medical  volunteers,  nursing  volunteers,  allied  health 
volunteers  and  financial  sponsors." 

Following  the  earliest  meeting  between  KBTV  personnel  and  officers 
and  staff  members  of  Colorado  Medical  Society  (in  October,  1979)  it 
was  decided  that  any  participation  by  CMS  in  the  Health  Fair  would 
be  a matter  to  be  considered  by  the  Board  of  Trustees  before  any  ' 
further  involvement  were  to  be  undertaken. 

To  shorten  this  report,  it  is  sufficient  to  say  that  the  Board  did 
give  the  matter  of  participation  in  the  9 Health  Fair  lengthy 
and  repeated  consideration,  and  decided  that  the  Colorado  Medical 
Society  would  not  directly  involve  itself,  but  would  offer  its 
assistance  by  cooperating  with  the  health  fair  organizers,  would 
publicize  the  9 Health  Fair  through  its  own  communications, 
would  advise  where  it  was  deemed  helpful,  and  would  make  the 
9 Health  Fair  known  to  all  staff,  in  order  that  they  might  do  some 
volunteer  work  for  the  health  fair.  The  Board  did  not,  however, 
condone  the  number  and  type  of  "screenings"  to  be  offered  at  the 
variety  of  screening  sites.  Physicians  were  concerned  about  the 
ability  to  perform  a medical ly-effective  program,  since  some  of 
the  screening  efforts  were  more  on  the  order  of  examination 
components.  Physicians  from  a number  of  the  component  societies 
in  the  Denver  area  were  also  concerned  about  possible  liabilities 
which  might  result  from  such  screening  tests;  they,  therefore, 
chose  not  to  enter  into  direct  participation  or  sponsorship  of  the 
9 Health  Fair. 

Physicians  of  the  Metro  Medical  Council  of  Presidents  also  voted 
to  accept  screening  results  only  from  individuals  rather  than 
from  9 Health  Fair  personnel  who  were  responsible  for  follow-up 
to  the  screening.  National  Health  Screening  Council  had  proposed 
that  results  of  a screening  which  were  abnormal,  and  in  which  the 


individual  had  not  been  examined  by  a physician  for  a certain 
period  of  time,  be  sent  directly  to  a physician.  The  Metro 
Medical  Council  of  Presidents  urged  that  the  results  of  such 
screenings  be  returned  to  the  individual,  who  should  then  contact 
a physician  of  his/her  choice. 

The  Denver  Medical  Society  Board  of  Trustees  also  voted  not  to 
be  directly  involved  with  the  9 Health  Fair,  for  substantially 
the  same  reasons.  DMS  made  the  9 Health  Fair  plans  known  to 
their  own  membership  for  the  purposes  of  soliciting  volunteers 
to  participate  in  the  program. 


Efforts  were  made  to  Involve  physicians,  voluntarily,  in  the 
follow-up  screening  process  known  as  the  Health  Hazards  Assessment. 
It  was  decided,  however,  that  physicians  were  not  needed  at  this 
point,  since  the  assessment  involved  not  so  much  the  medical 
evaluation  of  health  hazards  as  it  involved  the  reporting  of  an 
evaluation  made  by  a computer  at  the  National  Disease  Control 
Center  and  returned  to  the  participant.  Therefore,  volunteers 
from  the  medical  and  health  education  field  were  recruited  for 
the  follow-up  reporting. 

It  has  been  generally  decided  that  if  the  Colorado  Medical 
Society  is  to  take  a more  active  participation  in  a 1981 
9 Health  Fair,  planning  for  such  an  event  should  commence  on 
a state-wide  level  in  late  summer,  1980  . 

KBTV,  Channel  9,  has  reported  to  CMS  that  between  51,000  and 
52,000  persons  went  through  the  week-long  screening.  No  final 
tabulation  of  results  of  the  screening  are  available  at  this 
time;  however,  from  all  reports  the  screening  was  considered 
highly  successful.  Colorado  Medical  Society  has  already 
arranged  a meeting  with  Annette  Finesilver  and  her  staff  in 
mid-June  to  assess  the  results  and  commence  dialogue  toward 
the  next  Health  Fair.  It  is  the  desire  of  Colorado  Medical 
Society  to  be  as  helpful  as  possible  in  such  public  affairs, 
but  to  be  certain  that  any  such  effort  be  in  the  best  and 
total  interest  of  all  CMS  members  and  component  societies. 

This  will  take  considerable  effort  on  the  part  of  all  of 
the  CMS  membership. 


NEW  SYSTEM  OF  COLLECTIONS  INSTITUTED  IN  COLORADO  MEDICAL  SOCIETY 


The  Colorado  Medical  Society  has  announced  an  agreement  with  the 
I.C.  System,  Inc.,  of  St.  Paul,  Minnesota,  to  help  physicians  and 
others  in  the  medical  profession  deal  with  the  growing  problem  of 
custcmer/ patient  non-payment  of  bills. 

In  taking  the  action  at  their  May  Board  meeting,  Colorado  Medical 
Society  joined  15  other  state  medical  organizations  as  well  as  22 
businesses  within  Colorado  in  the  use  of  this  service. 


I.C.  Regional  Manager  John  Pie  explained  that  his  company  has 
been  very  successful  in  getting  customers  to  take  care  of  their 
financial  obligations. 

Information  published  by  the  company  indicates  that  the  telephone 
is  one  of  I.C.’s  most  effective  tools.  It  is  used  to  persuade 
rather  than  alienate.  Harassment  or  verbal  abuse  approaches  are 
not  only  illegal,  but  often  counterproductive. 

Pie  said  employees  of  I.C.  System  are  not  paid  on  a commission  basis 
but  are  salaried  - thus  limiting  the  financial  pressure  to  perform 
in  a manner  that  might  antagonize  the  debtors. 

There  are  signs  that  physicians  are  encountering  problems  in 
eliciting  payments  from  patients.  An  opinion  sampling  of  1 ,000 
office-based  physicians  conducted  late  last  year  by  the  AMA  showed 
that  collection  problems  materialized  for  16.1^  of  those  who 
replied,  corresponding  with  the  worsening  econanic  picture  across 
the  country. 


COLORADO  MEDICINE  will,  in  future  publications,  be  explaining  in 
detail  the  methods  by  which  CMS  members  will  be  able  to  utilize 
I.C.  System,  as  well  as  the  benefits  of  this  new  society-wide 
service. 


PRACTICAL  NEUROLOGY  FOR  THE  INTERNIST  AND  FAMILY  PHYSICIAN 
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HELMET  PETITION  DRIVE 


The  Motorcycle  Helmet  Petition  drive 
Get  your  last-minute  signatures  now.  If  you 
line  send  in  what  you  have  before  June  I6th. 


swings  into  its  final  stage 
are  unable  to  fill  each 
Every  signature  counts! 


COMING  DAYS  ARE  BUSY  DAYS  FOR  DENVER  MEDICAL  SOCIETY 


The  Denver  Medical  Society  has  been  designated  by  the  American 
Medical  Association  to  assist  the  AMA’s  National  Planning  Committee  in 
a pilot  project  in  Denver  to  devise  solutions  to  some  of  the  health 
care  problems  of  business  and  industry.  This  project  is  an  extension 
of  the  AMA  Corporate  Visitation  Program.  Similar  efforts  are  being 
made  in  Birmingham,  Alabama;  Nashville,  Tennessee;  Louisville,  Ken- 
tucky; and  Tampa,  Florida. 

Four  Denver  Medical  Society  physicians  will  be  appointed  and 
four  local  business  leaders  will  be  selected  to  form  a steering 
committee  to  work  with  the  AMA  National  Planning  Committee.  One 
or  two  major  problems  that  are  amenable  to  change  will  be  selected 
for  action.  Other  groups  that  will  be  consulted  are  government,  labor, 
hospitals,  etc.  A conference  will  then  be  called  to  discuss,  ana- 
lyze and,  hopefully,  arrive  at  solutions  to  these  problems. 

Since  the  inception  of  its  Corporate  Visitation  Program  in 
June,  1978,  the  AMA  has  visited  the  headquarters  of  94  leading  firms 
such  as  General  Motors,  Hewlette-Packard,  Standard  Oil  of  California 
md  Ford  Motor  Company. 


The  Committee  on  Mental  Health  of  the  Denver  Medical  Society 
has  been  studying  the  problems  of  chronic  mental  patients  in  Denver. 
An  interim  study  committee  has  been  set  up  by  the  Colorado  Legisla- 
ture to  review  the  mental  health  program  this  summer.  The  DMS  Com- 
mittee will  be  monitoring  the  deliberations  of  this  interim  study 
committee  and  plans  to  testify.  The  Committee  also  will  be  publish- 
ing its  recommendations  for  an  ideal  mental  health  program  for 
Denver. 


A questionnaire  for  physicians  has  been  developed  by  the 
Committee  on  Alcohol  and  Drug  Abuse  of  the  Denver  Medical  Society 
and  is  being  selectively  distributed  at  hospital  staff  or  section 
meetings  in  preparation  for  the  development  of  an  educational 
program  for  physicians.  The  objective  is  to  raise  the  level  of  physi 
ian  awareness  in  problems  of  alcohol  and  drug  abuse  in  adults  and 
adolescents. 

The  simple  one-page  multiple  choice  questionnaire  asks  each 
physician  to  check  areas  of  interest,  such  as  how  to  discuss  alcohol 
ism  or  drug  abuse  with  patients  who  deny  the  problem,  recognition 
of  signs/symptoms  of  alcoholism  and  drug  abuse,  identifying  and 
managing  the  patient  who  seeks  prescriptions  of  controlled  substances 
from  numerous  physicians,  etc. 

The  questionnaire  is  distributed  and  collected  during  the 
meeting,  with  close  to  100/S  of  the  attendees  responding. 


FUNDING  FOR  COLORADO  DEPENDENT  AND  NEGLECTED  CHILDREN 


Unless  legal  representation  for  dependent  and  neglected  children 
is  supported  by  adequate  funding,  the  problems  of  the  abused  child  cannotj; 
be  effectively  addressed,  the  Colorado  Commission  on  Children  and  Their  j|' 
Families  has  reported.  ]n\ 

The  Commission  has  been  reviewing  Colorado  statutes  in  a time  when 
child  abuse  and  neglect  has  increased,  and  state  responsibility  for  such  U|j 

cases  needs  to  be  explored.  fv 

I n 

Amendments  in  1967  to  the  Children's  Code  allow  for  appointment  of 
a guardian  ad  litem  to  protect  the  interest  of  a child  in  dependency  and 
neglect  hearings.  The  Child  Protection  Act  of  1975  has  strengthened  these 
powers  but  it  has  been  found  that  without  funds  to  empower  appointments 
of  guardians  ad  litem  the  Code  has  less  than  total  effectiveness. 

This  guardian  is  usually  an  attorney,  empowered  to  conduct  an 
investigation  and  obligated  to  do  everything  to  represent  the  child,  short 
of  actually  filing  criminal  charges  against  the  responsible  party.  This 
individual  will  have  been  involved  in  the  care  immediately  upon  the 
report  of  abuse,  and  is  responsible  both  on  long-term  and  short-term 
bases  for  the  appropriate  placement  of  the  child. 

The  degree  of  involvement  is  usually  in  direct  proportion  to  the 
severity  of  the  case,  which  may  go  on  for  some  years. 

The  Commission  believes  the  need  is  to  make  the  responsibility 
worth  while  to  the  lawyer  who  often  has  neither  the  special  training  nor 
the  experience  to  interest  him  in  such  guardianship. 

Because  the  University  of  Denver  Law  School's  internship  program 
has  been  discontinued  for  lack  of  funds,  such  preparation  now  is  lacking. 
This  program  should  be  constituted,  and  continuing  education  courses 
should  be  expanded  and  required  for  all  attorneys  serving  as  guardians 
ad  litem . 

There  are  problems  when  young,  inexperienced  attorneys  sign  up 
as  guardians  ad  litem  so  that  they  can  have  courtroom  experience  and  quit 
the  program  early  with  disastrous  results  for  the  children. 

The  Commission  has  recommended  creation  of  a task  force  which  has 
now  been  formed,  and  consists  of  members  of  the  National  Association  of 
Counsel  for  Children,  Legal  Aid  Society,  the  Colorado  Bar  Association, 
and  Advocates  for  Children  Today,  Denver  Chapter.  Both  long  and 
short-term  solutions  are  anticipated  with  the  goal  of  making  actual 
representations  of  the  child  equal  to  the  intent  of  the  law. 


cxxidensed  mlriLitES 


MAY  23,  1980 


1-  Approved  minutes  of  April  16  meeting  of  the  Board  of  Trustees,  and  minutes 
of  the  Executive  Committee  of  the  Board  held  May  16,  1980. 

2.  Approved  check  register  and  financial  reports. 

3.  Approved  a CMS  Travel  Reimbursement  Policy. 

4.  Approved  Guidelines  for  Financial  Con tributions/Sponsor ship  and  Endorsement. 

5.  Approved  reimbursement  formula  for  faculty  for  Annual  and  Interim  Session 
educational  programs,  as  well  as  proposed  budget  for  the  1980  Annual  Session 
Scientific  Program. 

6.  Withdrew  previous  authorization  for  release  of  accreditation  data  to  the  new 
Liaison  Committee  on  Continuing  Medical  Education. 

7.  Approved  submission  of  resolution  to  the  AMA  entitled  "Reimbursement  for  Drug 
and  Medicine  Charges  in  Voluntary  Home  Treatment  of  Terminally  111." 

8.  Discussed  distribution  of  moneys  to  physicians  for  services  rendered  to  Medicaid 
patients  by  the  Department  of  Social  Services  and/or  Joint  Budget  Committee.  It 
was  agreed  to  move  toward  equalization  of  percentage  of  charges  with  no  decreases; 
further,  that  the  CMS  attorney  be  instructed  to  explore  the  possibility  of  legal 
recourse . 

9.  Approved  Guidelines  for  CMS  Delegates  and  Staff  at  AMA  Interim  and  Annual  meetings. 

10.  Approved  Annual  Session  dates  through  1985. 

11.  Reviewed  the  agenda  of  the  upcoming  COMPONENT  SOCIETY  OFFICERS  MEETING  to  be  held 

June  20. 

12.  It  was  announced  that  Mr.  Raymond  Cunningham  is  leaving  CMS  to  accept  the  position 
of  Director  of  the  Office  of  Medical  Society  Relations  at  the  AMA,  Chicago, 
effective  July  7,  1980. 

13.  It  was  reported  that  Mr.  Peter  Samac  will  continue  as  Executive  Director  of  the 
Colorado  Foundation  for  Medical  Care. 


MEMBERS 

PRESENT : 

President: 

Ray  G.  Witham,  M.D. 

President-elect : 

K.  Mason  Howard,  M.D. 

District  II: 

Abraham  Kauvar,  M.D. , Frederick  Lewis,  M.D. 
Joseph  Poynter,  M.D. , Wilfred  Stedman,  M.D. 

District  III: 

J.  Richard  Brusenhan,  M.D. , Amilu  S.  Martin 

District  IV: 

Jan  Hildebrand,  M.D. 

MEMBERS 

ABSENT : 

District  I: 

David  Bates,  M.D. , Merlin  Otteman,  M.D. 

(excused) 

District  II: 

Jerry  J.  Appelbaxam,  M.D.,  William  E.  Jobe,  1 

Philip  Norton,  M.D. 

District  IV: 

Hanns  C.  Schwyzer,  M.D. 

District  V: 

Telford  Davis,  M.D. , Robert  Linnemeyer,  M.D 

COLORADO  INTERNIST  NAMED  PRESIDENT  OF  NATIONAL  MEDICAL  SOCIETY 


John  F Farrington,  MD  of  Boulder,  Colorado,  has  assumed  the  presidency; 
of  the  American  Society  of  Internal  Medicine  (ASIM)  at  the  group’s  | 
Annual  meeting  May  15-18  in  Washington,  D.C.  ^ 

Dr.  Farrington’s  duties  as  President  will  include  presiding  over  the  j 
meetings  of  the  ASIM  Board  of  Directors.  He  will  hold  the  post  for 
one  year.  Dr.  Farrington  has  previously  served  as  a member  of  the 
ASIM  Board  of  Trustees  between  1973  and  1979«  He  played  a key  role  j 
in  developing  the  American  Medical  Association’s  Current  Procedural 
Terminology- 4 (CPT-4)  system  of  coding  and  terminology  which  was 
developed  for  and  by  practicing  physicians.  Dr.  Farrington  was  '' 

chairman  of  the  CPT  Editorial  Board,  which  was  charged  with  keeping 
the  CPT-4  up-to-date. 


ASIM,  a federation  of  51  component  societies  representing  17,000 
internists  nationwide,  is  concerned  with  the  social,  political,  ? 

and  economic  aspects  of  medical  care  delivery. 

Dr.  Farrington,  a native  of  Boulder  and  in  private  practice  there 
in  1956,  received  his  MD  degree  from  the  University  of  Colorado 
School  of  Medicine  in  1952.  He  was  a fellow  at  the  Cleveland  Clinic 
from  1954-1956.  He  is  a fellow  of  the  American  College  of 
Chest  Physicians  and  the  American  College  of  Physicians,  is  on  the 
staff  of  both  Boulder  hospitals,  and  is  assistant  clinical  professor  of 
medicine  at  the  University  of  Colorado  School  of  Medicine. 


NO  LOAN  FUND  SHORTAGE 


During  April,  1980,  according  to  George  Arden,  Executive  Direc-' 
tor  of  the  American  Professional  Practice  Association,  nationwide  organi 
zation  of  more  than  47,000  physicians  and  dentists,  applications  for 
loans  in  excess  of  $10,500.00  were  accepted  from  APPA  members.  J 


An  APPA  sister  organization,  the  National  Association  of  Resi- 
dents and  Interns,  also  was  a source  of  further  loan  applications. 

As  of  mid-April,  $18  million  in  loans  had  been  extended  with 
the  probability  that  total  funds  made  available  for  loans  through 
the  actual  lending  company.  Associates  Financial  Services  Corpora- 
tion, South  Bend,  Indiana,  would  better  $60  million. 

APPA  Director  Arden  stated  he  had  been  assured  by  Associates 
that  no  shortage  of  funds  does  exist,  and  that  close  to  25%  of  all 
young  doctors  entering  internships  will  be  receiving  Associates 
support . 


Plans  Administrator  for  Associates  is  Physicians’  Planning 
Service  Corporation,  with  150,000  physician-dentist  members  and 
with  offices  in  over  100  communities. 

Denver  area  representatives  are  Howard  A.  Patz,  Jim  Niemyer, 
and  Morton  Brooks.  They  may  be  reached  at  (303)  393-0134. 
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CONTINUING 

MEDICAL 

EDUCATION 


CALENDAR 


PUBLISHED  JOINTLY  BY  THE  COLORADO  FOUNDATION  FOR  MEDICAL  CARE,  COLORADO  MEDICAL  SOCIETY  AND 
THE  COLORADO  ACADEMY  OF  FAMILY  PHYSICIANS  *1601  EAST  NINETEENTH  AVENUE.  DENVER,  COLORADO  8021 8 


JUNE  1980 

7th 

DOWN'S  SYNDROME  WORKSHOP  & DINNER.  Den- 
ver. Contact:  Colorado  Child  & Adolescent  Society,  1 601 
E.  19th  Ave.,  Denver,  CO  80218.  861-1221,  ext.  241. 

9th-14th 

26th  ANNUAL  FAMILY  PRACTICE  REVIEW.  Estes  Park, 
Colorado.  Contact:  Office  of  Postgraduate  Medical  Edu- 
cation, University  of  Colorado  Health  Sciences  Center, 
4200  E.  9th  Ave.,  Denver,  CO  80262.  394-5241. 

13th 

HEMATOLOGY/ONCOLOGY.  Denver.  Contact:  Office 
of  Postgraduate  Medical  Education,  University  of  Col- 
orado Health  Sciences  Center,  4200  E.  9th  Ave.,  Denver, 
CO  80262.  394-5241. 

19th 

COMMON  RASHES.  Vail. Contact:  Martin  J.  Rubinowitz, 
M.D.,  The  Denver  Clinic,  701  E.  Colfax  Ave.,  Denver,  CO 
80203.  (2  hours  of  AMA  Category  1 credit;  2 prescribed 
hours  of  AAFP  credit). 

22nd-26th 

3RD  INTERNATIONAL  SYMPOSIUM:  CANCER 
THERAPY  BY  HYPERTHEMIA,  DRUGS  & RADIATION. 

Colorado  State  University,  Fort  Collins.  Contact:  W.  C. 
Dewey,  Ph.D.,  Department  of  Radiology  & Radiation 
Biology,  Colorado  State  University,  Fort  Collins,  CO 
80523.  (303)  491-5096. 

25th 

COLORADO  REGIONAL  NEURORADIOLOGY  & 
COMPUTERIZED  TOMOGRAPHY  MEETING.  Univer- 
sity Hospital,  Denver.  Contact:  Leatha  Kibel,  Department 
of  Radiology,  University  Hospital,  4200  E.  9th  Ave.,  Den- 
ver, CO  80262.  394-7773.  (3  hours  of  AMA  Category  1 
credit). 

28th-30th 

PRACTICAL  NEUROLOGY  FOR  THE  INTERNIST  AND 
FAMILY  PHYSICIAN.  Aspen.  Contact:  Office  of  Post- 
graduate Medical  Education,  University  of  Colorado 
Health  Sciences  Center,  4200  E.  9th  Ave.,  Denver,  CO 
80262.  394-5241.  (16  hours  AMA  Category  1 credit). 

30th- July  3rd 

CACMLE  POSTGRADUATE  CONFERENCE  IN  CLINI- 
CAL LABORATORY  PRACTICE.  Hilton  Harvest  House, 
Boulder.  Contact:  Elmer  W.  Koneman,  M.D.,  Colorado 
Association  for  Continuing  Medical  Laboratory  Educa- 
tion, Inc.  (CACMLE),  1601  Milwaukee  St.,  Denver,  CO 
80206.  (303)  321-1734. 


JULY  1980 

2nd-5th 

ASPEN  SYMPOSIUM  ON  AGING.  Continental  Inn, 
Aspen.  Contact:  Aspen  Symposium  on  Aging,  Depart- 
ment of  Communications  Disorders,  Area  of  Audiology, 
University  of  Northern  Colorado,  Greeley,  CO  80639. 
351-2012  (AMA  Category  1 Physician  Award  Credit). 

7 th- 10th 

OPHTHALMOLOGY:  "PROBLEMS  IN  PEDIATRIC 
OPHTHALMOLOGY".  Vail.  Contact:  Office  of  Post- 
graduate Medical  Education,  University  of  Colorado 
Health  Sciences  Center,  4200  E.  9th  Ave.,  Denver,  CO 
80262.  394-5241.  (16  hours  AMA  Category  1 credit). 

7th-11th 

16TH  ANNUAL  POSTGRADUATE  COURSE  IN  INTER- 
NAL MEDICINE.  Estes  Park,  Colorado.  Contact:  Office  of 
Postgraduate  Medical  Education,  University  of  Colorado 
Health  Sciences  Center,  4200  E.  9th  Ave.,  Denver,  CO 
80262.394-5241. 

13th-15th 

HOSPITAL  MEDICAL  STAFF  CONFERENCE  AND  HOS- 
PITAL TRUSTEE  FORUM  ADVANCED  SEMINAR.  Den- 
ver. Contact:  Estes  Park  Institute,  P.O.  Box  400,  Eng- 
lewood, CO  80151.  761-7709. 

16th-20th 

SUMMER  SKIN  SEMINAR.  Aspen.  Contact:  Office  of 
Postgraduate  Medical  Education,  University  of  Colorado 
Health  Sciences  Center,  4200  E.  9th  Ave.,  Denver,  CO 
80262.394-5241. 

18th-20th 

CURRENT  TOPICS  IN  ANESTHESIOLOGY:  PHAR- 
MACOLOGY FOR  THE  YOUNG  & OLD.  Keystone. 
Contact:  Office  of  Postgraduate  Medical  Education,  Uni- 
versity of  Colorado  Health  Sciences  Center,  4200  E.  9th 
Ave.,  Denver,  CO  80262.  394-5241 . 

21  St-24  th 

PRACTICAL  GASTROENTEROLOGY  FOR  THE  PRAC- 
TICING PHYSICIAN.  Aspen.  Contact:  Office  of  Post- 
graduate Medical  Education,  University  of  Colorado 
School  of  Medicine,  4200  E.  9th  Ave.,  C-295,  Denver 
80262.  394-5241.  (15  hours  of  AMA  Category  1 credit). 

21st-25th 

INTERNATIONAL  SYMPOSIUM  ON  HAND 
SURGERY  — COMPREHENSIVE  CARE  OF  THE  DIS- 
EASED AND  INJURED  UPPER  EXTREMITY.  Keystone. 
Contact:  John  A.  Boswick,  Jr.,  M.D.,  Course  Director, 
4200  E.  9th  Ave.,  Box  C-309,  Denver  80262.  394-8718. 
(22  hours  of  AMA  Category  1 credit). 


23rd 

COLORADO  REGIONAL  NEURORADIOLOGY  AND 
COMPUTERIZED  TOMOGRAPHY  MEETING.  Depart 
merit  of  Radiology,  University  Hospital,  Denver.  Contact: 
Leatha  Kibel,  394-7773.  (3  hours  of  AMA  Category  1 
credit). 

31  st-August  3rd 

PEDIATRICS.  Snowmass.  Contact:  Office  of  Postgraduate 
Medical  Education,  University  of  Colorado  Health  Sci- 
ences Center,  4200  E.  9th  Ave.,  Denver,  CO  80262. 
394-5241. 


AUGUST  1980 

1 st-3rd 

COLORADO  ACADEMY  OF  FAMILY  PRACTICE  AN- 
NUAL MEETING.  The  Lodge,  Vail.  Contact:  Shirlee 
Meyers,  1570  Humbolt  St.,  Denver.  837-0757.  (11 
prescribed  hours  of  AMA  Category  1 credit). 

2nd-6th 

PATHOLOGY  IN  OBSTETRICS  AND  GYNECOLOGY. 

Aspen.  Contact:  Office  of  Postgraduate  Medical  Educa- 
tion, University  of  Colorado  School  of  Medicine,  4200  E. 
9th  Ave.,  C-295,  Denver  80262.  394-5241 . (28  hours  of 
AMA  Category  1 credit). 

3rd-7th 

PERINATAL  MEDICINE.  Snowmass.  Contact:  Office  of 
Postgraduate  Medical  Education,  University  of  Colorado 
School  of  Medicine,  4200  E.  9th  Ave.,  C-295,  Denver 
80262.  394-5241.  (21  hours  Category  1 credit). 


6th-10th 

DYNAMIC  PSYCHOTHERAPY:  THE  CONCEPT  OF 
COUNTERTRANSFERENCE  AND  ITS  RELATIONSHIP 
TO  PSYCHOTHERAPEUTIC  PROCESS.  Aspen  Contact: 
Office  of  Postgraduate  Medical  Education,  University  of 
Colorado  School  of  Medicine,  4200  E.  9th  Ave.,  C-295, 
Denver  80262.  394-5241.  (17  hours  of  AMA  Category  1 
credit). 

11th-15th 

ASPEN  CONFERENCE  ON  PEDIATRIC  DISEASE,  1980- 
LUNG.  The  Gant,  Aspen.  Contact:  J.  Thomas  Stocker, 
M.D.,  Department  of  Pathology,  Children's  Hospital, 
1056  E.  19th  Ave.,  Denver,  CO  80218.  861-6712.  (25 
hours  of  AMA  Category  1 credit). 

15th-20th 

PRIMARY  CARE  ORTHOPEDICS.  Aspen.  Contact:  Office 
of  Postgraduate  Medical  Education,  University  of 
Colorado  School  of  Medicine,  4200  E.  9th  Ave.,  C-295, 
Denver  80262.  394-5241.  (23  hours  of  AMA  Category  1 
credit). 

20th 

WORKUPOFSUSPECTEDANDPROVEN  MALIGNANT 
DISEASES.  Aspen.  Contact:  Martin  J.  Rubinowitz,  M.D., 
The  DenverClinic,  701  E.  Colfax  Ave.,  Denver80203.  (2 
hours  of  AMA  Category  1 credit;  2 prescribed  hours  of 
AAFP  credit). 

21st 

ANTICOAGULANTS  - WHAT  YOU  SHOULD  KNOW. 

Vail.  Contact:  Martin  J.  Rubinowitz,  M.D.,  The  Denver 
Clinic,  701  E.  Colfax  Ave.,  Denver  80203.  (2  hours  of 
AMA  Category  1 credit;  2 prescribed  hours  of  AAEP  cre- 
dit). 

27th 

COLORADO  REGIONAL  NEURORADIOLOGY  AND 
COMPUTERIZED  TOMOGRAPHY  MEETING.  Depart- 
ment of  Radiology,  University  Hospital,  Denver.  Contact: 
Leatha  Kibel.  394-7773.  (3  hours  of  AMA  Category  1 
credit). 


Members  of  Blue  Ribbin  Panel,  (I  to  r)  Rep.  )ohn  Davoren,  Sen.  Bob  Allshouse,  Rep.  Ann 
Gorsuch,  Stan  Johnson  and  Paul  Schauer. 


Pete  Gorsuch,  husband  of 
Rep.  Ann  Gorsuch,  CMS 
Board  member  Hann 
Schwyzer,  MD,  Trinidad, 
Robert  Jardine,  MD,  Den- 
ver, Angeline  Heaton,  MD, 
Denver. 


for  1980 
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(L  to  R)  Drs.  Berg  and  Preble,  with  Sen.  Hughes  and  Rep.  Shoemaker. 


I 

li 


f 
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Colorado  Medicine 


Drs.  Berg  and  Preble  lis- 
ten to  another  audience 
challenge. 


Sen.  Hughes,  Dr.  Preble,  Sen.  Ted  Strickland,  Westminster, 
and  Rep.  Steve  Durham  of  Colo.  Spgs. 


for  1980 
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Cost  Containment  Studies  Planned 


ENIOY 

THE  BROADMOOR 


sort  Address,"  it's  5,000  acres  nestled  along 
the  front  ronge  of  fhe  mojestic  Rocky 
Mountoins. 


Deoutifully  oppoinfed  occommodotions 
ore  ovoiloble  in  three  mojor  hotel  buildings: 
the  originol  Droodmoorof  1918,  Broodmoor 
South  and  Droodnnoor  West.  Dining  ond  bev- 
eroge  speciolties  ore  served  in  twelve  de- 
lightfully different  otmospheres,  from  so- 
phisticoted  Chorles  Court,  the  elegont 
Penrose  Room  otop  Broodmoor  South  ond 
the  rustic  Tovern,  to  the  Orientol  richness  of 
the  Loke  Terroce  Lounge,  the  rollicking 
Golden  Bee  English  pub,  ond  the  Alpine 
warmth  ot  Winter  House  during  the  ski  seo- 
son.  The  Broodmoor  woy  of  life  olso  meons 
enterfoinment  from  doncing  ond  listening 
enjoyment  in  Spec's  Spot  to  hondclopping 
sing-olong  ot  The  Golden  Bee. 

Every  conceivoble  recreotionol  focility 
owoits  guests,  including  golf  on  fhree  chom- 
pionship  18-hole  courses,  swimming  in 
three  heoted  outdoor  pools,  tennis  on  1 6 
courts  — two  under  cover  in  winter,  snow 
skiing,  indoor  ice  skoting,  skeet  ond  trop 
shooting  plus  sightseeing  ventures  in  the 
wonderful  world  of  fhe  Pikes  Peok  Region! 

For  informotion  ond  reservofions:  (303) 
634-771  1. 

^'"Bro^dmoor 

Colorodo  Springs,  Colorodo  80901 


April  25th  marked  the  first  meeting  of  a steering 
committee  to  structure  a medical  cost  containment 
course  at  the  University  of  Colorado  ETealth  Sci- 
ences Center.  The  committee  hopes  to  complete  its 
work  sometime  next  fall. 

Participants  represent  the  faculty  at  the  School  of 
Medicine  and  school  of  Health  Administration, 
Residents,  Medical  Students,  Colorado  Medical  So- 
ciety, Colorado  Blue  Cross/Blue  Shield,  CEIS  and 
Denver  General  Hospital. 

Dr.  Carlos  Martini  currently  chairs  this  group. 


Handbook  for  Continuing  Medical  Educators  To 
Be  Available 

A Handbook  for 
Continuing  Medical 
Educators  will  be  pub- 
lished this  month  as  an 
aid  to  all  those  in- 
volved in  CME  who 
are  interested  in 
evaluating  and  possi- 
bly upgrading  their 
own  CME  programs. 

The  handbook  is  a 
service  of  the 
Colorado  Consortium 
for  Continuing  Medi- 
cal Education,  developed  in  1 978  as  a pooling  of 
the  talents  and  interests  of  the  Colorado  Medical 
Society,  the  Colorado  Foundation  forMedical  Care, 
and  the  University  of  Colorado  Health  Sciences 
Center,  its  sponsors. 

To  obtain  a copy,  phone  Kevin  Bunnell,  EdD, 
Director,  Colorado  Consortium  for  Continuing 
Medical  Education,  (303)  861-1221,  X 262  (In 
Colorado,  but  outside  Denver  metro  area  phone 
1-800-332-41  50)orclipand  return  theform  below: 

Dr.  Bunnell, 

I am  interested  in  the  Handbook  for  Continuing 
Medical  Educators.  Please  get  in  touch  with  me  at 
(phone) 

Or  write  to  me: 


Contents  include  such  topics  as  Finding  Out 
What  Education  is  Needed,  Choosing  the  Right 
MethodsforTeachingand  Learning,  EvaluatingThe 
CME  Teacher,  Evaluating  the  Effect  of  an  Educa- 
tional Program  on  Participants,  and  Using  a Patient 
Data  System  to  Plan  and  Evaluate  Continuing 
Medical  Education.  A listing  of  CME  resources  is 
also  included.  PRICE:  $9.00 


HANDBOOK  FOR 
CONTINUING 


EDUCATORS 


( 
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Physician  assistant/nurse  practitioner 


To  Be  or  Not  To  Be  in  Colorado 

David  W.  Hudgd,  MD,  Denver,  Colorado 


In  the  past  year  or  more  one  of  the  major 
issues  addressed  by  various  committees  and 
members  ofthe  Colorado  Medical  Society  (CMS) 
has  been  the  recommended  and  proper  role  for 
nurse  practitioners  and  physician  assistants  in 
the  practice  of  primary  care  medicine.  On  one 
hand,  some  criticize  the  use  of  any  non- 
physician to  deliver  any  aspect  of  medical  care 
to  patients;  and  on  the  other  hand,  some  would 
support  independent  practice  for  these  prac- 
titioners. 

Obviously,  both  of  these  positions  are  ex- 
treme; the  real  solution  to  the  proper  utilization 
of  "physician  extenders”  lies  somewhere  be- 
tween these  two  arguments. 

In  listening  to  many  discussions  on  this  issue, 
I have  made  three  basic  observations:  1)  most 
physicians  address  this  issue  emotionally,  not 
objectively.  2)  few  of  us  are  aware  of,  the  level  of 
quality  performance  provided  by  these  prac- 
titioners. 3)  few  are  talking  from  the  personal 
experience  of  having  worked  with  these  exten- 
ders. I hope  by  summarizing  available  informa- 
tion which  evaluates  the  performance  of  these 
"para-professionals”,  and  by  adding  a few  per- 
sonal observations,  to  help  members  ofthe  CMS 
and  other  physicians  develop  realistic 
guidelines  for  the  accepted  use  of  nurse  prac- 
titioners and  physician  assistants. 

Several  well-designed  studies  have  been  done 
within  this  decade,  and  I would  like  to  review 
them.  I have  purposely  reviewed  only  articles  in 
refereed  medical  journals,  since  these  manu- 
scripts would  receive  the  most  critical  review 
prior  to  publication. 

Nurse  Practitioners 

One  of  the  first  studies  appeared  in  the  New 
England  Journal  of  Medicine  in  1971.  Charney 
et  al.  evaluated  the  performance  of  nurses  work- 
ing in  a large  pediatric  practice.^  The  four 


nurses  evaluated  had  received  only  four  months 
of  pediatric  training  prior  to  the  study.  As  new- 
born infants  entered  the  practice  they  were  as- 
signed alternately  to  a nurse  or  pediatrician  for 
well-baby  care  over  the  first  two  years  of  life. 
The  only  quality  assessment  measurement  in 
this  study  was  a comparison  of  the  number  of 
office  visits  needed  for  illness  by  babies  cared  for 
by  nurses  and  those  cared  for  by  the  pediatri- 
cians. After  two  years  there  was  an  equivalent 
number  of  these  office  visits  needed  by  the 
babies  of  each  group,  indicating  that  the  nurses 
had  provided  adequate  preventive  and  educa- 
tional services  to  babies  and  their  mothers  in 
this  relatively  healthy  population.  In  addition, 
mothers  were  quite  satisfied  with  the  nurses’ 
performance.  This  study  would  imply  that  most 
well-baby  care  can  be  delivered  by  minimally 
but  properly  trained  health  care  workers. 

What  about  nurse  practitioner  performance 
in  the  treatment  of  minor  acute  illnesses?  In 
197 5 Greenfeldei  al.  evaluated  the  performance 
of  nurses  working  with  protocol  for  low-back 
pain. 2 In  a large  health  maintenance  organiza- 
tion, over  400  patients  were  randomly  assigned 
to  nurses  and  physicians  for  evaluation  and 
treatment.  With  the  protocol  nurses  could  inde- 
pendently manage  53  per  cent  of  their  group. 
There  was  no  difference  in  symptomatic  relief 
four  months  later  in  the  patients  they  managed 
when  compared  with  those  cared  for  by  physi- 
cians. Patients  were  as  satisfied  with  nurse  care 
as  with  physician  care.  Greenfield  et  al.  also 
evaluated  nurses  working  with  a headache  pro- 
tocol.^ The  study  design  was  similar  to  that  used 
in  the  back  pain  study.  Nurses  were  able  to 
independently  manage  over  half  of  the  203 
headache  patients  assigned  to  them.  Four 
months  later  patients  cared  for  by  nurses  and 
physicians  reported  an  equal  amount  of  im- 
provement. Again,  patients  cared  for  by  the 
nurses  were  very  satisfied.  Winickoff  et  al. 
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evaluated  nurse  care  of  minor  respiratory 
illnesses  by  examining  the  performance  of  three 
nurses  over  a 12  week  period  of  time."*  There  was 
also  a comparison  made  between  nurses  who 
used  a protocol  with  those  who  did  not.  Nurses 
and  physicians  agreed  on  diagnosis  and  physi- 
cal findings  in  at  least  three-quarters  of  the 
patients.  Nurses  who  used  a protocol  performed 
better  than  those  who  did  not  in  that  there  was 
less  inappropriate  use  of  antibiotics  and  fewer 
revisits  by  their  patients. 

One  of  the  most  complete  studies  was  done  by 
Chambers  ci  a/.^  The  authors  evaluated  the  im- 
pact of  family  nurse  practitioners  on  the  vol- 
ume, quality,  and  cost  of  rural  health  care  prac- 
tice. Over  2000  residents  of  two  small  villages 
were  randomly  assigned  to  family  nurse  prac- 
titioners or  to  physicians  for  care  over  a one  year 
period.  The  care  delivered  for  twelve  indicator 
diagnoses  and  the  use  of  fourteen  drugs  were 
audited  based  on  predefined  criteria.  Family 
nurse  practitioners  were  judged  to  have  deli- 
vered care  equivalent  to  that  of  physicians. 
There  was  an  equal  amount  of  proper  drug  use 
by  nurses  and  physicians.  In  addition  to  equiv- 
alent quality  of  care,  there  was  a 5 per  cent 
decrease  in  hospital  days  for  acute  illnesses  in 
the  nurse-managed  group,  but  a 40  per  cent 
increase  in  the  physician-managed  group. 

These  studies  demonstrate  that  nurse  prac- 
titioners perform  quite  well  in  both  health 
maintenance  and  minor  illness  care,  especially 
when  working  with  a protocol.  By  increasing 
ambulatory  care  activity  and  preventive  ser- 
vices, and  thereby  decreasing  hospital  days, 
these  practitioners  may  help  decrease  medical 
care  costs. 

Physician  A ssistants 

Several  studies  have  been  published  evaluat- 
ing the  performance  of  physician  assistants. 
Kane  et  al.  studied  the  quality  of  care  delivered 
by  two  graduates  of  the  Utah  Medex  program 
compared  with  that  delivered  by  three  family 
practice  residents  and  six  faculty  members  over 
a nine  month  period  of  time  in  treating  1,761 
episodes  of  acute  illness  presenting  to  an  out- 
patient facility.®  Outcome  of  treatment  was 
equal  in  Medex  and  physician  treated  groups, 
regardless  ofthe  severity  of  the  initial  presenta- 
tion. Patient  satisfaction  was  actually  some- 
what better  in  the  Medex  group.  The  same 
authors  also  evaluated  Medex  performance  in 
thirteen  rural  medical  practices.'^  Physician 


assistants  performed  equal  to  physicians  in  the 
care  of  five  monitored  diagnoses.  Komaroffe^  al. 
evaluated  physician  assistant  and  physician 
care  of  diabetes  and  hypertension  over  an  18 
month  period  of  time.®  Control  of  blood  pressure 
and  blood  sugar  was  equal  in  two  groups.  By 
their  participation  in  this  practice,  physician 
assistants  saved  physicians  considerable  time. 
There  was  equivalent  cost  and  patient  satisfac- 
tion with  the  two  forms  of  care.  Tomkins  et  al. 
also  examined  the  care  given  by  five  physician 
assistants  to  hundreds  of  patients  presenting 
with  acute  respiratory  tract  illnesses.®  Again, 
the  outcome  was  equivalent  in  the  physician 
assistant  amd  physician  treated  groups. 

Greenfielde^ a/,  did  a time  and  cost  analysis  of 
both  physician  assistants  and  nurse  practition- 
ers in  their  treatment  of  urinary  tract  infec- 
tions, upper  respiratory  tract  illnesses, 
headache,  and  abdominal  pain.^®  Results 
showed  that  there  was  a 92  per  cent  savings  in 
physician  time  required  for  evaluation  of 
patients  with  these  problems.  The  cost  of  physi- 
cian assistant  or  nursing  visits  was  20  per  cent 
less  than  physician  visits  due  to  the  ordering  of 
fewer  laboratory  tests.  The  above  reviewed 
studies  show  that  physician  assistants  can  de- 
liver a high  quality  of  patient  care,  and  save  the 
physician  a considerable  amount  of  time  at  a 
cost  that  is  acceptable. 

There  were  no  studies  found  demonstrating 
poor  or  inferior  performance  by  nurse  prac- 
titioners or  physician  assistants.  By  utilization 
of  these  practitioners,  the  physician  can  be  freed 
of  routine  duties  to  concentrate  on  the  more 
difficult,  interesting  patient  problems  he  sees  in 
his  practice.  I hope  physicians,  especially  those 
working  in  medically  imderserved  areas,  will  be 
able  to  utilize  qualified  physician  assistants  or 
nurse  practitioners  to  help  provide  health  care 
services  to  a larger  population  base.  In 
Colorado,  many  rural  physicians  and  rural 
communities  might  benefit  from  these  provid- 
ers. 

In  visiting  and  working  in  several  private 
practice  and  public  clinic  settings  in  urban  and 
rural  Colorado  communities,  I have  observed  a 
high  caliber  of  care  delivery  and  humane  con- 
cern given  by  nurse  practitioners  and  physician 
assistants.  Yes,  these  individuals  do  need  our 
assistance  and  advice;  but  they  are  more  capa- 
ble, talented,  and  concerned  than  we  often  give 
them  credit  for.  The  nurse  with  whom  I work 
proves  this  to  me  daily!  • 
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2005  FRANKLIN  STREET,  DENVER  861-0157 

EXERCISE  IS  HARD  WORK! 

TO  REMAIN  EFFICIENT, 

OUR  BODIES  MUST  BE  EXERCISED  REGULARLY 


At  the  Franklin  Street  Athletic  Club  it’s  easy  to  include  us  as  a part  of  your 
daily  routine  with  our  convenient  location  inside  the  Midtown  Medical 
Center.  We’re  directly  linked  via  an  underground  tunnel  to  the  Franklin 
Medical  Building;  a street-level  walkway  connects  us  to  St.  Joseph  Hospital, 
and  we’re  just  across  the  street  from  the  Presbyterian  Medical  Center. 


* Handball 
Racquetball 

* Rooftop  Running  Track 

* Conditioning  Classes 


* Nautilus  Conditioning  System 

* Stress  Testing 

■*  Whirlpool  & Steam  Room 

* Social  Activities 

(ski  trips,  softball  team,  etc.) 
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Patient's  Records  - 
What  Are  The  Rules? 


Are  you  confused  as  to  what  to  do  when  you  have 
no  authoritative  source  for  consistency  and  reliabil- 
ity? Once  again,  CMS  to  the  rescue.  There  seems  to 
beadisease  rampant  among  physicians  on  whattodo 
with  patient  records. 

Brian  Stutheit,  of  the  CMS  staff,  has  prepared  the 
following  outline  on  what  to  do  with  your  private 
patient  records  to  help  you  through  the  “records” 
minefield.  This  is  the  first  of  two  articles  on  this 
subject.  The  second  will  cover  records  in  institutions 
and  other  situations  outside  the  private  office. 

It  is  designed  to  be  used  as  a brief  reference  out- 
line. 

If  you  have  specifics,  call  us.  That’s  why  we’re 
here. 

Access/Records  in  C ustody  of  Individual  Health  Care 
Providers:  Colorado  law  ma  ndates  access  to  patient 
records  in  the  custody  of  a health  care  facility  or  in 
the  custody  of  "individual  health  care  providers." 
"Patient  records"  do  not  include  a doctor's  office 
notes. 

Patients  who  want  to  inspect  their  records  must 
submit  a written  request,  dated  and  signed,  at  rea- 
sonable times  and  upon  reasonable  notice.  If  the 
patient  wants  a copy  of  the  records  made  available 
to  himself  or  his  designated  representative,  he  must 
again  submit  a written  authorization,  dated  and 
signed  by  the  patient.  In  addition,  the  physician 
may  require  payment  of  reasonable  costs  for  the 
copies.  The  Colorado  Department  of  Health  has 
issued  regulations  interpretingtheaccessto  records 
law  which  define  reasonable  cost:  "The  patient  or 
representative  shall  pay  for  the  reasonable  cost  of 
reproduction  of  his/her  patient  record,  not  to  ex- 
ceed $5.00  for  the  first  ten  or  fewer  pages  and  $.25 
per  page  for  every  additional  page."  For  special 
records,  like  x-rays,  the  physician  may  charge  the 
actual  cost  of  reproduction. 

In  most  cases,  a minor's  parent  would  be  consid- 
ered the  natural  guardian  and  thus  should  be 
allowed  to  see  the  child's  record.  See  the  excep- 
tions (not  exclusive)  below. 

Individual  physicians  need  not  grant  access  to 
records  pertaining  to  psychiatric  problems  or  to 
records  that  would  have  a significant  negative 
psychological  impact  upon  the  patient,  but  may  be 
required  to  make  available  a summary  of  those 
records.  Similarly,  the  law  is  not  construed  to  re- 
quire the  release  of  records  of  diagnosis  and  treat- 


ment of  venereal  disease  or  drug  addiction  to  a 
parent  or  guardian  when  the  patient  is  a minor. 

Requests  by  patients  for  inspection  of  their  medi- 
cal records  should  be  noted  with  the  time  and  date 
of  the  request  and  the  time  and  date  of  inspection. 

The  position  of  the  Colorado  Medical  Society 
Grievance  Committee  and  the  AMA  Judicial  Coun- 
cil is  that  it  is  improperto  withhold  patients'  records 
on  the  basisof  non-payment  of  bills.  Thereare  other 
means  of  collection  and  the  public  relations  dam- 
age from  this  type  of  action  outweighs  any  advan- 
tages accruing  on  an  economic  basis. 

Special  federal  rules  apply  to  alcohol  and  drug 
abuse  records  kept  in  connection  with  a federally 
assisted  function. 

Senate  Bill  91,  which  became  law  in  1976, 
authorizes  committees  of  the  State  Medical  Society 
to  request  written  permission  from  physicians  to 
examine  charts  for  the  adequacy  of  medical  care. 
Retention:  By  regulation,  patient  records  in  the 
custody  of  a health  care  facility  must  be  retained  at 
least  1 0 years.  Minors'  records  are  retained  longer. 
There  is  no  such  requirement  for  records  preserva- 
tion by  individual  health  care  providers. 

The  statute  of  limitations  for  negligence,  breach 
of  contract,  or  lack  of  informed  consent  suits  is  an 
important  consideration  in  record  keeping  by  indi- 
vidual physicians.  It  is  important  to  consult  one's 
own  attorney  to  tailor  a retention  plan  to  fit 
particular  needs. 

As  a general  rule,  suits  against  Colorado  physi- 
cians for  negligence,  breach  of  contract  or  lack  of 
informed  consent  must  be  instituted  within  two  (2) 
years  after  the  person  bringing  suit  discovered,  or 
reasonably  should  have  discovered,  the  injury.  An 
action  may  not  be  instituted  more  than  three  years 
after  the  complained  of  conduct,  regardless  of  time 
of  discovery. 

However,  there  are  numerous  circumstances 
where  the  time  limit  is  extended.  Where  the  suit  is 
by  certain  patients  who  were  minors  at  the  time  of 
the  act  or  omission  leading  to  suit,  then  the  period  is 
extended.  If  a foreign  body  was  left  in  a patient,  the 
statute  may  be  extended.  A physician's  conceal- 
ment of  an  act  or  omission  may  extend  the  statute  of 
limitations.  These  intricacies  account  for  the  need 
to  consult  an  attorney  about  retention. 

If  storage  is  a problem,  reproducible  microfilms 
may  be  made.  There  are  companies  that  wi  II  photo- 
graph and  store  records  for  you. 
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Kellogg  Grant  to  Denver  Medical  Scholar 


new 

memD0S 

El  Paso  County  Medical  Society:  Elmore  J.  McCarty, 
Andrew  W.  Mitchell,  Jay  L.  Adler,  and  James  K. 
Blixt. 

Adams-Aurora  Medical  Society:  Marvin  L.  Swan- 
son. 

Mt.  Sopris  County  Medical  Society:  Roland  W. 
DeYoung  and  James  A.  O'Donnell. 

Curecanti  Medical  Society:  Charles  E.  Schaefer. 
Boulder  County  Medical  Society:  Charles  G.  Jones, 
Susan  L.  Bunnell,  James  E.  Ehrlich,  and  Clarence  A. 
Griffin. 

Clear  Creek  Valley  Medical  Society:  Eric  A.  Eisen- 
bud. 

Delta  County  Medical  Society:  Allen  Edson  Work- 
man. 

Weld  County  Medical  Society:  Peter  A.  Kuhl, 
Michael  R.  Paddock,  John  Emil  Raeder,  and  Glen  R. 
Stream. 


Jeffrey  C.  Bauer,  PhD,  of  Denver,  whose  article 
"An  Economist  Looks  at  Rural  Health  Care"  in  the 
Rocky  Mountain  Medical  journal  for  November 
1 974,  was  a notable  description  of  the  rural  health 
care  dilemma,  has  been  awarded  a Kellogg  Na- 
tional Eellowship. 

The  grant  is  a three-year  grant,  of  which  42  were 
distributed  nationally.  It  is  as  part  of  the  Kellogg 
Eoundation's  50th  Anniversary  observation  that  the 
awards  were  made.  Basis  of  selection  was  each 
individual's  outline  of  a non-degree,  self-directed 
study  component  he  would  pursue  as  a broadening 
of  the  individual's  perspectives  of  people,  places, 
and  ideas. 

Bauer  has  been  an  Associate  Professor  of  Eco- 
nomics and  a Health  Program  Adviser  at  the  Uni- 
versity of  Colorado  Health  Sciences  Center,  and  is 
one  of  the  first  professional  economists  to  apply 
economic  analysis  to  the  field  of  dental  care. 


WE'RE  AMAZED  THAT  SOME  FOLKS 
STILL  BUY  AND  MAINTAIN  THEIR  AIRPLANES 
ON  THE  BASIS  OF  THE  LOWEST  BID. 
THEY  EVEN  APPROACH  THEIR 
FLIGHT  TRAINING  IN  THE  SAME  WAY. 

WE  THINK  IT'S  VERY  UNPROFESSIONAL. 


The  reputation  we've  gained  over  the  years 
for  professionalism  in  sales,  service  and  training 
IS  no  accident.  CHir  sales  staff,  for  instance,  is 
comprised  of  whiz  kids  in  such  valuable 
areas  as  flight  performance,  tax  shelters,  finance 
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Ureteral  colic  in  a young  man 

Idiopathic  Retroperitoneal  Fibrosis  Involving  the  Bladder  and  Rectosigmoid 

Waldemar  Klimach,  MD,  Jeffrey  R.  Woodside,  MD,  and  Thomas  A.  Borden,  MD, 
Albuquerque,  New  Mexico 


A case  of  extensive  retroperitoneal  fibrosis 
involving  the  rectosigmoid  mesentery^  bladder  and 
retroperitoneum  to  the  level  of  the  renal  pedicles  is 
presented.  The  unusual  clinical  presentation  and 
radiographic  findings  are  discussed.  Management 
included  exploratory  laparotomy,  multiple  deep 
biopsies,  and  extensive  urinary  tract  reconstruction. 

Albarran^  first  described  retroperitoneal  fibrosis 
in  the  French  literature  in  1905.  It  was  popularized 
as  a clinical  entity  by  Ormand^  in  1948,  and  nearly 
500  cases  have  subsequently  been  reported. 
Methysergide  ingestion  is  associated  in  12  per  cent  of 
the  cases  of  retroperitoneal  fibrosis,  and  malignan- 
cies in  8 per  cent.^  In  the  majority  of  cases,  the  etiol- 
ogy is  unknown  and  is  termed  idiopathic. 

Idiopathic  retroperitoneal  fibrosis  (RPF)  rarely 
violates  the  true  pelvis.  A literature  review  disclosed 
12  cases  of  RPF  involving  the  bladder  and  6 the 
rectosigmoid  but  only  one  case  involving  both  the 
bladder  and  the  rectosigmoid.  The  unusual  clinical 
presentation  and  extensive  rectosigmoid  and  bladder 
involvement  in  our  patient  prompts  this  case  report. 

CASE  REPORT 

A 26-year  old  man  presented  with  dysuria,  gross 
hematuria,  fever,  malaise  and  right  sided  colic.  An  in- 
travenous pyelogram  demonstrated  mild  right  hydro- 
ureteronephrosis.  He  was  treated  conservatively  for  a 
probable  ureteral  calculus.  These  symptoms  subsequently 
recurred  and  he  in  addition  described  weight  loss,  constipa- 
tion, and  small  caliber  stools.  He  had  no  history  of 
methysergide  ingestion.  The  pertinent  physical  findings 
were  diffuse  lower  abdominal  and  pelvic  firmness  with  no 
discrete  mass,  and  moderate  suprapubic  tenderness.  Lab- 
oratory values  were  normal  with  the  exception  of  mild 
anemia.  He  had  a sterile  urine  culture.  An  intravenous 
pyelogram  showed  bilateral  hydroureteronephrosis  to  the 
pelvic  brim  and  suggested  medial  displacement  of  the  right 
ureter  (Fig.  1).  A right  retrograde  pyelogram  demonstrated 
no  intrinsic  ureteral  obstruction  and  confirmed  medial 
ureteral  deviation  (Fig.  2).  A left  retrograde  pyelogram 
could  not  be  obtained  because  of  technical  difficulties.  On 
cystography,  the  bladder  appeared  to  be  elevated,  displaced 
anteriorly  and  extrinsically  compressed  circumferentially 


(Fig.  3).  Endoscopic  biopsies  of  an  apparent  mass  at  the 
bladder  base  showed  inflammation  but  no  malignancy. 
Sonograms  suggested  a righLsided  posterior  pelvic  mass  of 
mixed  sonographic  characteristics  compatible  with  an 
abscess  or  lymphoma.  Barium  enema  showed  the  rectum 
displaced  anteriorly  and  narrowed  from  extrinsic  compres- 
sion (Fig.  4).  Sigmoidoscopy  was  normal  and  rectal  and 
prostate  biopsies  showed  no  malignancy. 


Fig.  I . Intravenous  pyelogram  showing  bilateral  hydroureterone- 
phrosis and  suggesting  medial  displacement  of  the  right  ureter. 
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At  exploratory  laparotomy,  an  extensive,  extremely 
dense  fibrous  mass  involving  the  rectosigmoid  mesocolon, 
perivesical  space,  and  the  retroperitoneum  to  the  level  of  the 
renal  pedicles  was  encountered.  Multiple  deep  biopsies 
showed  proliferating  fibroblasts  and  fibrous  tissue  replac- 
ing the  fat,  compatible  with  benign  retroperitoneal  fibrosis. 
The  extent  of  the  pelvic  fibrosis  prevented  complete 
ureterolysis  and  insufficient  ureteral  length  precluded  a left 
ureteroneocystostomy.  Therefore,  a right  psoas  bladder 
hitch  was  done  and  a Boari  flap  was  developed.  A left-to- 
right  transureteroureterostomy  and  a right  ureteroneocys- 
tostomy were  then  performed.  An  omental  interposition 
completed  the  reconstructive  procedure.  Six  months  post- 
operative, an  rVP  showed  resolution  of  hydronephrosis.  He 
had  regained  strength  and  weight  and  was  working 
fulltime. 


Fig.  2.  Right  retrograde  pyelogram  demonstrating  no  intrinsic 
ureteral  obstruction  and  confirming  medial  deviation. 

Discussion 

The  clinical  presentation  and  surgical  findings  in 
our  patient  were  atypical  of  idiopathic  retro- 
peritoneal fibrosis  in  several  aspects.  He  was  con- 
siderably younger  than  the  usual  patient  with  RPF. 
While  fever  occurs  in  10  - 16  per  cent  of  patients,  it  is 
usually  associated  with  urinary  tract  infection.^ 
The  reported  incidence  of  hematuria  is  only  1.4-5  per 
cent  and  was  unexplained  in  our  patient.  The 
presence  of  easily  palpable  abdominal  and  pelvic 
firmness  is  unusual  and  small  caliber  stools  indica- 
tive of  rectosigmoid  involvement  are  rare.  In  a young 
man,  this  combination  of  weight  loss,  malaise,  pal- 


Fig. 3.  Cystogram  revealing  the  bladder  elevated  and  extrinsically 
compressed  circ um feren  tial ly . 

pable  abdominal  and  pelvic  firmness,  small  caliber 
stools,  radiographic  evidence  of  extrinsic  compres- 
sion of  the  rectum  and  bladder  and  fever  in  the  ab- 
sence of  urinary  tract  infection  was  highly  suggestive 
of  a malignant  process. 

In  a necropsy  analysis  of  40  cases  with  RPF,  Mitch- 
inson®  observed  that  the  fibrotic  process  is  usually 
limited  to  the  lumbar  periaortic  and  iliac  retro- 
peritoneal space.  Extension  below  the  pelvic  brim  is 
uncommon.  Binder,  et  al.^,  reported  a case  of  RPF 
with  concomitant  retractile  mesenteritis  in  which 
fibrotic  tissue  completely  filled  the  retroperitoneum 
from  diaphragm  to  the  pelvic  brim,  but  structures 
below  were  spared.  To  our  knowledge,  the  only  pre- 
viously reported  case  with  both  bladder  and  re- 
ctosigmoid involvement  was  a 25-year-old  Negro 
male  with  Factor  VII  deficiency  who  presented  with 
weight  loss  and  lower  abdominal  pain.'^  At  explo- 
ratory laparatomy,  the  posterior  bladder  surface, 
prostate  and  ureters  were  intimately  surrounded  by 
greyish-white  fibrous  tissue.  Six  years  later,  a 
barium  enema  showed  extrinsic  rectosigmoid  com- 
pression, similar  to  that  in  our  case.  This  patient 
improved  with  conservative,  nonoperative  treat- 
ment. Occasionally  extensive  rectosigmoid  involve- 
ment require^  Imvvel  resection  or  colostomy.^  ® 

The  importance  of  multiple  deep  biopsies  in  estab- 
lishing the  diagnosis  of  RPF  cannot  be  over- 
emphasized as  the  association  with  various  malig- 
nancies has  been  well  documented.^®  Thorough 
surgical  examination  of  the  retroperitoneal  space 
suggested  benign  RPF  in  many  of  these  cases,  but 
malignancies  were  proven  on  biopsy.  This  point  is 
further  illustrated  in  the  case  reported  by  Trever^^  in 
which  a rectosigmoid  resection  and  colostomy  were 
performed  for  extensive  RPF.  The  patient  did  not 
improve  and  re-exploration  disclosed  retroperitoneal 
reticulum  cell  sarcoma. 

Retroperitoneal  fibrosis  has  been  treated  by  many 
modalities  including  irradiation,  antibiotics,  anti- 
inflammatory agents,  and  surgery.  Treatment  with 
irradiation  and  antibiotics  has  generally  been  aban- 
doned. In  mild  cases  associated  with  methysergide 
therapy,  withdrawal  of  the  medication  and  conserva- 
tive treatment  is  often  successful.  The  role  of  steroid 
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Fig.  4.  Barium  enema  showing  the  rectum  narrowed  from  extrinsic 
compression,  a finding  consistent  on  all  films  obtained. 


therapy  in  retroperitoneal  fibrosis  is  controversial.  It 
may  be  most  useful  in  patients  with  gastrointestinal 
tract  involvement,  significant  systemic  symptoms, 
evidence  of  an  active  inflammatory  process,  and  the 
debilitated  patient  who  is  a poor  surgical  risk.^^ 
However,  most  patients  will  require  surgical  inter- 
vention. The  passage  of  ureteral  catheters  will  usu- 
ally produce  immediate  improvement  in  patients 
with  anuria  or  azotemia.  Ureterolysis,  sometimes  in- 
cluding intraperitoneal  placement  of  the  ureters,  is  a 
widely  accepted  mode  of  therapy.  In  cases  such  as 
ours  with  very  extensive  fibrosis,  a variety  of  recon- 
structive procedures  may  be  necessary.# 


From:  Division  of  Urology,  Department  of  Surgery,  University  of  New  Mexico  School  of 
Medicine,  Albuquerque . Address  reprint  requests  to:  Jeffrey  R.  Woodside,  MD,  Division 
of  Urology,  University  of  New  Mexico  School  of  Medicine,  221 1 Lomas  Boulevard  NE, 
Albuquerque,  New  Mexico  87131. 
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Doctor  John  Gordon  Hedrick  of  Wray,  Colorado 
died  March  7,  1980  in  Mesa,  Arizona  where  he  had 
practiced  and  lived  since  1963. 

Doctor  Hedrick  was  born  in  Wray  January  7, 1915, 
and  attended  its  schools,  entering  the  then  Greeley 
State  Teacher’s  College  in  1932  from  which  he  trans- 
ferred to  the  University  of  Colorado  for  pre-medical 
schooling.  He  was  graduated  from  the  University  of 
Colorado  Medical  School  in  1941. 

He  served  a two-year  rotating  internship  at  the 
University  City  Hospitals,  Oklahoma  City,  Ok- 
lahoma which  was  followed  by  a two-year  surgical 


residency  at  Colorado  General  Hospital,  Denver.  He 
then  served  three  years  in  Denver  surgery  practice. 

In  September  1947  he  returned  to  Wray  to  practice 
surgery  from  the  Wray  Clinic.  In  1963  he  moved  to 
Mesa,  Arizona  where  he  practiced  until  he  retired 
early  in  1980. 

He  had  been  a member  of  the  Colorado  Medical 
Society  and  was  a fellow  in  the  American  College  of 
Surgeons. 

His  widow,  Geneva,  and  two  sons,  Michael  of  San 
Francisco  and  William  of  Mesa,  survive. 
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233  Patient  Records  and  Rules,  Part  II 

Record-keeping  is  a vital  part  of  today' s patient 
care.  Just  as  vital  is  the  knowledge,  on  the  part  of  the 
physician,  of  how  these  records  are  to  be  handled, 
what  the  legal  responsibilities  are  in  protecting 
these  records.  This  is  the  second  in  a two-part  series 
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ords.” 
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seminar  received  high  marks  from  most  partici- 
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Someone,  whether  it  be  psychologist,  psychiatrist, 
therapist,  social  worker  or  concerned  family  mem- 
ber, has  realized  that  the  physician  family  is  a 
unique  grouping  of  people.  There  are  special  cir- 
cumstances, special  pressures  and  relationships 
brought  on  by  the  physician's  profession.  That’s 
why  this  survey  concerning  the  family  of  the  physi- 
cian is  an  important  part  of  this  edition.  Read 
it  ..  . and  see  how  your  family  measures  up. 
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A special  story  surrounds  this  month's  cover  photo 
of  the  famous  Broadmoor  Hotel.  You’ll  find  the 
cover  story  in  our  “At  Press  Time  ...”  section. 
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Abraham  Kauvar,  MD., 

Director  of  Health  and  Hos- 
pitals, City  of  Denver,  was 
kind  enough  to  invitemetoa 
luncheon  he  gave  in  honor 
of  the  Deputy  Mayor  of  New 
York  City.  Also  present  were 
members  of  the  New  York 
Department  of  Health  and 
related  agencies  of  the  na- 
tion's largest  city.  The  reason 
for  the  visit  by  the  New  York 
officials  was  to  look  over  and  through  what  they 
consider  to  be  a model  health  system  in  a major 
American  city.  It  is  significant  in  a number  of  ways 
that  New  York  looked  to  Denver  for  a model:  first. 
New  York  officials  consider  Abe  Kauvar  a worth- 
while authority  on  sucha  subjectthat they  have  had 
more  than  one  conversation  with  him,  and  second, 
that  Abe  is  not  only  recognized  in  this  country  but 
abroad  as  an  expert  in  his  field.  Following  the  lun- 
cheon in  Denver  Abe  left  for  Israel  to  continue  his 
work  with  that  government  on  a new,  country-wide 
health  system  plan.  Dr.  Kauvar  had  been  asked  to 
consuitthat  government,  beginning  sometwo years 
ago,  in  their  effort  to  devise  a health  plan. 

As  I have  mentioned  in  this  column  previously. 
Doctor  Roy  Schwarz,  Dean  of  the  University  of 
Colorado  School  of  Medicine,  is  also  serving  as  a 
visiting  consultant  abroad.  The  government  of 
Saudi  Arabia  has  asked  Dean  Schwarz  to  aid  in 
developing  medical  education  in  that  country.  In 
additon,  I must  mention  University  of  Colorado 
President  Arnold  Weber  in  this  context,  as  I want  to 
make  two  points: 

1.  We  are  extremely  fortunate  in  our  state  to 
have  attracted  two  men  of  the  calibre  of  Roy 
Schwarz  and  Arnold  Weber  to  our  educational  in- 
situtions,  along  with  being  lucky  enough  to  have  a 
life-long  Colorado  resident  such  as  Abe  Kauvar.  It  is 
my  view  that  there's  more  than  gold  in  those 
mountains  of  Colorado;  there's  more  than  one  kind 
of  resource:  human  resources  which  we  can  count 
among  our  professional  wealth. 

2.  You  can  say  all  you  want  about  diplomatic 
table  talk  and  negotiations  with  foreign  nations,  but 
I believe  that  the  communication  we  have  enjoyed 
with  Saudi  Arabia  and  Israel  through  Drs.  Schwarz 
and  Kauvar  have  given  us  a measure  of  interna- 
tional communication  that  exceeds  anything  the 
diplomats  can  possibly  do.  Such  efforts  we  must 
encourage  and  applaud. 

I had  the  pleasure  of  representing  you  at  recent 


presidente 

letter 


graduation  ceremonies  at  our  school  of  medicine. 
Dr.  Norman  Joseph  and  I,  along  with  Lt.  Governor 
Nancy  Dick  and  Dean  Schwarz  did  the  "hooding" 
and  presented  the  diplomas.  It  was  an  excellent 
ceremony,  and  a "tear-jerker"  in  a way.  The  Dean 
reminded  the  graduates  of  the  tremendous  chal- 
lenges facing  the  physicians  in  the  years  ahead.  His 
message  was  very  effective  in  its  delivery  and  its 
content,  though  I doubt  that  the  graduates  grasped 
the  true  meaning  of  his  remarks  immediately.  I be- 
lieve his  words  will  come  back  to  those  people 
many  times  in  the  future.  It  was  that  kind  of,  (and 
that  meaningful),  a speech. 

The  Component  Society  Officers'  Meeting  was  a 
marked  success  for  us,  and,  hopefully,  for  the  per- 
sons who  attended  and  participated.  The  officers 
and  staff  are  appreciative  of  the  input  and  the 
suggestions  given  us.  I assure  you  that  you  have  an 
excellent  group  of  people  representing  all  of  you, 
and  we  look  forward  to  more  meetings  of  this  kind. 


OUR  COVER 

Since  1879  when  theColorado  Medical  Society  firstmet  in  the 
Court  House  Hall  at  Colorado  Springs,  the  Pikes  Peak  area  has 
been  a popular  meeting  place.  The  Broadmoor  has  been  the 
scene  of  15  annual  meetings  since  1964,  with  1980  to  be  re- 
corded as  the  16th  annual  gathering  at  this  stately  pleasure 
dome. 

The  Broadmoor  was  an  outgrowth  of  the  Broadmoor  Ca- 
sino, built  in  1891  by  Count  James  de  Pourtales  as  a Western 
Monte  Carlo  but  which  failed  to  arrive  and  survived  only  to  burn 
to  the  ground  in  1897.  The  Count  became  associated  with 
Richard  Penrose,  from  Pennsylvania,  in  Arizona  mining  ven- 
tures, and  earned  enough  from  this  venture  to  retire  to  Germany. 
It  was  the  younger  brother  of  Richard  Penrose,  Spencer  Penrose 
by  name,  who  created  the  wonder  that  is  The  Broadmoor. 


232 


Colorado  Medicine 


Patient  Records  Rules,  Part  II 
Institutions  and  Peer  Review, 

Records  in  Hospital  Custody  - 
Retention  and  Access 

Under  both  state  regulation  and  as  a condition  of 
Medicare  participation,  hospitals  are  required  to 
have  a medical  record  department  which  will 
preserve  patient  records  at  least  ten  years  after  the 
last  previous  patient  care.  Hospitals  are  understood 
to  own  the  records  proper  and  to  be  custodians  over 
the  information  in  records,  with  a responsibility  to 
safeguard  records  against  loss  and  use  by  un- 
authorized persons,  but  they  are  also  obliged  to 
release  records  to  certain  parties  who  show  a 
legitimate  interest  in  their  use. 

Hospital  patients  may  see  their  records  or  obtain 
copies  under  much  the  same  procedure  as  for  re- 
cords in  an  individual  physician's  custody.  The 
Colorado  law  on  patient  access  does  not  explicitly 
proctect  doctors'  "notes"  that  appear  in  a hospital 
record.  This  is  in  contradistinction  to  the  law  on 
records  in  the  hands  of  individual  practitioners, 
which  protects  "doctors'  office  notes."  The  De- 
partment of  Health  has  concluded,  therefore,  that 
doctors'  notes  are  subject  to  disclosure  once  en- 
tered into  the  hospital  chart.  The  obvious  lesson  is 
that  individuals  entering  a hospital  record  must  use 
condign  language. 

It  is  obvious  that  hospital  records  are  subject  to 
wider  review  than  records  in  an  office.  The  hospital 
may  let  a whole  range  of  support  personnel  use  the 
record.  The  medical  staff  may  evaluate  records  for 
timely  completion  and  quality  of  care  (See 
Colorado  Senate  Bill  91,  1976).  Infection  Control 
and  other  committees  might  have  access. 

Physician  - Patient  Privilege 

Colorado  has  a statute  (1  3-90-1  07  (1979  Supp.)) 
which  says  that  a physician  or  surgeon  may  not  be 
examined  without  the  consent  of  the  patient  as  to 
any  information  acquired  in  attending  the  patient 
which  was  necessary  to  enable  him  to  prescribe  or 
act  for  the  patient.  This  statutory  "privilege"  is  less 
broad  than  may  be  commonly  understood. 

The  privilege  applies  to  judicial  orquasi-judicial 
proceedings  - it  does  not  apply  across  the  board. 
Indeed,  the  law  states  specifically  that  the  privilege 
does  not  apply  to; 


1.  A physician  sued  by  or  on  behalf  ofthe  patient  or 
his  heirs  on  any  cause  of  action  connected  with  the 
physician's  treatment  of  the  patient. 

2.  A physician  who  was  in  consultation  with  the 
physician  sued. 

3.  A review  of  a physician's  services  by  any  of  the 
following; 

a.  The  governing  board  or  medical  staff  of  a hos- 
pital where  the  physician  practices,  pursuant  to 
written  bylaws 

b.  an  organization  authorized  by  federal  or  state 
law  or  contract  to  review  services,  or  an  organiza- 
tion which  reviews  the  cost  or  quality  of  physicians 
services  under  a contract  with  a group  health  care 
program 

c.  the  state  board  of  medical  examiners 

d.  a peer  review  committee  of  a medical  society 
whose  membership  includes  not  less  than  one-third 
of  the  MD's  or  DO's  licensed  in  Colorado.  The 
subject  physician  must  be  a society  member  and 
have  signed  a release  authorizing  review.  (This  is 
essentially  the  provision  under  which  theCMS  Risk 
Management  Committee  operates). 

4.  A physician  orany  health  care  provider  who  was 
in  consultation  and  who  may  have  acquired  infor- 
mation or  records  relating  to  the  services  performed 
by  the  physician  specified  in  subparagraph  3, 
above. 

The  privilege  belongs  to  the  patient.  If  the  patient 
expressly  or  impliedly  waives  the  right  to  non- 
disclosure, then  the  physician  may  not  invoke  it. 

Records  as  Source  of  Payment 

Institutional  records  are  called  upon  regu  larly  by 
third  party  payors  as  a source  of  service  review  and 
claims  processing.  This  area  poses  great  problems 
for  institutions  because  so  many  interests  conglom- 
erate - often  with  disparate  needs.  The  physician 
may  have  an  interest  in  the  record.  The  patient  does. 
The  third-party  payor's  needs  do  not  necessarily 
corerespond  to  those  ofthe  patient  or  physician.  On 
top  of  its  obi  igations  to  each  of  the  other  parties,  the 
institution  might  have  its  own  economic  interests 
rolled  up  with  the  records. 

Because  the  area  is  too  complex  for  the  space 
allotted  here,  I will  discuss  only  release  of  informa- 
tion to  Medicare  and  Medicaid. 

Federal  law  on  Medicare  and  Medicaid  condi- 
tions reimbursement  upon  access.  The  government 
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agencies  involved  and  fiscal  intermediaries  may 
review  the  records  without  patient  consent,  as  long 
as  the  use  is  pertinent  to  the  reimbursement  pro- 
gram. The  question  of  the  inherent  right  of  govern- 
ment or  intermediaries  to  see  records  is  usually 
made  moot  by  the  fact  that  beneficiaries  sign  forms 
specifically  consenting  to  release. 

Grievance  Committee,  Board  of  Medical  Exam- 
iners 

The  Colorado  Medical  Society's  Grievance 
Committee  occasionally  requests  records  in  order 
to  investigate  a complaint.  The  records  are  obtained 
by  having  the  patient  or  complainant  sign  an 
authorization  for  record  review.  Records  thus  ob- 
tained are  used  only  for  the  purposes  of  the  Griev- 
ance Committee,  and  contents  are  not  disclosed  to 
third  parties.  Sometimes,  but  very  rarely,  the  re- 
cords are  forwarded  to  the  Society's  Judicial  Coun- 
cil for  a full  hearing  or  to  the  Board  of  Medical 
Examiners  (BME).  The  BME  is  notified  when  the 
nature  of  the  alleged  offense  is  such  that  the  Com- 
mittee cannot  deal  with  it  (e.g.,  claim  of  man- 
slaughter), or  when  the  investigation  leads  to  a real 


belief  that  the  physician  has  engaged  in  unprofes- 
sional conduct  as  proscribed  in  Colorado's  Medical 
Practice  Act. 

Grievance  Committee  records  are  immune  to  a 
subpoena  in  anycivil  suitagainstthe  physician,  and 
the  Committee's  records  are  exempted  from  "any 
law  requiring  that  . . . minutes  or  records  of  the 
committee  with  respect  to  action  of  the  committee 
taken  pursuant  to  the  provisions  of  this  article 
(C.R.S.  1973,  12-43. 5dl02,  1978  Repl.  Vol.)  be 
open  to  public  inspection." 

The  BME  may  request  a summary  of  the  findings, 
recommendations  and  disposition  of  Grievance 
Committee  actions.  This  is  also  true  of  medical  staff 
reviews  and  the  actions  of  a hospital  board  in  regard 
to  recommendations  of  one  of  its  review  commit- 
tees. 

Brian  K.  Stutheit 
Professional  and  Patient  Relations  Division 


If  you  have  any  questions  about  records  reten- 
tion, accessibility,  etc.,  in  your  office  or  hospital, 
call  the  Colorado  Medical  Society  at  861-1221 . 


Newly  promulgated  regulations  concerning  employer  retention  of  employee  medical  records 
were  printed  in  the  Federal  Register,  Number  45  FR-35284,  dated  May  23,  1 980.  These  regulations 
state,  in  brief,  that  "employer-maintained  records  of  worker  medical  histories  and  exposures  must  be 
provided  upon  request."  Physicians  involved  with  aspects  of  occupational  medicine  may  want  to 
contact  the  federal  offices  in  Denver  to  determine  specific  requirements  (agent,  type  of  record, 
retention,  etc.). 

For  such  information,  contact: 

Stanley  j.  Reno 

Regional  Consultant,  Occupational  Safety  and  Health 

NIOSH-USPHS 

Room  1 1 94,  Federal  Building 

Denver,  Colorado  80294 
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lit  press  time 

|,EGISLATIVE  SEMINAR  RECAP  NUMBER  2 

On  a scale  of  6 (high)  through  1 (low)  the  Legislative  Seminar,  held  at  Vail, 
Colorado,  May  23,  24  and  25,  was  graded  consistently  above  average  by  those 
40  persons  who  responded  with  a written  evaluation. 

The  high  point  of  the  two  and  a half  days  was  the  dinner  party  held  Saturday 
evening.  EVERYONE  of  the  respondents  said  it  was  a 6.  Editorially  speaking, 
that  is  a good  evaluation,  because  the  party  gave  all  of  the  participants  an’ 

' opportunity  to  get  to  know  one  another  better  than  at  any  other  time  during 

j the  seminar. 

i 

The  Government  Affairs  Division  has  found  a lasting  value  in  the  videotapes 
made  in  two  of  the  panel  discussions  in  that  many  people  who  were  not  in 
attendance  have  been  able  to  share  in  the  seminar  in  the  weeks  since.  The 
tapes  are  still  in  circulation, and  not  only  within  the  Colorado  Medical  Society 
Material  from  the  tapes  will  be  used  on  a number  of  occasions,  through  the 
I Annual  Session  in  late  September.  It  should  be  noted  that  the  video  taping 

was  made  possible,  in  part,  through  contributions  from  Eli  Lilly  and  Company, 
Merrell-National  Laboratories,  The  Upjohn  Company,  and  Sandoz  Pharmaceuticals. 

k Comments  from  evaluations: 

Suggest  narrowing  range  of  topics  to  be  discussed  in  seminar. 

Suggest  breaking  up  into  smaller  workshop  or  panel  groups. 

Set  time  limit  on  debates. .. .and  stick  to  them. 

Get  more  people  to  actively  participate  in  discussions. 

More  co-mingling  of  legislators  and  medical  members. 

Inject  controversy,  particularly  in  early  stages  of  program. 

More  or  broader  representation  on  panels  of  average,  private-practice 
I physicians  with  legislators. 

The  overall  rating  of  the  legislative  seminar  was  in  the  upper  third,  which 
means  that  the  participants  did  find  value  in  this  type  of  gathering,  and 
would  look  forward  to  participating  in  future  such  seminars. 

FIRST  SEMI-ANNUAL  COMPONENT  SOCIETY  OFFICERS’  MEETING  RECAP  NUMBER  1 


Again,  a first  of  a kind  meeting,  this  one  held  at  the  CMS  headquarters  in 
Denver  on  June  20th.  All  but  three  of  the  30  component  societies  were 
represented.  Again,  majorily,  the  participants  expressed  an  above-average 
view  of  the  meeting,  its  contents,  its  purpose  and  its  results. 

Ray  Witham,  MD,  Colorado  Medical  Society  President,  keynoted  the  session  by 
pointing  out  those  aspects  of  medical  practice  and  philosophy  which  are, 
today,  critical  points  for  consideration  by  Society  members,  e.g.,  areas 
of  legal,  ethical,  educational  and  scientific  developments  which  the 
physicians  must  be  closely  monitoring. 

Society  legal  counsel  Lawrence  Wood  pointed  out  that  there  are  three 
major  concerns  at  the  moment:  1)  anti-trust  laws  and  medical  practice, 

2)  legal  aspects  of  membership  in  the  Colorado  Medical  Society,  and 

3)  Immunity  of  physicians  to  suits  arising  out  of  professional  review 
activities. 

Giles  Toll,  MD,  Chairman  of  the  Organizational  Study  Committee, 
provided  the  participants  with  a succinct  view  of  the  updating  of 
CMS  By-Laws.  Dr.  Toll  emphasized  that  the  By-Laws  needed  to  be 
reviewed  and  changed  to  make  the  organization  more  efficient,  in 


view  of  the  pace  of  the  new  decade  of  the  80s.  Dr.  Toll  stressed  I 

the  fact  that  his  committee  went  to  great  lengths  to  protect  the  interests 
of  all  members  and  components  of  CMS  and  to  see  that  changes  to  the 
By-Laws  would  not  be  deliterious  to  the  thrust  of  the  Society,  as  a whole. 

Robert  Sawyer,  MD,  Chairman  of  the  Board  of  the  Colorado  Foundation  for 
Medical  Care,  outlined  the  new  thrust  of  the  Foundation  in  becoming  the 

single  state  review  agency  for  the  state  of  Colorado.  Dr.  Sawyer  reviewed  j 

the  purposes  and  objectives  for  which  the  Foundation  was  established. 

He  pointed  out  that  while  the  Foundation  has  the  legislative  authority 
for  quality  assurance  and  utilization  review  in  the  public  sector,  no  such 
authority  exists  for  the  private  sector.  Sawyer  called  on  all  of  the  ! 

component  society  officers,  members  and  staff  to  work  with  the  Foundation, 

to  stay  informed  and  to  keep  members  informed,  asking  for  comments, 
criticisms  and  concerns.  Sawyer  added  that  the  Foundation  can  only  become 
the  single  state  review  agency  if  it  has  the  complete  support  of  the 
hospital  medical  staffs  in  this  state  in  this  undertaking. 

R.  G.  Bowman,  Executive  Vice  President  of  CMS  and  CFMC,  gave  an  executive 
report  to  the  meeting,  providing  the  members  with  his  assessment  of 
physicians'  interests  in  Colorado,  as  compared  to  their  interests  in  • 

California,  where  he  has  worked  in  the  medical  association  field  for  over 
22  years.  Bowman  listed  these  interests  in  their  order  of  importance  to 
Colorado  physicians: 

Malpractice 

Government  regulations 

Blue  Cross/Blue  Shield  reimbursements 

Medicaid 

Physicians’  fees 

Patient  care  j 

Cooperative  purchasing  | 

Unions  l 

Legislation  , 

Public  Health  and  Safety  i 

Bowman  pointed  out  that  all  these  areas  are  of  concern  to  the  Society 
officers  and  staff,  as  well,  offering  his  own  ten-point  program  for  CMS  j 

during  the  first  of  the  80s: 

Building. .. .but  it  will  take  two  years,  although  space  is  needed 
now. 

Income. .. .increasing  non-dues  income  as  a hedge  against  inflation. 

Future  changes  (additions)  in  CMS  staff  to  carry  out  the  charges 

of  the  Board  and  the  House  of  Delegates.  j 

Legislation. ..  .and  CMS  involvement  in  shaping  that  legislation.  ;; 

Legal  "reserve"  for  the  Society,  anticipating  a growth  in  liti- 
gation involving  members. 

Closer  relationships  with  allied  health  organizations  and  providers. 
Greater  flexibility  and  speed  in  accomplishing  CMS  goals  (through 
changes  in  the  By-Laws). 

More  effective  (and  more)  communication  between  members,  officers, 
and  staff  of  CMS. 

More  contact  with  community  leaders  and  development  of  public 
support. 

Strengthen  the  Colorado  membership  in  the  American  Medical 
Association. 

Bowman  pointed  out  that  he  couldn't  possibly  get  every  member's  favorite  ' 

project  or  concern  on  his  list,  but  urged  the  component  societies  to  talk 
with  him  about  their  views. 


il 


Five  workshops  were  held  during  the  day-long  meeting,  each  of  these  chaired 
by  a component  society  MD.  Each  of  the  five  workshops  came  back  with  scxne 
positive  suggestions  as  to  how  the  Colorado  Medical  Society  could  better  its 
services  to  the  components  and  to  the  members,  and  how  the  components  could 
better  use  the  facilities  made  available  through  all  of  the  CMS  resources 
and  assets. 

The  meeting  was  chaired  throughout  the  day  by  K.  Mason  Howard,  MD, 
President-elect  of  CMS,  who  added  that  another  such  meeting  would  be  held  soon 
after  the  Annual  Session,  and  that  his  programs  and  the  programs  of  his 
councils  and  committees  would  be  shaping  their  programs  on  those  views  and 
suggestions  developed  in  these  workshops.  Each  of  the  five  workshop  chairmen, 
Jim  Urban,  Adams  County-Aurora,  Bill  Ezell,  Northeastern  Colorado, 

Ted  Sills,  Weld  County,  Bob  Johnson,  Larimer  County,  and  Jerry  Hansen  of 
El  Paso  County,  reported  to  the  attendees  as  a whole,  providing  a number 
of  meaningful  suggestions  which  will  be  considered  and/or  carried  out 
by  members  of  the  Board  of  Trustees.  Ray  Witham  and  Mason  Howard  termed 
the  Component  Society  Officers*  Meeting  a success,  with  thanks  to  all  who 
participated. 

‘ALL  THAT  SUPPORT” 


Component  Society  members  got  a stern  but  friendly  (and  different)  reminder 
that  members  of  CMS  have  a lot  of  support,  even  though  it  seems  this  support 
wanes  frequently.  News  stories  come  out  espousing  views  which  are  contrary 
to  the  physicians’  view  of  the  practice  of  medicine.  Even  though  it  seems 
the  public  support  of  the  doctor  is  weak,  there’s  always  one  group  which  is 
in  back  of  the  doctor the  Colorado  Medical  Society  Auxiliary. 

CMS  Auxiliary  President,  Kathy  Thompson  of  Fort  Morgan,  Colorado,  says  there 
are  all  kinds  of  ”support  devices,”  but  the  most  effective  for  the  physician 
can  be  found  in  his  or  her  own  home:  the  distaff  member  of  the  Auxiliary. 
This  year,  thus  far,  the  Auxiliary  has  conducted  a highly  effective  program 
of  public  support  and  awareness  of  the  physician,  and  has  an  even  more 
intense  program  for  the  coming  year.  Working  closely  with  officers  and  staff 
members  of  CMS,  the  Auxiliary  is  a viable  force  in  maintaining  high  public 
regard  for  health  issues  and  medical  ethics. 

(Note:  Be  sure  to  see  picture  pages  elsewhere  in  this  issue,  and  read  and 

complete  the  "PHYSICIAN  FAMILY"  survey.) 

PHYSICIAN  FAMILY “FAMILY  AFFAIRS” 


A perspective  on  the  emotional,  social  and  psychological  impact  of  being  a 
member  of  the  physician  family.  This  symposium  explores  the  special  pressures, 
unusual  demands  and  unique  opportunities  that  result  from  having  a physician 
as  a spouse,  mother  or  father.  Results  of  an  extensive  survey  of  attitudes 
within  the  physician  family  toward  marital  harmony,  sexuality  and  child-rearing 
will  be  discussed.  Drawing  on  this  survey  and  the  available  literature,  an 
overview  of  the  typical  structure  and  dynamics  will  be  presented.  Special 
attention  will  be  given  to  areas  of  potential  dysfunction  and  means  of  possible 
prevention  and  remediation. 

The  Colorado  Medical  Society  Auxiliary  promises  an  interesting  and  an 
important  program  for  the  Annual  Session  (September  23-27,  1980);  it  is 
a subject  around  which  every  physician’s  family  functions  (or  dysfunctions). 

The  Auxiliary  symposium,  entitled  "Family  Affairs,"  will  be  one  of 
involvement  for  all  the  attendees,  featuring  exploration  of  family  problems, 
role-playing,  feeling -expression,  and  working  mental  health  therapists  who 
will  guide  the  session. 


The  family  role  is  vitally  important  today  to  the  physician  who  is  genuinely 
concerned  with  the  public’s  health  and  safety.  No,  not  just  his  patient's 
family,  but  his  own  family  role  must  be  considered.  The  Auxiliary  symposium, 
is  designed  to  make  the  physician's  spouse  more  aware  of  the  impact  of  the 
profession  (professional)  on  the  family.  Kathy  Thompson,  CMS  Auxiliary 
President,  says  "We  hope  to  bring  into  the  symposium  a briefing  of  the  new 
CMS  Committee  on  Physician's  Health  and  Rehabilitation." 

There  will  be  two  therapists  who  will  direct  the  symposium: 

Lee  Trevithick,  Therapist,  Larimer  County  Mental  Health  Center, 

Special  Services  Division. 

Christine  Hearth,  Co- therapist , also  from  Larimer  County  Mental 
Health  Center. 

This  symposium  is  important,  but  that  doesn't  mean  it  can't  be  fun,  so  try  it; 
you'll  like  it!  Friday,  September  26th,  8:30  to  11:30  am.  (See  the  schedule 
in  this  edition.) 

“LETTER  FROM  THE  EDITOR,”  JUNE,  1980  J 

(Editor's  Note:  It  seems  only  fair  that,  in  reflection,  I go  back  and  add 

a post-script  to  the  open  letter  to  Dr.  Michael  Shoo  concerning  the  activities 
of  Colorado  Medical  Society  on  behalf  of  physician  support.  Better  than  that,  g 
the  following  is  an  up-date  report  filed  by  Jan  Holman,  member  of  the  « 

Denver  Medical  Society  Auxiliary  and  the  DMS  Public  Information  Committee,  alsoj 
a contributing  writer  for  COLORADO  MEDICINE. ) i 

CMS  is  taking  the  initiative  in  promoting  a positive  image  of  physicians  by  g 

participating  in  several  public  media  programs,  including  television,  radio  K 

and  newspaper.  These  programs  are  providing  medical  information  to  the  « 

public.  H 

"MEDICALINE, " a monthly,  half-hour  program  on  KMGH-TV,  Channel  7,  Denver, 
at  5:30  pm,  Sundays:  Sponsored  by  DMS  and  CMS,  covers  a different  topic  each  mon 
Host,  Dr.  Roger  Hamstra,  and  his  guests  discuss  an  area  of  general  interest, 
and  viewers  then  may  call  in  their  questions,  which  are  answered  on  the  air. 

The  program  has  won  both  local  and  state  awards  and  has  attracted  national 
attention.  Subjects  covered  include  such  varied  topics  as  First  Aid,  Holiday 
Blues,  Tick  Fever,  Hysterectoay , Stroke,  Altitude  Sickness,  Hearing/Speech, 

Air  Pollution,  Pediatric  Cancer,  Reconstructive  Surgery,  Frostbite  and  Ulcers. 
Over  the  past  five  years,  approximately  30  hours  of  current,  useable  medical 
information  have  been  provided  by  this  outstanding  program. 

"DENVER  NOW,"  a weekday  morning  interview  program  on  KWGN-TV,  Channel  2,  Denver, 
features  hostess  Beverly  Martinez  with  interviews  of  Colorado  Medical  Society 
physician  members.  The  program  deals  with  a different  subject  each  week. 

This  program  was  commenced  under  the  auspices  of  KWGN  and  Bob  Hahn, 
the  then  Public  Information  Director  for  CMS  and  DMS.  Since  its  inception  in 
December,  1978,  the  program  has  dealt  with  71  subjects,  which  means  that 
Beverly  hosted  71  different  guests  from  CliS,  and  the  public  has  been 
provided  with  approximately  12  hours  of  discussion  of  these  medical  topics. 

"HEALTH  POWER"  was  the  theme  of  the  health  awareness  campaign  sponsored  by 
the  Colorado  Medical  Society  and  Auxiliary  this  spring.  Information  was 
sent  to  newspapers,  radio  and  television  stations  and  many  large  and  small 
companies  and  corporations  across  the  state.  Governor  Richard  Lamm, 

Denver  Mayor  William  McNichols  and  many  other  city  and  county  officials 
proclaimed  March,  1980,  as  "Health  Power  Month."  Colorado  Medical  Society, 
on  behalf  of  all  the  members,  distributed  some  80,000  pamphlets  outlining 
the  seven  basic  health  habits  and  health  tips  "your  physician  wishes  you 
had."  These  pamphlets  have  gone  to  hospitals,  clinics,  offices,  waiting 


The  endurance  athlete’s  heart 


Richard  M.  Burton,  MD,  Colorado  Springs 

Runners,  and  other  endurance  athletes,  in  quest  of 
fitness  or  even  a world  record,  are  faced  with  remark- 
able body  changes  which  are  signs  of  training  when 
looked  at  by  the  knowledgeable  eye,  yet  may  mimic 
"abnormal”  when  the  long-distance  component  is  ig- 
nored. 

An  overview  of  the  endurance  trained  heart  is  pre- 
sented, in  order  that  the  examiner  may  understand 
what  is  abnormal  for  the  sedentary  individual  may  be 
normal  and  adaptive  in  the  athlete. 

Cardiac  alterations  are  perhaps  the  most  common 
of  adaptations  to  occur  in  the  athlete  trained  in  en- 
durance sports,  and  these  alterations  are  occasion- 
ally worrisome  to  the  athlete  or  the  untrained  ob- 
server. 

Cardiac  Enlargement 

Twenty  to  thirty  per  cent  of  endurance  athletes 
may  show  X-ray  findings  of  cardiomegally,  probably 
representing  that  percentage  of  hearts  photographed 
in  diastole.  In  addition,  20%  of  the  athletes  may  show 
echocardiographic  signs  of  LVH.  However,  these 
athletes  showing  increased  wall  thickness  and  dias- 
tolic volumes  will  also  show  decreased  systolic  vol- 
umes, greater  stroke  volumes,  more  rapid  muscle 
fiber  shortening  and  normal  coronary  blood  flow  per 
unit-mass  of  tissue,  indicating  superior  heart  func- 
tion when  compared  to  the  "normal”  sedentary  indi- 
vidual. 

The  echocardiogram,  at  present,  appears  to  be  the 
best  means  of  evaluating  the  athlete’s  heart  when 
underlying  pathology  is  to  be  ruled  out. 

Auscultatory  Changes 

A third  heart  sound  is  almost  a universal  finding  in 
well  trained  endurance  athletes,  with  some  50-75% 
also  exhibiting  a fourth  sound.  Also,  50-75%  of  the 
group  may  exhibit  an  innocent  systolic  flow  murmur, 
with  occasional  diastolic  venous  hums.  Again,  an 
echocardiogram  with  normal  mitral  valve  evaluation 
ensures  that  these  are  merely  adaptive  changes. 

ECG  Changes 

Voltage  criteria  for  LVH  is  extremely  common,  yet 
there  should  be  no  cause  found  for  such  changes  asfar 
as  hypertension,  aortic  stenosis  or  asymmetric  septal 
hypertrophy.  ST-T  changes  of  pathologic  LVH  are  not 
present  in  the  athlete’s  tracing.  Left  axis  deviation 
seen  in  pathologic  conditions  should  not  be  present  in 
the  endurance  trained  individual  who  may  in  fact 


Abnormal”  Is  Normal 


have  a slight  rightward  axis.  Early  re  polarization  ST 
changes  may  occur  in  the  athlete’s  ECG,  as  well  as 
peaked  or  biphasic  T-waves  and  Right  Bundle 
Branch  Block. 

Rhythm  alterations  normal  to  the  athlete  include 
almost  always  a sinus  bradycardia.  Occasionally 
junctional  bradycardia  and  various  sinus  ar- 
rhythmias can  occur.  First  degree  block,  char- 
acterized by  a long  P-R  interval,  is  felt  to  be  a normal 
variant  also. 

Ventricular  ectopic  beats  which  occur  at  rest,  often 
after  a hard  work-out,  and  disappear  with  activity, 
are  common.  Keeping  these  changes  in  mind,  which 
are  normal  for  the  endurance  athlete’s  heart,  the 
examiner  can  do  a great  service  to  the  cyclist,  runner, 
cross-country  skier  or  swimmer  by  not  labeling  him 
as  "abnormal”  and  inducing  a cardiac-cripple  syn- 
drome into  an  actually  extremely  fit  individual. 
When  doubt  exists,  an  echocardiogram  can  be  of  great 
benefit,  and  may  save  much  anguish  for  the  athlete 
and  his  family.  Remember,  for  the  endurance 
athlete’s  heart,  "abnormal”  may  be  normal.# 

Gelman  Named  to  Head  Allergists 

Lloyd  D.  Gelman,  MD,  Boulder  allergist,  has  been  named 
president  of  the  Colorado  Allergy  Society  for  a two  year  term, 
succeeding  Dr.  Alan  Wanderer.  Other  new  officers  are  Dr. 
Harold  Nelson,  vice  president,  and  Dr.  Constantine  Falliers, 
sec  retary-  trea  su  rer . 

Conger  Named  to  MacArthur  Foundation  Staff 

JohnJ.  Conger,  PhD,  former  vice  presidentfor  medical 
affairs,  medical  school  dean,  and  director  of  adolescent 
psychiatry  at  the  University  of  Colorado,  Denver,  has 
been  named  vice  president  and  director  of  health  pro- 
grams at  the  MacArthur  Foundation  of  Northbrook,  Il- 
linois. 

Conger  joined  the  University  of  Colorado  faculty  in 
1953,  coming  from  Indiana  University.  He  is  a 1943 
magna  cum  laude  graduate  of  Amherst  College,  and  re- 
ceived a doctorate  in  psychology  from  Yale  University  in 
1949. 

Conger  was  a fellow  of  the  Center  for  Advanced  Study 
in  the  Behavioral  Sciences,  Stanford,  California  in  1970 
and  1971,  and  in  1978  was  a visiting  scholar  at  the 
Institute  of  Human  Development,  University  of  California 
at  Berkeley. 

The  MacArthur  Foundation  is  an  independent,  private 
foundation  created  for  charitable  and  public  service  pur- 
poses by  the  late  insurance  executive,  john  D.  MacAr- 
thur, and  his  wife,  Catherine  T.  MacArthur. 
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Legislative  Seminar  A 
Success 

T'was  Memorial  Day  weekend 

Concentration  was  hard 

Physicians  and  senators 

Lowered  their  guard. 

Tempers  flared,  some  who  glared 

Found  their  hostilities  bared. 

Sharing  thoughts  and  notions 

Prevents  the  chaos  of  excess  emotions. 

Thirty-four  legislators  and  forty  physicians  plus  a 
liberal  sprinkling  of  spouses,  friends,  children,  and 
CMS  staff  spent  the  weekend  of  May  23-25  in  Vail. 
As  such  weekends  go,  the  initial  interfacing  was 
somewhat  stiff;  but  an  introductory  cocktail  party, 
followed  by  informal  dinner  groups,  and  in  some 
cases  disco  dancing,  helped  break  down  the  bar- 
riers. 

On  Saturday,  Dr.  William  M.  Robinson  key- 
noted the  meeting  with  his  speech  entitled,  "Are 
We  Spending  Too  Much  on  Health  Care?."  Three 
different  panels  made  up  of  both  physicians  and 
legislators  reacted  to  that  in  a variety  of  ways,  and  if 
nothing  else,  the  complexity  of  health  care  cost 
containment  became  evident.  Lunch  featured  a 
speech  on  "You  Have  A Duty  To  Stay  Healthy," 
followed  by  a demonstration  for  those  interested  in 
biofeedback  equipment  and  stress  management 
technics. 

The  gods  blew  hard  at  us  Saturday  afternoon,  and 
tennis  and  golf  were  difficult  but  possible  if  one 
didn't  mind  an  occasional  crashing  lodgepoie  pine. 
The  day  ended  with  a lovely  dinner,  an  original 
rendition  of  songs  from  /-/MS  Pinafore  with  words 
by  Senator  Hugh  Fowler  and  Dr.  Frank  Traylor,  and 
more  disco  dancing  for  the  brave.  The  video  tape 
produced  by  CMS's  own  Bill  Pierson  during  two  of 
the  panel  discussions  was  replayed  on  TV  at  1 1 that 
evening.  It  was  a fun  twist  for  the  panelists  to  see 
themselves  as  others  see  them. 

After  a big  Sunday  breakfast.  Dr.  Jack  Warren 
found  himself  moderating  the  wrap-up  session 
which  featured  the  Saturday  panel  ists  on  stage  and 
the  legislators  in  a VIP  section.  Tempers  flared  sev- 
eral times  over  the  subjects  of  HMO's  and  reim- 
bursement to  physicians.  The  Voluntary  Effort  to 
contai  n costs,  the  fai  lure  of  physicians  to  take  active 
roles  in  political  campaigns,  rationingof  healthcare 
wereall  discussed.  Somewherealongthe  way  "cost 
containment"  was  tossed  out  and  replaced  by  "cost 
effectiveness." 

The  evaluation  sheets  gave  the  seminar  good 


grades;  and  iftherewasa  standard  complaint,  itwas 
that  there  should  have  been  more  small-group  dis- 
cussion and  one-on-one  contact.  Valuable 
friendships  were  formed  -friendshipsthat  should  be 
of  great  assistance  in  legislative  sessions  to  come. 
That,  of  course,  was  the  number  one  reason  for 
hosting  the  weekend  - let's  be  sure  those  relation- 
ships remain  intact! 


new 

members 

Denver  Medical  Society:  Shane  Maa,  Gary  M. 
Miller,  Elizabeth  Ann  Saria,  Samuel  E.  Alexander, 
Jr.,  Russell  Buesing,  Larry  E.  De  Volid,  Pamela  Gal- 
lagher, James  E.  Geddes,  Victor  D.  Lopez,  Alan  R. 
Hopeman,  Clyde  M.  Burnham,  Eugene  S.  Farley,  Jr., 
Raymond  E.  Garrett,  Einda  A.  Burnham,  Stephen  R. 
Hoffenberg,  Jimmie  R.  Stone,  Christopher  S. 
Fletcher,  Ronald  D.  Franks. 

Mesa  County  Medical  Society:  Richard  A.  Janson, 
Frank  J.  Metzger. 

Arapahoe  County  Medical  Society:  William  W. 
Mears,  Thomas  T.  McCloskey,  William  G.  Stanley. 

Boulder  County  Medical  Society:  Victor  J. 
Thompson,  Mark  Daniel  Haimes,  Harlan  D.  Hib- 
bard. 

Clear  Creek  Valley  Medical  Society:  Stephen  E. 
Axelrod,  Russel  Broholm,  John  J.  Hopper,  Jr.,  Paul 
K.  Eewis,  Jr. 

Intermountain  Medical  Society:  Ronald  Jondry, 
Tom  Nevison. 

La  Plata  County  Medical  Society:  Henry  M.  Heller. 

Adams  County-Aurora  Medical  Society:  John  W. 
Kolmer. 

Las  Animas  County  Medical  Society:  Andro  P. 
Gagne,  Oscar  M.  Wilbur. 

Pueblo  County  Medical  Society:  Joseph  Guerin,  Jr., 
Alexander  Wm.  Williams,  Jr.,  William  D.  Hinsberg, 
Jr. 

Huerfano  County  Medical  Society:  Eeonce  G. 
Evans. 

Weld  County  Medical  Society:  John  R.  Steinbaugh. 
UCHSC  Student:  Thomas  Neil  Chisholm. 
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The  real  cancer  risks  in  Colorado 


John  W.  Berg,  MD,  Denver,  Colorado 


Since  these  figures  are  ten  years  old,  they  are  out  of 
date  in  many  ways.  Still  they  do  call  attention  to 
special  cancer  problems  of  importance  to  Colorado. 
They  are  superior  to  the  other  available  figures  that 
are  currently  being  used  in  discussions  and  planning 
and  it  will  probably  be  3 or  4 years  before  a full  set  of 
equally  reliable,  multi-year  data  on  incidence  can  be 
available  from  the  Colorado  Department  of  Health ’s 
new  cancer  incidence  collection  program. 

Introduction 

In  1975,  data  on  Colorado  cancer  incidence 
were  published  as  part  of  the  formal  report  of 
the  Third  National  Cancer  Survey  (TNCS)T 
The  other  survey  areas  were  Pittsburgh,  De- 
troit, Atlanta,  Birmingham,  Minneapolis-St. 
Paul,  Dallas-Fort  Worth,  San  Francisco- 
Oakland,  and  Iowa.  Rates  were  provided  for  the 
years  1969-1971  for  "all  races”,  "whites”,  and 
"blacks”.  Colorado  and  Iowa  showed  the  lowest 
cancer  rates.  This  was  because  only  those  two 
areas  contained  substantial  numbers  of  rural 
residents,  and  rural  residents  traditionally 
have  shown  1 ower  risks  than  urban  residents  for 
many  types  of  cancer,  lung  cancer,  breast  cancer 
and  bowel  cancer  in  particular.  Moreover  in 
Colorado  the  word  "white”  had  a different 
meaning  than  it  did  in  any  other  area:  it  in- 
cluded the  Hispanos  who,  by  maintaining  much 
of  their  own  ways,  also  maintained,  as  we  show 
here,  cancer  rates  lower  and  quite  different  by 
type  than  the  remainder  of  Colorado  residents. 

In  order  to  establish  priorities  for  the 
Colorado  Regional  Cancer  Center’s  efforts  in  all 
aspects  of  cancer  control  and  for  our  own  unit’s 
research  activities,  we  re-analyzed  the  TNCS 
data  for  Colorado  to  eliminate  these  biases.  The 
rates  that  we  want  to  compare  with  other  urban 
cancer  rates  are  those  for  urban,  non-Hispanic 
Colorado  residents.  Equally  important  we 
wanted  to  look  at  the  contrasts  among  the  var- 
ious Colorado  subpopulations:  metropolitan 
city  versus  other  residents,  and  Hispanos  ver- 
sus other  urban  and  non-urban  whites. 


Materials  and  Methods 

The  basic  data  tape  corresponded  to  that  used 
to  produce  the  final  TNCS  summaries  and  was 
kindly  furnished  by  tbe  National  Cancer  Insti- 
tute. Although  finer  divisions  are  possible  and 
may  have  their  purposes,  we  chose  to  contrast 
the  two-thirds  of  Colorado  residents  who  live 
within  "Standard  Metropolitan  Statistical 
Areas”  (SMSA’s)  with  all  residents  living  out- 
side the  SMSA’s  taken  together.  Had  the  non- 
SMSA  residents  shown  more  high  cancer  rates, 
there  would  have  been  more  reason  to  deter- 
mine if  these  high  rates  were  ascribed  to  resi- 
dents of  medium-size  cities,  small  towns,  or  to 
truly  rural  residents. 

Hispanos  were  identified  by  matching  sur- 
names on  a previous  tape  prepared  for  local  use 
by  Survey  staff  against  the  Census  list  used  to 
code  1970  case  material.  The  same  rules  for 
including  names  with  prefixes  or  suffixes  noton 
the  master  list  were  followed  to  the  best  of  my 
ability.  The  coding  could  not  exactly  match  the 
census  denominators  since  the  census  began 
with  information  on  language  and  coded  most 
people  as  Hispanos  on  the  basis  of  Spanish  lan- 
guage use.  However,  the  results  agree  so  closely 
with  study  of  other  Hispanic  groups  that  we 
believe  the  errors  must  be  very  small. 

To  compare  Colorado  rates  with  those  of  other 
areas  without  recalculating  all  the  other  rates, 
it  was  necessary  to  use  Colorado  rates 
standardized  to  the  7950  U.S.  population  by  di- 
rect age  adjustment.  Because  the  Hispanic 
populations  are  much  smaller,  direct  age  ad- 
justment is  not  a preferred  technic  and  instead 
the  observed  number  of  cancer  cases  in  the  His- 
panic subgroups  was  compared  with  the 
number  expected  if  at  each  age  the  group  had 
shown  the  cancer  rate  of  non-Hispanos  in  the 
SMSA’s.  A few  age-specific  comparisons  were 
made  where  the  number  of  cases  permitted,  and 
will  be  commented  upon. 

Total  rates,  rates  for  all  whites,  and  rates  for 
blacks  are  available  in  the  TNCS  report.  Blacks 
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in  Colorado  were  almost  all  SMSA  residents 
and  their  rates  have  been  taken  directly  from 
the  TNCS  report  and  compared  with  rates  from 
other  areas  and  with  the  Colorado  SMSA  rates. 
Information  is  presented  only  for  the  more 
common  cancer  sites  and  for  sites  of  particular 
epidemiologic  interest.  In  general,  sites  not  de- 
scribed showed  no  major  incidence  differences 
between  groups  or  between  Colorado  and  the 
other  TNCS  areas.  More  detailed  information 
on  specific  problems  will  be  furnished  on  re- 
quest if  we  have  it  or  can  generate  it  from  our 
data.  In  particular  we  have  calculated  the 
cancer  rates  for  Anglos  in  each  county.  (The 
rates  for  other  ethnic  groups  were  subject  to  too 
much  error  to  look  at  in  this  detail.)  Fuller  ta- 
bles on  statewide  rates  will  be  included  with  the 
reprints. 

Results 

For  general  orientation  Table  1 lists  some  of 
the  actual  counts  for  new  cancer  cases.  In  the  3 
years  a total  of  16,128  new  cancers  (excluding 
non-melanoma  skin  cancers)  were  diagnosed. 
The  primary  site  was  never  determined  for  498 
of  these.  As  elsewhere  in  the  U.S.,  four  sites 


provide  half  the  total  cancers:  breast,  large 
bowel,  lung,  and  prostate.  Control  of  these  four 
cancer  types  must  remain  the  priority  of  any 
cancer  program. 

A.  Cancer  in  non-Hispanic  white  resi- 
dents 

Table  1 also  presents  incidence  rates  for  the 
major  types  of  cancer  in  non-Spanish  whites  in 
the  Colorado  SMSA’s  and  compares  these  with 
the  composite  TNCS  rates.  Where  Colorado 
rates  are  high,  the  rank  among  the  9 TNCS 
areas  also  is  given.  (The  7 SMSA’s  in  Iowa  were 
considered  as  one  area  for  this  comparison). 

Overall,  the  Colorado  rates  were  4 per  cent 
below  the  average  for  the  TNCS.  Men  had  3 
particularly  large  deviations  from  the  national 
rates.  Lung  cancer  was  19  per  cent  below  the 
national  average,  well  below  the  rates  in  any 
other  metropolitan  population.  At  the  same 
time,  the  incidence  of  prostatic  cancer  was  28 
per  cent  above  the  TNCS  and  bladder  cancer  21 
per  cent  higher,  putting  the  Colorado  men  at  the 
highest  risks  reported  in  the  survey.  For  prosta- 
tic cancer,  the  rate  is  higher  than  any  rate  re- 
ported for  whites  in  the  latest  compendium  of 


TABLE  1 

Cancer  Cases  in  Colorado  with  Comparison  to  the  U.S.  Average  1969-1971 


RATES  IN  COLORADO  URBAN 
MEN 

NON-SPANISH 

WHITES 

WOMEN 

Average  Case  Count 
per  year  1970  (l) 

Rate  (2) 

Comparison  (3, 

Rank  (4) 

Rate  (2) 

Compar i son  (3) 

Rank  (4) 

Total 

5376 

289.2 

-4 

24.1 

-4 

Breast 

872 

0.5 

-30 

75.2 

+ 4 

3 

Bowe  1 

713 

37.2 

-15 

30.7 

-12 

Lung 

593 

52.3 

-19 

11.0 

-19 

Prostate 

57^ 

58.6 

+ 28 

1 

- 

B 1 adder 

276 

24.5 

+ 21 

1 

5.4 

+ 2 

Uterus  (5) 

213 

- 

20.6 

-7 

Leukem i a 

193 

9.9 

-13 

7.6 

+ 12 

3 

Pancreas 

180 

10.9 

+ 4 

6.3 

+ 2 

Lymphoma 

172 

10.1 

-1  1 

7.0 

-9 

(1)  All  Racial  and  Ethnic  groups.  1969-1971  counts  divided  by  3- 

(2)  Per  100,00  population,  age  adjusted  to  the  U.S.  1950  population. 

(3)  Percentage  above  or  below  the  overall  Third  National  Cancer  Survey  rate  (ref.l) 
(h)  Rank  among  the  9 metropolitan  populations  studied. 

(5)  Excluding  cervix.  Most  are  endometrial  carcinomas. 
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world  wide  incidence  rates.  Prostatic  cancer  in 
fact  was  more  common  than  lung  cancer  in 
terms  of  age-standardized  rates. 

Colorado  Anglo  men  showed  rates  more  than 
10  per  cent  below  the  national  TNCS  average 
for  oral  and  pharyngeal  cancers,  gastric  cancer, 
rectal  cancer,  lymphomas  and  leukemias.  They 
had  an  above  average  incidence  of  thju’oid 
cancer  (plus  32  per  cent,  3rd  among  9 metropoli- 
tan populations),  myeloma  (only  plus  12  per 
cent  but  ranking  2nd),  and  malanoma  (plus  28 
per  cent,  ranking  3rd). 

Colorado  women  ranked  first  in  the  TNCS 
only  for  one  site,  cancer  of  the  thyroid.  They  had 
33  per  cent  more  thyroid  cancer  than  the  TNCS 
average,  making  it  their  8th  most  common 
cancer.  Their  cancer  pattern  followed  that  of  the 
men  with  low  rates  for  lung  cancer,  gastric 
cancer  and  rectal  cancer  and  lymphomas 
though  not  for  bladder  cancer  or  leukemias.  In 
fact  their  leukemia  rate  though  only  12  per  cent 
above  the  TNCS  average  was  third  highest 
among  the  9 regions.  They  had  relatively  low 
rates  for  cervical  cancer  and  renal  cancer  and 
higher  than  average  rates  for  melanoma. 

B.  Metropolitan  vs.  Non -metropolitan  in- 
cidence 

Iowa  data  from  1950  showed  marked  dif- 
ferences between  urban  and  rural  cancer  rates 
with  cigarette  cancers  (lung,  larynx,  bladder, 
pancreas  and  oro-pharyngeal-esophageal)  as 
well  as  the  cancers  of  affluent  diet  (colon  and 
breast)  being  importantly  more  common  in 
cities.  While  there  were  still  differences  be- 
tween metropolitan  area  residents  and  others  in 
1970  in  Iowa,  the  amounts  of  the  differences 
were  much  less.  In  this  respect  Colorado  non- 
metro rates  looked  more  like  1950  than  1970 
non-metro  Iowa.  Colorado  non-metro  women 
showed  the  kind  of  large  deficits  of  breast  and 
colon  cancer  that  had  been  characteristic  of 
Iowa  in  the  earlier  survey.  Since  such  rural- 
urban  differences  are  felt  to  offer  major  clues  as 
to  etiology,  opportunities  for  study  exist  here 
that  have  all  but  disappeared  in  Iowa. 

Higher  rates  in  non-metro  areas  that  prob- 
ably are  real  existed  for  lip  cancer,  rectal  cancer 
(slight  but  reflecting  the  past  when  cancer  in 
the  lower  rectum  was  a rural  disease),  lym- 
phomas (small  but  consistent  excesses  in  both 
sexes),  and  leukemia  in  men,  a disease  with 
higher  risk  in  farmers  in  Iowa. 


C.  Cancer  in  Hispanic  - Americans 

In  general  cancers  were  reported  in  these 
people  substantially  less  often  than  in  other 
Colorado  whites  (Table  2).  The  total  overall 
relative  rate  in  men  of  58  per  cent  compared  to 
Anglo  men  is  identified  with  the  New  Mexico  (3) 
rate.  The  Colorado  rate  for  women  of  66  per  cent 
is  below  the  New  Mexico  relative  rate  of  77  per 
cent.  In  general  our  hispanic/non-hispanic 
ratios  for  specific  cancers  were  very  like  the 
New  Mexico  and  the  2 sets  of  Los  Angeles  (4) 
relative  rates.  Spanish-Americans  can  be  ex- 
pected to  have  incidence  rates  higher  than  other 
whites  for  biliary  cancer,  stomach  cancer,  cer- 
vix cancer,  penile  cancer,  and  possibly  kidney 
cancer.  The  relative  risks  for  this  last  cancer  in 
the  other  series  were  lower  than  we  found:  .75, 
1.10,  and  .60  for  men,  .84,  1.11,  and  1.04  for 
women.  Risks  more  or  less  equal  to  Anglo  risks 
were  found  in  Colorado  for  ovarian  cancer 
(though  the  L.A.  rates  were  .55  and  .67), 
leukemia,  and  pancreatic  cancer.  Otherwise  the 
age-adjusted  risks  for  cancer  in  the  Spanish  are 
half  or  less  what  they  are  for  the  Anglos  (2/3  for 
prostatic  cancer).  Within  these  low  rates  a small 
metro/ non -metro  gradient  is  seen  for  male  lung 
cancer,  breast  cancer,  and  prostatic  cancer 
among  the  more  common  cancers. 

TABLE  2 

Relative  Risks  for  Cancers  in  Colorado  Hispanics 
Compared  to  Non-Hispanic  Whites  (Comparison  Group 


rates=  100?;  Urban  and 

Rural  Values 
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Prostate 
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When  differences  in  cancer  risks  are  due  to 
cultural  factors,  this  often  shows  up  in  age- 
specific  comparisons.  For  instance  when 
Japanese  came  to  the  United  States,  they 
rapidly  increased  their  bowel  cancer  risk  and 
gradually  lost  their  stomach  cancer  risk.  The 
differences  between  Japanese  migrants  and 
other  Americans  are  greatest  among  the  oldest 
age  groups,  partly  because  the  older  migrants 
may  have  left  Japan  later  in  life,  partly  because 
they  maintained  more  of  their  traditional 
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Japanese  life  style  in  Hawaii  or  California  than 
did  the  Japanese  who  migrated  earlier  in  life. 
Similarly  in  the  TNCS,  older  blacks  had  bowel 
cancer  rates  well  below  those  in  the  white  popu- 
lation but  blacks  under  55  years  of  age  had  more 
bowel  cancer  than  whites  of  the  same  age. 
Presumably  the  younger  group  had  adopted  the 
white  life  style  and  diet  more  completely.  In  the 
present  study  it  was  expected  that  younger  His- 
panos  would  have  cancer  rates  more  like  those 
of  the  other  whites.  This  was  not  the  case.  The 
young  and  the  old  both  showed  the  same  kind  of 
differences.  If  any  group  was  different  it  was  the 
middle  aged  group  (55-64).  But  it  is  hard  to 
make  sense  of  the  differences:  sometimes  their 
rates  were  more  like  the  other  whites  but 
equally  often  they  were  even  more  different. 
The  one  tentative  conclusion  one  might  draw 
from  looking  at  the  age-specific  rates  is  that 
heredity  may  play  more  of  a part  in  the  Hispano 
non-Hispano  differences  than  hitherto  ex- 
pected. Otherwise  there  should  have  been  some 
coming  together  of  the  incidence  rates  in 
younger  whites. 

D.  Cancer  Rates  in  Colorado  Blacks 

Table  3 presents  some  incidence  rates  for 
Colorado  blacks.  In  general  the  rates  arise  out  of 
both  the  characteristics  of  the  general  TNCS 
black  rates  and  the  special  characteristics  of 
Colorado  urban  rates.  The  excess  of  prostate 
cancer  in  both  groups  made  the  Colorado  black 
rates  by  far  the  highest  ever  reported  in  any 
population.  Lung  cancer  rates  are  as  high  as  the 
average  for  blacks  who  did  not  share  the  lower 
rate  of  other  Colorado  metro  men.  These  two 
sites  are  largely  responsible  for  the  high  total 
rates  for  black  males.  By  contrast  the  total  inci- 
dence for  black  women  is  almost  as  low  as  for 
white  SMSA  residents  in  Colorado.  It  is  worth 
noting  that  bladder  cancer  in  men  and  thyroid 
cancer  in  women  about  equal  the  high  rates  for 
Colorado  metro  whites  although  black  rates  for 
these  cancers  generally  are  fairly  low.  As  seen 
for  blacks  generally,  stomach  cancer,  myeloma, 
esophageal  cancer,  and  cervical  cancer  all  are 
more  common  in  Colorado  blacks  than  whites. 

Comment 

Although  in  Colorado  as  elsewhere  in  the 
country,  bowel,  breast,  lung  and  prostatic 
cancer  made  up  half  of  all  cancers  of  known 


TABLE  3 

Relative  Risks  (comparison  group  = 100%) 
for  Cancers  in  Colorado  Blacks  Compared  with  Blacks 
in  Other  Areas  and  Colorado  Urban  Non-Hispanic  Whites 
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111% 
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origin,  Colorado  differed  in  its  lower  lung 
cancer  rates  and  higher  prostatic  cancer  rate, 
especially  among  metropolitan  residents.  Un- 
fortunately, it  appears  as  if  the  bad  part  of  this 
picture  has  been  maintained  but  the  good  part 
lost.  In  the  absence  of  incidence  rates  for  the 
mid-1970’s,  we  estimated  the  trends  in  major 
cancers  from  relative  frequency  changes.  Bowel 
cancer  was  used  as  a standard,  since  its  inci- 
dence has  remained  quite  stable  in  most  areas  of 
the  U.S.  for  many  years.  By  1976  it  appeared 
that  lung  cancer  in  Colorado  was  as  common  as 
it  was  elsewhere  in  the  U.S.:  rates  had  risen  45 
per  cent  in  men  and  62  per  cent  in  women  over 
the  TNCS  rates.  Breast  cancer  was  up  20  per 
cent.  Some  of  this  rise  might  have  been  due  to 
more  silent  cancers  being  found  by  mammog- 
raphy but  the  trend  is  being  seen  even  in  areas 
of  the  U.S.  where  mammography  use  is  not 
common.  Prostatic  cancer  was  also  increased  by 
20  per  cent,  insuring  that  Colorado  would  main- 
tain its  lead  in  incidence.  Leukemia  was  up  50 
per  cent  in  men  and  25  per  cent  in  women. 
Endometrial  cancer  rose  rapidly  in  incidence 
until  1975  when  it  was  almost  twice  as  common 
as  in  1970  and  then  decreased.  This  trend  ac- 
cords with  national  trends  and  the  common  use 
of  estrogen  for  menopausal  symptoms  until  the 
early  reports  of  cancer  risk  led  to  decreases  in 
frequency  and  amount  of  drug  prescribed.  Un- 
fortunately, the  withdrawal  of  funds  for  support 
of  the  epidemiology  program  has  precluded  us 
from  updating  these  results  or  studying  the 
changes  of  interest.  Our  activities  now  are 
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limited  to  a grant-supported  study  of  rare  can- 
cers but  the  Colorado  Department  of  Health  has 
reinstituted  incidence  studies  as  mentioned 
above  so  that  within  a reasonable  time  current 
information  on  Colorado  cancers  will  be  avail- 
able. 

Summary 

When  Colorado  cancer  rates  for  1969-1971 
are  looked  at  by  ethnic  group  and  place  of  resi- 
dence, patterns  appear  that  were  not  visible  in 
the  overall  figures.  Black  men  had  very  high 
rates,  especially  for  prostatic  and  lung  cancer. 
Hispanos  generally  had  very  low  rates  despite 


high  rates  for  gastric,  biliary,  and  cervical 
cancer.  Urban  non-Hispanic  white  men  had  the 
highest  rates  reported  in  whites  for  prostatic 
and  bladder  cancer  but  rates  as  low  as  rural 
residents  for  lung  cancer.  Urban  white  non- 
Hispanic  women  had  high  rates  for  thyroid 
cancer.  These  special  risks  plus  the  expected 
commonness  of  bowel  and  breast  cancer  estab- 
lish the  priorities  for  cancer  control  programs 
and  for  our  unit’s  research  efforts.  • 

Dr,  Berg  is  Associate  Director  for  Epidemiology  and  Statistics,  Colorado  Regional  Cancer 
Center.  Supported  by  Grant  No.  CA  17060-03  awarded  by  the  National  Cancer  Institute 
The  original  data  were  collected  by  the  State  Cancer  Registry,  Colorado  Dept,  of  Health 
under  an  NCI  contract  and  were  edited  into  final  form  by  the  Registry  and  NCI  staff. 
Address  for  reprints:  Department  of  Pathology.  University  of  Colorado.  4200  E.  9th 
Avenue.  Denver,  Colorado  80262. 
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Sharp  Named  to  Arthritis  Center 


John  Sharp,  MD,  nationally  known  clinician,  teacher, 
and  researcher  in  the  field  of  arthritis  and  rheumatic 
disease,  has  been  named  to  be  Director  of  the  joe  and 
Betty  Alpert  Arthritis  Treatment  Center. 

In  addition.  Dr.  Sharp  will  direct  a clinical  arthritis 
research  program. 

Dr.  Sharp  received  his  MD  from  Columbia  University, 
New  York;  he  interned  at  Presbyterian  Hospital,  New 
York,  and  completed  his  residency  at  Mary  Hitchcock 
Hospital,  Hanover,  New  Hampshire,  and  served  a clini- 
cal fellowship  at  Massachusetts  General  Hospital  in  Bos- 
ton. 

From  October  1 976  unti  I recently  he  served  as  Chief  of 
Medical  Services  for  the  Veterans'  Administration  Hos- 
pital at  Danville,  Illinois,  and  as  Professor  of  Medicine  at 
the  University  of  Illinois,  Champaign-Urbana. 

McGlone  Heads  Geriatricians 

Frank  B.  McGlone,  MD,  has  been  named  president- 
elect of  the  American  Geriatrics  Society.  Dr.  McGlone  is 
executive  director  of  the  Medical  Care  and  Research 
Foundation  in  Denver,  and  recently  was  named  to  the 
new  position. 
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Physician  Placement/Recruitment 


what's  happening  to  physician  placement/ 
recruitment  efforts  in  Colorado?  That's  a question 
that  isdifficuittoanswer,  fora  number  of  reasons:  1 ) 
those  newly-graduated  family  practice  physicians 
may  choose  to  go  to  an  area  for  a time,  but  soon 
change  their  mind  about  specialty  practice  or  about 
the  area  in  which  they  commenced  their  practice, 
and  move;  2)  those  who  set  up  practice  in  some 
rural  areas  are  finding  that  the  job  of  acceptance  in 
an  area  is  largely  a question  of  "turf,"  (to  use  a 
big-city  term)  and  whether  the  new  physician  is 
allowed  to  enter  a practice  area  of  some  estabi  ished 
physician;  3)  many  of  the  new  physicians  are  find- 
ing that  their  interests  are  more  in  earnings  than 
services  needed  or  services  rendered,  and  are  opt- 
ing for  specialty  practice  which  they  feel  will  pro- 
duce higher  income,  and  it  does  take  money  to  run 
a practice  today,  no  matter  where  you  are. 

So  what  is  the  case  for  physician  placement  in 
rural  areas  of  Colorado  (or  elsewhere)?  Colorado 
Medical  Society  is  doi  ng  what  it  can  to  aid  in  physi- 
cian recruitment  and/or  placement.  CMS  computer 
files  now  contain  1 78  entries  for  physicians  seeking 
practice  opportunities  in  Colorado,  and  25  entries 
for  positions  available.  At  least  75  per  cent  of  the 
inquiries  for  physicians  are  out-of-state  practition- 
ers, and  approximately  60  per  cent  of  those  indi- 
viduals will  not  be  available  until  1981  and  1982. 
Requests  for  locum  tenens  are  increasing,  as  well  as 
requests  for  part-time  openings.  The  CMS  Division 
of  Socio-Economics  has  placed  two  full-time  physi- 
cians in  the  Denver  area  since  May  1,  1980,  and 
one  part-time,  also  in  Denver.  The  rural  needs  re- 
main a key  emphasis,  and  the  goal  of  the  CMS  staff 
isto  place  at  leastone  rural  practitioner  in  Colorado 
by  September  1,  1980. 

The  Governor's  Office  and  Rural  Health  are 
working,  full-time,  to  help  satisfy  the  medical  and 
health-care  delivery  meeds  of  all  Colorado.  Most 
recently,  a non-profit  corporation  has  been  formed 
under  the  name  of  "The  Colorado  Rural  Health 
Recruitment  and  Manpower  Consortium."  In  its 
early  organizational  efforts,  the  consortium  has 
been  in  contact  with  chambers  of  commerce,  busi- 
ness and  community  leaders,  township,  city  and 
county  government  officials,  assessing  the  needs  of 
these  people  and  the  areas.  They  are  also  soliciting 
further  support  and  involvement  by  the  various 
business,  government,  social  and  public  leaders  in 
the  consortium  efforts.  We'll  see  more  i n the  way  of 
activity  by  the  recruitment  consortium,  now  that  it  is 
a corporate  entity  and  qualified  to  accept  funds  for 
operation.  If  anyone  would  like  more  information 
about  the  consortium  for  recruitment  and  place- 
ment, contact  Board  member  Joyce  Kriewald  in  the 
Governor's  Office  of  Rural  Health  at  the  state 


Capitol. 

In  Colorado,  si  nee  the  first  class  of  family  practice 
physicians  was  graduated  (1 975),  there  have  been  a 
total  of  1 05  FPs  go  into  practice.  Of  this  number,  63 
per  cent  are  sti  II  in  Colorado,  28  per  cent  are  prac- 
ticing in  rural  Colorado  and  22  per  cent  are  prac- 
ticing in  rural  areas  of  other  states.  Of  the  total  (1 05), 
49  per  cent  are  practicing  in  rural  communities,  and 
of  those  who  remained  in  Colorado,  44  percent  are 
practicing  in  rural  areas  or  communities.  Of  those 
who  are  completing  residency  training  this  year 
(32),  1 0 are  moving  out  to  rural  areas  of  Colorado, 
and  1 0 others  did  not  know  (in  late  May)  what  they 
would  do.  In  Colorado  there  are  2 of  these  doctors 
planning  on  locating  in  Colbran,  2 in  Lajara,  2 in 
Mancos,  and  one  in  Sterling.  Interestingly  enough, 
the  doctor  in  Sterling  is  Bob  Marlow,  who  is  a 
member  of  the  Board  of  Directors  of  the  Colorado 
Academy  of  Family  Practice. 

Since  October  of  1 979  the  activities  and  plans  of 
two  Colorado  FPs  have  been  followed  and  rather 
well  publicized  by  a variety  of  people  and  news 
agencies.  Why?  Because  these  two,  who  finished 
their  residency  in  June,  announced  plans  late  last 
year  to  set  up  practice  in  the  town  of  Mancos, 
Colorado.  Their  plan  was  announced,  in  fact,  in  the 
Mancos  Times-Tribune,  on  the  front  page  of  the 
October  4,  1979,  edition:  "DOCTORS  PLANNING 
PRACTICE  IN  MANCOS."  And,  the  pair  have  been 
making  news  ever  since.  COLORADO  MEDICINE 
looked  into  the  situation  to  see  if  this  was  a story  of 
particular  interest,  or  if  it  was  typical  of  the  state  of 
Colorado's  rural  medicine. 

The  Mancos  Times-T ribune  story  in  October  said 
"Two  young  doctors  are  negotiating  with  the  Man- 
cos Valley  Development  Company  and  arewishing 
to  move  to  Mancos."  The  story  went  on  to  say  that 
the  two  doctors,  Kent  R.  Aiken  and  Richard  G. 
Marek,  jr.,  were  to  complete  their  three  years  of 
residency  in  family  practice  in  June  of  1980  and 
would  become  state  board  certified  by  July  and 
wanted  to  be  in  Mancos  by  that  month.  It  was 
further  reported  that  "This  isthe  third  visit  they  have 
made  to  Mancos  and  have  committed  themselves  to 
move  here.  The  men  and  their  wives  have  fallen  in 
love  with  the  area  and  are  desiring  to  go  into  a 
lease-purchase  contract  with  the  development 
company  on  the  Mancos  Clinic." 

A person  has  to  read  into  the  story  very  little  to 
find  that  this  is  NOT  the  typical  rural  doctoring 
story.  First  of  all,  the  town  of  Mancos,  located  in  the 
southwestern  corner  of  Colorado  in  Montezuma 
County,  had  a clinic.  The  clinic  was  the  product  of 
an  earlier  town  development  project  which  did  not 
pan  out.  Secondly,  two  young  doctors  had  it  in  their 
minds  to  settle  in  just  such  an  area,  came  looking 
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and  found  what  they  wanted. 

Just  what  are  the  factors  which  influence  a physi- 
cian to  set  up  or  assume  a practice  in  a rural  area? 
They  are  many  . . . but  high  on  the  I ist  has  to  be  the 
attitude  of  the  doctor  about  rural  community  life, 
the  remoteness  of  an  area  from  urban  centers,  de- 
termination to  make  the  best  of  a situation  despite 
havingto  reshape  his  personal  lifetodoso.  Looking 
back  into  the  attitudes  of  the  two  doctors  who  are 
going  to  Mancos,  Dr.  Richard  Marek  was  born  in 
Albuquerque,  New  Mexico,  and  spent  a majority  of 
his  childhood  in  Carlsbad,  N.M.  His  undergraduate 
studies  were  completed  at  the  United  States  Air 
Force  Academy  and  the  U niversity  of  New  Mexico, 
where  he  also  attended  medical  school.  Dr.  Marek 
elected  to  do  his  residency  in  Pueblo  primarily,  he 
says,  because  of  the  community  size.  Marek  said  “I 
knew  I wanted  toeventually  end  up  ina  small  town, 
and  Pueblo  provided  a perfect  intermediate  step 
between  a medical  school  practice  and  a true  rural 
practice.”  Marek  added:  “We,  my  wife  and  I,  have 
chosen  Mancos  as  a practice  site  for  a variety  of 
nonspecific  reasons.  We  love  the  area.  The  people 
are  self  reliant,  friendly,  and  in  need  of  local  medi- 
cal care.  Mancos  is  reasonably  dose  to  our  respec- 
tive homes,  and  very  close  to  skiing,  hiking,  etc.” 
Dr.  Kent  Aiken,  on  the  other  hand,  was  born  in 
Uniontown,  Pennsylvania,  and  he  grew  up  in  Pitts- 
burgh. He  graduated  from  Hahnemann  Medical 
College  in  Philadelphia  and  then  moved  west.  Dr. 
Aiken  adds,  "I  did  not  feel  comfortable  in  the  im- 
personal, crowded,  fast-paced  cities  in  the  east,  and 
have  found  the  open,  relatively  unspoiled  coun- 
tryside and  the  friendly,  caring  attitude  of  the 
people  here  much  more  to  my  liking.  My  wife 
shares  these  sentiments,  which  is  of  course  an  im- 
portant factor  in  our  decision  to  remain  in 
Colorado.  We  have  chosen  to  move  to  Mancos 
becausethere  seems  to  be  a real  need  for  physicians 
there,  the  people  have  demonstrated  a genuine 
interest  in  us,  and  because  it  provides  a rural,  ag- 
ricultural setting  in  which  my  wife  and  I can  pursue 
the  many  outdoor  activities  we  enjoy.” 

in  Mancos,  in  January,  1980,  a shareholder's 
meeting  of  the  Mancos  Valley  Development  Com- 
pany attracted  over  1,200  stockholders,  either  in 
person  or  by  proxy,  and  the  body  gave  over- 
whelming approval  of  the  proposed  lease  on  the 
Mancos  Medical  Clinic  to  Drs.  Richard  Marek  and 
Kent  Aiken.  The  Directors  of  the  company  encour- 
aged residents  to  invest  in  the  company.  Stock  was 
for  sale  at  $ 1 0 per  share  and  $25,000  was  needed  to 
clear  up  back  indebtedness,  which  included  back 


interest  on  loans  and  back  taxes  on  the  property.  As 
the  Mancos  Times-Tribune  story  said,  "The  com- 
munity has  had  a struggle  making  this  dream  come 
true,  however,  it  appears  at  this  time  that  help  is 
definitely  on  the  way  as  Drs.  Marek  and  Aiken  are 
eager  to  move  to  our  rural  community.  They  have 
visited  on  several  occasions  with  their  wives  who 
are  just  as  excited  and  eager  to  move  here  as  their 
husbands.  They  are  aware  of  the  needs,  and  of  the 
problems  of  the  area  and  are  still  wanting  to  make 
their  homes  here,  according  to  those  who  have 
worked  closely  with  them  over  the  past  year.” 

The  Mancos  Clinic  was  built  at  a cost  of  some 
$110,000  and  is  about  five  years  old.  It  was  first 
occupied  by  a young  Canadian  doctor,  Harold 
Bryan,  but  Mancos  residents  don't  feel  that  Dr. 
Bryan  or  his  wife  and  two  children  were  happy  in 
the  area.  The  Bryans  gave  up  the  clinic  practice  in 
less  than  a year.  Next  came  a doctor  from  Dolores 
who  operated  the  clinic  for  two  years.  The  practice 
and  the  lease  were  given  up  for  personal  reasons, 
not  having  to  do  with  the  practice.  Then  followed  a 
period  in  which  the  clinic  was  opened  only  on  an 
emergency  basis,  and  staffed  by  a physician's 
assistant.  The  clinic  has  been  closed  for  the  past 
year. 

At  last  report,  both  new  physicians  have  taken  up 
residence  in  Mancos.  They  will  have  taken  their 
state  board  certification,  and  now  plan  on  having 
the  clinic  open  on  a regular  basis  by  the  first  week  in 
August.  Recently,  the  Mancos  chapter  of  the  Busi- 
ness and  Professional  Women  hosted  a reception 
for  the  doctors  and  their  wives.  The  reception  was 
very  well  attended,  and  everyone  in  the  Mancos 
area  is  looking  forward  to  the  new  residents;  they 
feel  that  the  new  families  will  fit  in  quite  easily. 
There  were  concerns  about  income  requirements  of 
two  doctors,  however  it  is  believed  that  the  doctors 
havetheir  plans  well  made:  The  two  physicians  will 
have  a schedule  of  days  on  call,  and  both  plan  on 
extra  work  i n area  emergency  fad  I ities  to  help  offset 
the  costly  days  of  establishing  themselves.  Dr. 
Aiken  has  been  working  recently  with  Dr.  Gerald 
Howe  in  the  Cortez  hospital,  finishing  up  his  resi- 
dency training  during  June. 

The  town  of  Mancos,  according  to  the  latest  cen- 
sus, had  a population  of  900,  but  the  clinic  will 
serve  a rural  area  of  over  2,300  residents.  The  clinic 
is  well  equipped,  and  is  well  situated  on  the  high- 
way bypass,  but  is  quite  accessible  and  has  ample 
parking.  The  clinic  is  just  1 7 miles  from  the  Cortez 
hospital. 
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The  ongoing  problem  of  how  to  put  the  elements 
of  readability  - cadence,  balance  and  phrasing,  and 
vigor  - into  scientific  writing  has  been  addressed  by 
a recently  acquired  volume  in  the  Denver  Medical 
Society  Library  - "Dx  + Rx  - A physician's  Guide  to 
Medical  Writing"  by  John  H.  Dirckx,  MD. 

Dr.  Dirckx  delivers  a strong  case  for  considered 
and  clear  language  and  those  matters  which  go 
together  to  constitute  style.  The  volume  is  heartily 
recommended  by  the  editors  of  Colorado  Medicine 
for  its  contributions  to  clarity  and  precision  of 
thought. 

Dx  + Rx,  A Physician's  Guide  to  Medical  Writing, 
John  H.  Dirckx,  MD,  G.K.  Hall  and  Co.,  Medical 
Publications  Division,  Boston,  Massachusetts, 
$12.95. 

In  the  May  Colorado  Medicine,  details  of  the 
Central  Colorado  Library  Systems  Courier  service 
were  given.  That  issue  indicated  the  June  issue 
would  provide  information  for  physicians  not 
served  by  the  Central  Colorado  system. 

To  achieve  access  to  the  resources  of  the  Denver 
Medical  Society,  physicians  may  use  a free  in- 
WATS  line  (1-800-332-4150)  which  reaches  the 
Library.  Requests  for  needed  materials  can  then  be 
made  to  the  librarian  who  will  do  one  of  several 
things. 

If  the  content  of  a particular  article  or  textbook 
must  be  known  immediately,  key  sections  can  be 
read  over  the  phone. 

If  there  is  more  time,  a photocopy  will  be  made 
and  mailed  within  twenty-four  hours  of  receiving 
the  request. 

Additionally,  a MEDLINE  search  can  be  re- 
quested by  phone.  The  print-out  of  the  search  (list  of 
references)  can  either  be  mai  led  to  the  physician,  or 
the  librarian  can  place  a phone  call  to  the  physi- 
cian, and  read  to  him  the  titles  of  the  articles  iden- 
tified in  the  search. 

In  memory  of  the  late  Dr.  Harry  Whitaker,  who 
died  January  5,  1979  attheageof  96,  a subscription 
to  The  American  Journal  of  Otolaryngology  has 
been  made  to  the  Denver  Medical  Society  Library 
by  the  Colorado  Otolaryngologic  Maxi  llofacial  So- 
ciety. 

The  attention  of  those  who  practice  running  and 
jogging  for  exercise  and  of  those  who  may  be  re- 


quired to  deal  medically  with  injuries  stemming 
from  such  activity  is  directed  to  a current  sym- 
posium carried  in  the  March/April  1980  issue  ofThe 
American  journal  of  Sports  Medicine,  official  pub- 
lication of  the  American  Orthopaedic  Society  for 
Sports  Medicine. 

This  symposium  carries  articles  on  Runner's  in- 
juries by  William  G.  Clancy,  Jr.,  MD;  Environ- 
mental Factors  in  Running  by  William  B.  Smith, 
MD,  which  covers  altitude  problems  in  running; 
Running  Footwear  by  David  Drez,  MD,  and  the 
problem  of  Chronic  Leg  Pain  by  Don  E.  Detmer, 
MD. 


book 

comer 


PHARMACOLOGY 

Merck  Index/An  Encyclopedia  of  Chemicals  and  Drugs.  9th  ed. 

Rahway,  N.J.,  Merck  and  Company,  1976.  1952  p.  $1 8.00. 

PATHOLOGY 

Cancer  Treatment:  Charles  M.  Haskell,  ed.  Philadelphia,  Saun- 
ders, 1980.  1 133  p. 

MEDICAL  PROEESSION 

Abbreviations  in  Medicine:  Edwin  B.  Steen.  4th  ed.  London, 
Balliere  Tindall,  1978.  1 36  p.  $8.95. 

Conference  on  Credentialing  of  Health  Manpower  and  The 
Public  Interest:  Anne  R.  Warner.  New  York,  National  Health 
Council,  1978.  69  p 

Health  Care  Issues:  Physician  and  Public  Attitudes:  American 
Medical  Association.  Center  for  Health  Services  Research  and 
Development.  Chicago,  A.M.A.,  1979.  98  p. 

Health  Careers  Guidebook:  U.S.  Department  of  Labor.  4th  ed. 
Washington,  D.C.,  G.P.O.,  1979.  221  p. 

The  Impaired  Physician:  American  Medical  Association. 
Chicago,  A.M.A.,  1978.  96  p. 

Medical  Technology:  National  Center  for  Health  Services  Re- 
search. Hyattsville,  Md.,  Dept.  H.E.W.,  1979.  120  p. 

Medical  Technology.  The  Culprit  Behind  Health  Care  Costs? 
Proceedings  of  1977  Sun  Valley  Forum  on  National  Health. 
Stuart  H.  Altman,  ed.  Hyattsville,  Md.,  U.S.  Dept,  of  H.E.W., 

1977.  306  p. 

Modem  Legal  Medicine,  Psychiatry  and  Forensic  Science: 

William  T.  Curran  and  others.  Philadelphia,  Davis,  1 980.  1 310 
P- 

National  Health  Practitioner  Program  Profile  1979-80:  Asso- 
ciation of  Physician  Assistant  Programs.  4th  ed.  Arlington,  Va., 

1978.  1 38  p.  $7.50. 

1978  Colorado  Physicians  (D.O.):  Colorado  Department  of 
Health.  Denver,  Colorado  Department  of  Health,  1980.  18  p. 
Gift. 

Sharing  Health  Care  Costs:  Brian  Abel-Smith.  U.S.  Department 
H.E.W.,  1980. 

New  Directions  in  Public  Health  Care:  Cotton  M.  Lindsay  and 
others,  ed.  3rd  ed.  San  Francisco,  California,  1980.  290  p. 
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PUBLIC  HEALTH 

Colorado  Vital  Statistics  1 978:  Colorado  Department  of  Health. 
Denver,  Colorado,  Colorado  Department  of  Health,  1 979.  36  p. 
Gift. 

Disease  Prevention  and  Health  Promotion,  Report  of  the  De- 
partmental Task  Forceon  Prevention.  Washington,  D.C.,  Public 
Health  Service,  1979.  203  p. 

Health  of  the  Disadvantaged:  Chart  Book:  Tony  Hausner. 
Hyattsville,  Md.,  U.S.  Department  of  Health,  Education,  and 
Welfare,  1977.  98  p. 

Preventing  Disease/Promoting  Health:  Objectives  for  the  Na- 
tion: U.S.  Department  of  Health,  Education  and  Welfare. 
Washington,  D.C.,  Department  of  H.E.W.,  1 979.  1 1 8 p. 

PRACTICE  OF  MEDICINE 

Holistic  Medicine:  Kenneth  R.  Pelletier.  New  York,  Delacorte 
Press,  1979.  330  p.  $10.00. 

Fever:  lames  M.  Upton,  ed.  New  York,  Raven  Press,  1 980.  263  p. 
$27.50. 

METABOLIC  DISEASES 

Metabolic  Contrl  and  Disease:  Philip  K.  Bondy  and  Leon  E. 
Rosenberg.  8th  ed.  Philadelphia,  Saunders,  1980.  1870  p. 
$75.00. 

MUSCULOSKELETAL  SYSTEM 

Head  Injury:  Louis  Bakay  and  Franz  E.  Glasauer.  Boston,  Little, 
Brown,  1 980.  445  p. 

Metabolic,  Degenerative,  and  Inflammatory  Diseases  of  Bones 
and  joints:  Henry  L.  )affe.  Philadelphia,  Lea  and  Febiger,  1 972. 
1101  p.  Gift. 

Total  Hip  Replacement:  Malcolm  layson,  ed.  Philadelphia,  Lip- 
pincott,  1972.  152  p.  Gift. 


The  Orthopaedic  Traction  Manual:  Andrew  F.  Brooker.  Balti- 
more, Williams  and  Wilkins,  1980.  1 10  p. 

Tumors  of  the  Head  and  Neck:  |ohn  G.  Batsakis.  2nd  ed.  Balti- 
more, Williams  and  Wilkins,  1 979.  573  p.  $46.00. 

CARDIOVASCULAR  SYSTEM 

Pulmonary  Embolism:  Walter  G.  Wolfe  and  David  C.  Sabiston. 
Philadelphia,  Saunders,  1980.  1 80  p.  (Major  problems  in  clinical 
surgery,  v.  25) 

Stress  and  the  Major  Cardiovascular  Disorders:  Robert  S.  Eliot. 
Mount  Kisco,  N.Y.,  1979.  1 76  p. 

GASTROINTESTINAL  SYSTEM 

Gastrointestinal  Surgery:  |ohn  S.  Najarian  and  John  P.  Delaney. 
Chicago,  Year  Book,  1979.  724  p.  $43.50. 

UROGENITAL  SYSTEM 

Cancer  of  the  Genitourinary  Tract:  Douglas  E.  lohnson  and 
Melvin  L.  Samuels,  ed.  New  York,  Raven  Press,  1979.  320  p. 

ENDOCRINE  SYSTEM 

The  Adrenal  Cortex:  Don  H.  Nelson.  Philadelphia,  Saunders, 
1980.  281  p.  (Major  Problems  in  Internal  Medicine,  v.  I 8) 

NERVOUS  SYSTEM 

Headache:  Neil  H.  Raskin.  Philadelphia,  Saunders,  1 980.  244  p. 
(Major  problems  in  internal  medicine,  v.  19) 

Management  of  Peripheral  Nerve  Problems:  George  E.  Omer,  |r. 
and  Martin  Spinner.  Philadelphia,  Saunders,  1980.  1034  p. 
$65.00. 

Therapeutics  in  Neurology:  Donald  Caine.  Oxford,  Blackwell, 
1975.  328  p.  $33.00. 


CMS  Physician  Health  And  Rehabilitation  Committee 
Seeks  Interested  Members 

Behind  heart  disease,  drug  abuse  is  the  number  one  killer  of  males  in  the  United  States.  And  it's 
estimated  that  approximately  ten  percent  of  each  profession  has  a chemical  impairment  problem. 

Statistically,  that  would  mean  that  some  400  Colorado  Medical  Society  members  arc  so  affected. 

About  a year  and  a half  ago,  fhe  CMS  Board  of  Trustees  established  a committee  to  develoj)  a 
program  for  impaired  physicians.  The  CMS  Physician  Health  and  Rehabilitation  Committee  has  been 
looking  at  the  methods  and  results  of  other  state  medical  society  programs  and,  on  |uly  26,  will  hold  the 
first  of  many  training  sessions  to  be  offered  statewide  for  members  interested  in  becoming  advocates  — 
those  who  become  personally  involved  in  aiding  chemically-impaired  physicians. 

All  interested  members  are  invited  to  participate  in  the  training  program  because,  according  to  the 
CMS  PH&R  committee  members,  physicians  impaired  by  alcohol  or  drug  abuse  fare  much  better  when 
help  is  given  by  peers,  if  not  by  friends  or  family. 

The  session  will  be  led  by  Dr.  |ohn  S.  Avery,  chairman  of  the  Committee. 

Statistics  on  physician  impairment  in  Colorado  show  that,  in  the  year  between  )uly  I 977  and  luly 
1978,  the  State  Board  of  Medical  Examiners  took  action  against  four  physicians  found  to  be  offering 
poor  quality  care  as  a result  of  impairment.  Three  had  licenses  restricted  or  revoked  for  drug  abuse;  the 
fourth,  for  alcohol  abuse. 

By  September,  the  committee  hopes  to  have  been  directly  involved  in  assisting  at  least  one 
chemically  impaired  physician.  The  committee  will  accept  referrals  from  all  concerned  persons. 

The  name  of  a physician  may  be  referred  to  the  committee  with  the  confidence  that,  before  any 
formal  intervention  is  begun,  there  will  be  careful  investigation  and  verification  of  impairment.  The 
privacy  and  dignity  of  the  referred  physician  will  be  strictly  maintained.  Chairman  Avery  said  the  obiect 
of  the  intervention  program  is  not  punishment,  but  rather  inducement  — supportive  inducement  to  get 
help.  And  inducement  to  avoid  the  potentially  harsh  consequences  of  an  untreated  problem. 

If  you  wish  to  offer  help  or  make  a referral,  please  call  Dr.  Avery  in  Boulder  at  442-4660. 
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SURVEY 

THE  PHYSICIAN  EAMILY 


Please  complete  the  following  indicating  your  reponses  on  a scale  of  1 (totally  disagree)  to  1 0 (totally  agree).  Check 
one  number. 


1 . Overall,  I believe  physician's  families  have  problems  no  greater  than  other  families  of  similar  socioeconomic 
statis. 


totally  . . .. 













totally 

disagree  1 2 

3 4 

5 

6 

7 

8 

9 

10 

agree 

2. 

My  marriage  has  met  my  expectations. 

totally  _ 





_ _ 





._ 

_ 

totally 

disagree  1 2 

3 4 

5 

6 

7 

8 

9 

10 

agree 

3. 

My  family  usually  has  adequate  time 

together. 

totally  - 













totally 

disagree  1 2 

3 4 

5 

6 

7 

8 

9 

10 

agree 

4. 

Pressures  from  patients  and  would-be  patients  m 

ake  an  en 

ijoyable 

social  life 

very  difficult. 

totally  ._  . 

_ 







totally 

disagree  1 2 

3 4 

5 

6 

7 

8 

9 

10 

agree 

5, 

Children  in  the  family  can  have  diffic 

:ulty  because  of  the  frequent  absence  of  the  physician/parent. 

totally  . 

__ 



_ . 





totally 

disagree  1 2 

3 4 

5 

6 

7 

8 

9 

10 

agree 

6. 

My  sex  life  in  the  marriage  is  largely  satisfactory 

totally 





_ 



__ 

totally 

disagree  1 2 

3 4 

5 

6 

7 

8 

9 

10 

agree 

7. 

Sometimes  1 feel  isolated  and  alone. 

totally  ^ 

... 

totally 

disagree  1 2 

3 4 

5 

6 

7 

8 

9 

10 

agree 

8. 

If  my  marriage  was  deteriorating,  it  would  be  easy  for 

me 

to  seek  professi 

onal  help. 

totally  ^ _ 

_ 

__ 

.. 



. 

totally 

disagree  1 2 

3 4 

5 

6 

7 

8 

9 

10 

agree 

9. 

When  the  marriage  becomes  dysfunctional,  it  is  usually  the  spouse 

of  the  physician  who  is  in  greater  need  of 

psychological  help. 

totally 

..  

. 

. __ 

_ 

. _ . 

_ 

totally 

disagree  1 2 

3 4 

5 

6 

7 

8 

9 

10 

agree 

10.  Describe  any  other  concerns  which  you  may  feel  affect  the  physician  family. 


Please  check  one 
1 . Male  ^ __  Female  2. 


Physician  _ Spouse  3.  Urban 

Practice 


Rural  4. 
Practice 


Age 


PLEASE  RETURN  TO:  Mrs.  Kathy  Thompson,  President 

Colorado  Medical  Society  Auxiliary 
1 601  E.  1 9th  Avenue 
Denver,  Colorado  80218 
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noth  Annual  Session 

"DECADE  OF  THE  EIGHTIES" 

Colorado  Medical  Society 
and  Auxiliary 

SEPTEMBER  24-27,  1980 
THE  BROADMOOR,  COLORADO  SPRINGS 

REGISTRATION  FORMS  INCLUDED 

Admission  to  all  events  is  by  Registration  Badge  Only 


WHO  MAY  ATTEND 


DOCTORS,  STUDENTS  AND  HOUSESTAFF 

All  physicians  including  interns  and  postgraduate 
residents  are  welcome.  Non-member  physicians 
will  be  charged  a registration  fee  of  $25.00.  All 
students  of  medicine  and  housestaff  are  welcome 
to  attend  with  no  registration  fee. 

DOCTORS’  SPOUSES 

They  are  welcome  at  all  meetings  and  events. 

ALLIED  PROFESSIONS 

Dentists,  Nurses,  Pharmacists  and  other  profession- 
al men  and  women  allied  with  medicine  are  welcome 
to  register  and  attend  the  sessions.  Registration 
fee  $25.00. 

OTHERS 

Except  for  persons  indicated  above,  others  may 
register  and  attend  appropriate  parts  of  the  Annual 
Session  only  when  individually  and  continual  ly 
accompanied  and  sponsored  by  a member  of  the 
Society. 


EDUCATIONAL  SESSIONS 

The  Scientific  Session  and  the  Practice  Manage- 
ment program  are  presented  by  the  Council  on  Pro- 
fessional Education  and  the  Counci  I on  Socio- 
Economics  of  the  Colorado  Medical  Society  and 
The  Office  of  Postgraduate  Medical  Education, 
University  of  Colorado  Health  Sciences  Center, 
4200  East  Ninth  Avenue,  Denver,  Colorado  80262. 


As  an  organization  accredited  for  continuing  medical 
education,  the  University  of  Colorado  H ealth  Sciences 
Center  certifies  that  this  continuing  medical  educa 
tion  offering  meets  the  criteria  for  1 0 hours  in 
Category  1 of  the  Physician’s  Recogn ition  Award 
of  the  American  Medical  Association  provided  it  is 
used  and  completed  as  designed. 


COLORADO  MEDICAL  SOCIETY  OFFICE 
BAILEY-STRATTA  ROOMS 


WEDNESDAY,  SEPTEMBER  24 


8:00  Registration  Opens 

am  Lobby  Level,  Broadmoor  West 

8:30  Colorado  Foundation  for  Medical  Care 
am  Annual  Meeting 

Briefing  Room,  Broadmoor  West 

9:00  Constitution,  By-Laws  and  Credentials 
am  Committee 

West  Ballroom,  Broadmoor  West 


9:30  House  of  Delegates  First  Meeting 
am  Awards  and  Addresses 

West  Bal Iroom,  Broadmoor  West 

12  Reference  Committee  Chairmen 
noon  Luncheon 

Will  Rogers  Room,  Broadmoor  West 


12 

CMS  Grievance  Committee  with 

Medical  Service 

noon 

Chairmen  of  Component 

Casino  Room 

Grievance  Committees 

Professional  Education 

Pourtales  Room,  Broadmoor  Main 

Prohibition  Room 

Public  Health 

1:30 

pm 

Reference  Committee  Meetings 

White  Eagle  Room 
Socio-Economics 

Board  of  Trustees  and  Executive  Office 

Briefing  Room 

Ballroom  D,  West  Ballroom 

Constitution,  By-Laws  and  Credentials 

6;00- 

7:30 

Presidents’  Reception 

West  Patio,  Broadmoor  West 

Academy  Room 

Interprofessional  Relations 

pm 

Carnation  Room 

7:15 

CMS  Hosted  Specialty  Society 

Legislation 

pm 

Presidents’  Dinner 

Cheyenne  Mountain  Room 

Oval  Room,  Golf  Club 

THURSDAY,  SEPTEMBER  25 


7:30 

Registration  Opens 

9:00 

Physicians’  Golf  Tournament 

am 

Lobby  Level,  Broadmoor  West 

am 

7:30- 

COMPAC  Breakfast  - $6.75  each 

9:00 

Auxiliary  Program  All  Day 

9:00 

Ballroom  A and  B,  Broadmoor  West 

am 

am 

Speaker:  Paul  Lauer,  Assistant 

Director,  AMPAC 

11:00 

Reference  Committee  Chairmen 

am 

Luncheon  Meeting 

Pre-reservations  are  urged  (See  CMS 

Ballroom  D,  West  Ballroom 

Advance  Reservation  form)  Checks 

should  be  made  to  COMPAC  (mark 

12 

CMS  Past  Presidents’  Luncheon 

“for  breakfast") 

noon 

By  invitation  only 

Pikes  Peak  or  Bust  Room, 

7:30 

Judicial  Council 

Broadmoor  West 

am 

Pike's  Peak  or  Bust  Room, 

1:00 

Physicians’  Tennis  Tournament 

Broadmoor  West 

pm 

8:30 

Physician’s  Learning  Center, 

5:30- 

CMS  Reception  Hosted  by 

am  - 

Scientific  Exhibits, 

7:00 

Presbyterian-Saint  Luke’s 

5:30 

Auxiliary  Displays 

pm 

Medical  Center 

pm 

West  Exhibit  Hall 

Lake  Terrace  Pool 

8:30 

Educational  Sessions  All  Day 

7:00 

International  Buffet  and  Dance 

am  - 

See  detailed  program 

pm 

Tickets  - $25.00  each  - return 

4:30 

reservation  form  to  CMS 

pm 

Main  Dining  Room 

FRIDAY,  SEPTEMBER  26 

7:30 

Registration  Opens 

7:30- 

Prayer  Breakfast 

am 

Lobby  Level,  Broadmoor  West 

8:30 

Don  Reeverts,  Chairman  o1 

am 

Denver  Leadership  Foundation 

Continental  Breakfast 

7:30 

Continental  Breakfast  for 

Tickets  - $6.00  each  - see 

am 

Program  Participants 

registration  form 

West  Exhibit  Hall 

Ballroom  D,  West  Bal Iroom 

COLORADO  MEDICAL  SOCIETY  AUXILIARY 
FALL  MEETING  ADVANCE  REGISTRATION 
September  24-27,  1980 


Name 

as  you  wish  it  to  appear  on  meeting  badge  please  print 

County  

Address 

Position  held  in  State  Auxiliary 

Position  held  in  County  Auxiliary 

CMS  Auxiliary  member  Non-CMS  Auxiliary  member  - $5.00  □ 

Mail  to:  Mrs.  J.R.  Salata,  2902  Airport  Road  #106,  Colorado  Springs,  CO  80910 

LADIES  LUNCHEON 

Thursday,  September  25,  1980  12:30  p.m..  Ballroom  A and  B,  Broadmoor  West 

Cost:  $8.25  per  person 

Make  check  payable  to  Colorado  Medical  Society  Auxiliary.  Deadline  for  reservations  is 
noon  (12:00  p.m.),  Wednesday,  September  24,  1980. 

Name County 

please  print 

Address  

Number  of  reservations Amount  enclosed  $ 

Tickets  may  be  picked  up  at  the  Ballroom  entrance  during  the  Social  Hour.  Mail  reservation 
and  check  to:  Mrs.  J.R.  Salata,  2902  Airport  Road  #106,  Colorado  Springs,  CO  80910 

:|(9ieMc9|C3i(3|c»(c:(c:|e9|c3(cHc9{e9|c:fe9|e)i(%:|c9ic:(c^9iC9ie»(e:|e9|Mfe9ic:(c:(e»(e^:ic:ie9fe:(cHe3(c3ic^:|c:(e9fc9fc)fe^^ 

AUXILIARY  TENNIS  TOURNEY  REGISTRATION 
Wednesday,  September  24,  1980  Golf  Club  Tennis  Courts  2:00  p.m. 

Entry  fee:  $8.00 

Make  check  payable  to  Colorado  Medical  Society  Auxiliary.  Play  limited  to  20  — 
pre-registration  is  recommended. 

Name_ County 

please  print 

Address__ 

Number  of  registrations Amount  enclosed  $ 

Mail  registration  and  check  to:  Mrs.  Gary  Nitz,  5 Westgate  Road,  Colorado  Springs,  CO  80906 

9|c3ic»|c9ic»ic9|e9ieHc:fc3|«>k3|e)ie9|c9|c)|e9ic9ic:ic:|e9ie:|c:|c9ie9fc:(c:ic9|c»ie9i»K9fc»i«»(e>|c9KHe9K)f<3ie»ic:(c9|e:|e»{o(e}ie:(( 


CMS  EDUCATIONAL  PROGRAM 
THURSDAY,  SEPTEMBER  25 


Two  major  topics  will  be  treated 
in  depth  during  concurrent  sessions: 

8:30-  ATHEROSCLEROSIS 

11:30  Part  I:  The  lesion:  How  and  why 

am  it  forms  and  risk  factors, 

A telephone  presentation:  out  of 
town  panelists  will  speak  by  ampli- 
fied telephone;  twenty-two  rural 
Colorado  hospitals  will  be  invited 
to  participate  by  amplified  phone. 

Panelists:  Jack  C.  Geer,  M.D., 
University  of  Alabama,  Birmingham 
Roger  Hamstra,  M,D. 

Phillip  Eaton,  M.D.,  University 
of  New  Mexico  School  of  Medicine 
John  F.  Mueller,  M.D. 

Elmer  Koneman,  M.D.,  Moderator 

Part:  II:  Diagnosis 

Prevention 

Cheyenne  Mountain  and  Casino  Rooms 

8:30-  INFECTION 
11:30  Herpes  Virus  - A Real  Pain 
am  James  A.  McGregor,  M.D. 

Prophylactic  Antibiotic  Usage  and 
the  High  Incidence  of  Nosocomial 
Infections 
David  Brandt,  M.D. 

Hepatitis 
To  be  arranged 

Carnation  and  Academy  Rooms 

UPDATE  SESSIONS 


12:30-PRACTICE  MANAGEMENT 

4:30 

pm 

12:30  Luncheon 

pm  $10.00  per  person;  advance  reser- 
vations required;  seating  is  limited 

Long  Range  Financial  Planning: 

Time  Value  of  Your  Dollar 
Dr.  Craig  T.  Callahan 
Dr.  C.  Thomas  Howard 

Health  Insurance  in  the  80’s  - 
Physician  Participation-Panel 
Mr.  Chris  Chandler 
Mr.  Earl  Rideout 
Mr.  Frank  Hayes,  Jr. 

Mr,  John  Isham 

The  Plaintiff’s  Attorney:  His  View 
of  Your  Case 
Frank  Plaut,  J.D. 

West  Bal  Iroom  D 

1:30-  COMPUTERS  FOR  COLORADO’S 
4:30  PHYSICIANS 

pm  Overview  - Kevin  P.  Bunnel I , Ed.D. 

Computer  Systems  for  Ambulatory 
Practices 

Jan  Baumgardner,  M.D. 

Larry  Green,  M.D. 

Computerized  Cl inical  Information 
Systems  for  Physicians 
David  Steinman,  M.D. 

A Comprehensive  Hospital  Data  System 
N,  Kenneth  Furlong,  M.D. 

Briefing  Room 


FRIDAY,  SEPTEMBER  26 


7:30  Continental  Breakfast  for  participants 
am  of  educational  programs 

West  Exhibit  Hall 

Two  concurrent  topics  during  each 
of  three  45  minute  sessions. 


10:00- Antibiotics 
10:45  David  Brandt,  M.D. 
am  OR 

Management  of  the  Obese  Patient 
by  the  Primary  Physician 
John  F.  Mueller,  M.D. 


8:00-  Pelvic  Inflammatory  Disease  qr 
8:45  James  McGregor,  M.D. 
am  OR 

Occlusive  Vascular  Disease 
W.  Gerald  Rainer,  M.D. 

9:00-  Peptic  Ulcer  Management 
9:45  Barry  Frank,  M.D. 
am  OR 

Diabetes  Mellitus  - Robert  Alsever,  M.D. 


8:30-  Joint  CMS  and  Auxiliary  Symposium 

10:45  Fami ly  Affairs  (non-credit) 
am  Cheyenne  Mountain  and  Casino  Rooms 

11:00  Lanning  E.  Likes  Memorial  Lecture 
aiTi  Detection  and  Diagnosis  of  Lung 
Cancer 

Geno  Saccomanno,  M.D. 

Briefing  Room , Broadmoor  West 


COLORADO  MEDICAL  SOCIETY  AUXILIARY 
FALL  MEETING,  SEPTEMBER  24-27,  1980 
THE  BROADMOOR 

Registration: 

Wednesday,  September  24,  8:00  a.m.  to  4:00  p.m,,  Broadmoor  West  Lobby 
Thursday,  September  25,  8:00  a.m.  to  4:00  p.m.,  Broadmoor  West  Lobby 

and  8:30  a.m,  to  10:30  a.m,.  Golf  Club,  Mezzanine 
Friday,  September  26,  8:00  a.m.  to  4:00  p.m,,  Broadmoor  West  Lobby 
Displays: 

All  day  Thursday  and  Friday  morning,  Broadmoor  West,  West  Exhibit  Hall 

WEDNESDAY,  SEPTEMBER  24 

2:00  Womens’  Tennis  Tournament  6:00-  Presidents’  Reception 

pm  Broadmoor  Golf  Club  Tennis  Courts  7:30  West  Patio,  Broadmoor  West 

Registration:  1:30  p.m..  Tennis  Courts  pm 
Entry  Fee:  $8.00.  Play  limited  to  20. 


THURSDAY.  SEPTEMBER  25 


7:30  COMPAC  Breakfast 

am  Ballroom  A and  B,  Broadmoor  West 
See  CMS  Advance  Registration  Form 

9:00  Open  Board  Meeting 

am  Copper  Room,  Golf  Club 
Rolls  and  Coffee 

10:15  General  Meeting 

am  Copper  Room.  Golf  Club 

Keynote  Address:  Mrs.  Harvey  S. 
Dvorsky,  AMA  Auxiliary  President- 
elect 

11:45  Social  Hour,  Cash  Bar 

am  Ballroom  A and  B,  Broadmoor  West 
Hostesses:  Past  State  Auxiliary 
Presidents  (Shuttle  from  Golf  Club 
every  eight  minutes) 


12:30  Luncheon 

pm  Ballroom  A and  B,  Broadmoor  West 
Program  and  Awards  Presentation 


2:30  County  Presidents  and  Presidents- 
pm  elect  Meeting 

Sun  Room.  Golf  Club 


5:30  Reception 
pm  Lake  T errace  Pool 
Sports  Awards 

7:00  International  Buffet 

pm  Main  Dining  Room 

See  CMS  Advance  Registration  Form 


FRIDAY,  SEPTEMBER  26 


7:30-  Prayer  Breakfast 

8:30  Ballroom  D,  Broadmoor  West 
am  See  CMS  Advance  Registration  Form 


8:30  Joint  CMS  and  Auxiliary  Symposium 
am  “Family  Affairs’’ 

Cheyenne  Mountain-Casino  Rooms 
Broadmoor  West 


11:00 

am 

Lanning  E.  Likes  Memorial  Lecture 

Briefing  Room,  Broadmoor  West 
See  CMS  Educational  Program 


8:00-  Scientific  Update  Programs 

10:45 

am 

8:30-  Joint  CMS  and  Auxiliary  Symposium 
10:45  Family  Affairs 

am  Cheyenne  Mountain  - Casino  Rooms 

8:30  Scientific  Exhibits,  Physicians’ 
am  - Resources  Learning  Center,  Auxiliary 
2:00  Displays,  Legislating  Medicine 

pm  West  Exhibit  Hall 

10:45  Coffee  Break 

am  West  Exhibit  Hall 

11:00  Lanning  E.  Likes  Lecture 
am  - Detection  and  Diagnosis  of 
noon  Lung  Cancer 

Geno  Saccomanno,  MD 
Briefing  Room,  Broadmoor  West 


12  Caucus  Meetings  of  Component 
noon  Medical  Societies 


1:30  Constitution,  By-Laws  and 
pm  Credentials  Committee 

West  Ballroom 


2:00  House  of  Delegates  Second  Meeting 
pm  Election  and  Installation  of  Officers 

West  Ballroom 


5:00  ACEP  Board  Meeting 

pm  Fountain  Area,  Main  Dining  Room 


Scientific  Exhibits,  Physicians’  Learning  Resource  Center  and  Auxiliary  Displays  will 
be  set  up  in  the  West  Exhibit  Hall  all  day  Thursday  and  until  2:00  p,m.  Friday.  Coffee 
breaks  during  the  educational  programs  will  be  in  the  West  Exhibit  Hall. 

On  Friday  the  CMS  Council  on  Legislation  will  meet  informally  with  legislative  keymen 
from  component  societies  to  discuss  ‘Legislating  Medicine’.  Anyone  interested  in  the 
legislative  process  of  the  Colorado  Medical  Society  is  invited  to  come  to  the  West  Exhibit 
Hall  on  Friday  to  discuss  this  important  subject. 

ANNUAL  COLORADO  MEDICAL  SOCIETY  TENNIS  TOURNAMENT 

One  half  day  of  play,  Thursday  afternoon,  September  25.  Play  will  be  between  1:00  and 
5:00  p.m.  Registration  fee:  $7,50.  - does  not  include  court  fee.  ($8.00  an  hour  for  singles; 
$10.00  an  hour  for  doubles).  A drawing  will  take  place  beginning  at  8:30  a.m,  for  those 
of  you  who  have  not  pre-arranged  for  a partner.  You  must  be  pre-registered  and  must  be 
present  at  the  drawing.  Play  will  be  between  players  of  equal  level. 

Two-level  Competition:  A Level  - consistent  players 

B Level  - average  players 

THIRTEENTH  COLORADO  M.D.  INVITATIONAL  GOLF  TOURNAMENT 

Sign  up  at  the  Society’s  Registration  Desk  - Broadmoor  West  Lobby. 

Entry  Fee:  $20.00  per  person  - does  not  include  green  fee  - $16, 00, or  cart  for  two  - $14.00. 
Play  will  be  on  the  East  Course. 

One  day  of  play,  Thursday,  September  25.  Since  many  players  do  not  have  established 
handicaps,  play  will  be  on  the  Calloway  System.  There  will  be  recognition  for  low  gross 
scores.  Starting  times  have  been  reserved  on  the  Course  from  9:00  a.m.  to  11:00  a.m. 

Play  is  to  be  in  foursomes  arranged  by  contestants. 


Your  check  made  payable  to  the  Colorado  Medical  Society  should  reach  the  Society 
in  Denver  by  September  18.  Return  advance  registration  forms  for  golf  and  tennis. 


CMS  REGISTRATION  FORM  FOR  SEPTEMBER  24-27,  1980  ANNUAL  SESSION 
Please  be  sure  your  name,  address  and  phone  number  are  on  the  reverse  of  this  page. 

REGISTRATION  FOR  NON-EDUCATIONAL  EVENTS 

Thirteenth  Colorado  Physicians’  Invitational  Golf  Tournament  - September  25 
-I  9:00  a. m. -5:00  p.m. 


Name 

Address 


please  print 


Partner  

Entry  fee:  $20.00  per  person  - does  not  include  greens  fee  ($16.00  per  person),  nor  golf  cart 
($14.00  for  two  people).  See  information  included  in  this  program. 

^^0  ^^0^i^0  ^^0^^0  ^^0  ^^0  ^^0  ^^0  ^^0  ^^0  ^^0 

0^  0^  0^  0^  0^  0^  0^ 


□ Annual  Colorado  Medical  Society  Physicians’  Tennis  Tournament  - September  25 

One-half  day  of  play  - Thursday  afternoon,  1:00  p.m. 

Name 


Address 


please  print 


Partner 


Registration  fee  $7.50  Check  must  be  received  by  September  18th. 

Indicate  level  of  competition:  A LEVEL  (consistent  players)  ^ 

B LEVEL  (average  players)  | 

9|e»fe)ic9ie4s)|c9fe9i(9ic3|C9|c:|c:|e:|c:|e)|c9(eHc:|c^9((9|e9fe9ie)|e9|cs|»k)|c:i<:te9fe9|c:|c:i»t:)|c9|c9(c9ie9tc9|e:fe9i«)|c9fe9(e9ie 


□ 

Name. 


Address. 


Colorado  Medical  Society  International  Buffet  - September  25  - 7:00  p.m. 


please  print 


Banquet  is  $25.00  per  person  Reserve _(^)  tickets 

^^0  ^^0  it0i^0  i^0  ^^0  ^^0  ^^0  ^^0  ^^0  ^^0^^0 ^^0  ^^0  ^^0 ^^0  ^^0  ^^0  ^^0  ^^0 


Prayer  Breakfast  - September  26  $6.00  per  person  7:30  a.m. 

:(c:ie:(e)fc»(e$k9ie9ie9ie9|C9)e3|e9|(9ic)|e>|e9|e>ie)k)|c9|e9ie9|e:|c3|e)(e)fe)K9|e9ie>ic:ie9K9ic)|<9K9|e»f<9KHe)|e9ie)|c9<«^9f«>ic)ie 

Total  Enclosed  (for  educational  programs  and  non-educational  events)  $ 

Please  make  check  payable  to  the  Colorado  Medical  Society.  Mail  this  form  and  your  check  to 

Irene  E.  Hobart 

Colorado  Medical  Society 

1601  E.  19th  Avenue 

Denver,  Colorado  80218 

9|c)f(9|e>k)ie9|e9ie3|e9K9|(>iC9Ks(e)!e9|(9K9(eHe9fC9(c9|e9ic9fc9|c9(c9te9(c^:ic9fe)(e9ie9|e»i(9|e)ie9|eH«9i«)ie9<eHe:ic)|c:|e9(c9te)ic 
COMPAC  Breakfast  - September  26  $6.75  per  person  7:30  a.m. 

Please  make  check  payable  to  COMPAC  (mark  “for  breakfast”). 

Mail  this  form  and  separate  check  to  Irene  Hobart  as  indicated  above. 


CMS  ADVANCE  REGISTRATION  FORM  FOR  EDUCATIONAL  PROGRAMS 
(see  other  side  to  register  for  golf,  tennis,  banquet,  prayer  breakfast  and  COMPAC  breakfast) 

Name Degree  

please  print 

Address 

Phone 


Register  now  for  the  programs  you  wish  to  attend  during  the  Annual  Session.  Seating  is  limited. 
Detach  and  return  this  form  after  indicating  your  selections  below.  (See  the  detailed  program 
for  speakers  and  content  of  those  presentations.)  For  each  full  hour  you  attend,  you  will 
receive  one  hour  of  AMA  Category  1 credit  and/or  one  hour  of  AAFP  Prescribed  credit. 
Non-CMS  Members  Must  Include  A $25.00  Registration  Fee.  Mail  the  form  to: 


Irene  E.  Hobart 
Colorado  Medical  Society 
1601  E.  19th  Avenue 
Denver,  CO  80218 


□ 8:30  a.m.  to  1 1 :30  a.m. 
ATHEROSCLEROSIS 


THURSDAY,  SEPTEMBER  25 
OR 

OR 

FRIDAY,  SEPTEMBER  26 

30- 
):45 


□ 8:30  a.m.  to  11:30  a.m. 
INFECTIONS 

□ 1 :30  p.m.  to  4:30  p.m. 
COMPUTERS  FOR 
COLORADO’S 
PHYSICIANS 


□ Joint  CMS  and  Auxiliary 
Symposium 
Family  Affairs 
(non-accredited) 


□ 12:30  p.m.  to  4:30  p.m. 

PRACTICE  MANAGEMENT 
Program  begins  at  12:30  with 
a luncheon  presentation. 
*$10.00  per  person 


8:00-  I I Pelvic  Inflammatory  Disease  OR  8: 
8:45  ^ OR  1C 

am  Q Occlusive  Vascular  Disease  i 


9:00-  I 1 Peptic  Ulcer  Management 

9:45  ^ OR 

am  □ Diabetes  Mellitus 


10:00-  n Antibiotics 
10:45  OR 

am  Management  of  the  Obese  Patient 

□ by  the  Primary  Physician 

11:00  am-12:00  pm 


□ 

Canning  E.  Likes  Memorial  Lecture 
Detection  and  Diagnosis  of  Lung  Cancer 


Make  check  payable  to  Colorado  Medical  Society 


In  June  the  Colorado  Medical  Society  sponsored  its  first  Component  Society  Officers'  Meeting, 
providing  an  opportunity  to  the  component  members  to  have  first-hand  information  about  Society 
activities  and  services,  and  then  respond  with  their  own  suggestions  or  queries. 


The  morning  half  of  the  meeting  was  an  “audience"  type  of  gathering,  as  the  officers  of  the  Society  and 
Foundation,  along  with  some  staff  explained  the  issues  most  important  to  the  Society  as  a whole. 


Workshop  leaders  (hairmen)  were  briefed  at  a morning  meeting,  prior  to  the  general  session  beginning.  Dr.  K.  Mason  Howard, 
the  day's  Chairman,  explained  the  purposes  and  goals  of  the  individual  workshops.  Seated,  from  I to  r,  Drs.  Robert  Sawyer  and 
Ray  Witbam,  E.V.P.  Jerry  Bowman,  Dr.  Howard,  and  workshop  chairmen,  Drs.  Bob  Johnson,  Bill  Ezell,  Jerry  Hansen,  Jim  Urban 
and  Ted  Sills. 


Many  participants  felt  that  the  get-together  between  compo- 
nent members  and  staff  and  tbe  officers  and  staff  of  CMS/CEMC 
was  the  most  important  aspect  of  the  meeting.  During  the 
morning  briefing,  (I  to  r)  CMS  Director  of  Einance  Chris  Stein 
talked  with  Dr.  Bob  Johnson  concerning  services  now  offered 
by  CMS/CEMC  and  what  can  be  done  to  better  these  services, 
including  member  professional  liability  insurance.  Listening  is 
Brian  Stutheit,  Director  of  the  CMS  Professional  and  Patient 
Relations  Council. 


One  of  those  Board  of  Trustees  who  made  a lengthy  trip  to 
Denver  to  participate  and  to  contribute  was  Dr.  Hanns  Scbwy- 
zer  from  Trinidad  (Las  Animas  County),  as  be  talked  with  Dr. 
Robert  Sawyer  of  Denver,  Chairman  of  the  Board  of  the  Colora- 
do Eoundation  for  Medical  Care.  Dr.  Schwyzer  probably 
traveled  the  furtherest;  Dr.  Sawyer  probably  traveled  the  least 
(his  offices  are  2 short  blocks  from  tbe  CMS/CEMC  headquar- 
ters building). 


for  1980 


259 


R.  B.  Bowman,  Executive  Vice  President  of  CMS/CFMC,  gave  an 
“executive  report,"  highlighting  the  primary  goals  of  the  two 
organizations,  based  on  his  own  purview.  Bowman  cited  statis- 
tics from  his  experience  with  physician-association  business  in 
California,  and  compared  the  concerns  of  those  professionals 
with  the  concerns  he  had  sensed  in  Colorado  medical  circles. 
Thus,  he  said,  he  was  presenting  the  CMS/CFMC  Board  of 
Trustees  with  a "shopping  list"  of  needs  for  the  two  organiza- 
tions for  the  next  ten  years. 


Dr.  Robert  Sawyer,  Chairman  of  the  Board  of  the  Colorado 
Foundation  for  Medical  care,  as  he  addressed  the  gathering  on 
where  the  Foundation  had  been,  what  it  is  and  where  the 
Foundation  is  going. 


Dr.  Richard  Bedell,  Speaker  of  the  House,  listens  as  he  awaits  his  opportunity  to  tell 
the  audience  of  the  new  House  of  Delegates  Handbook,  which  was  included  in  the 
guest  information  packets. 


Joseph  L.  Kovarik,  MD,  Alternate  Delegate  to  the  American 
Medical  Association,  was  on  hand  to  answer  questions  and  to 
explain  some  of  the  philosophies  of  the  AMA.  Dr.  Kovarik 
indicated  a much  more  productive  year  for  members  of  AMA 
because  of  improved  communications  (no,  not  increased  com- 
munications) between  AMA  and  the  individual  members  of 
CMS.  Much  of  the  concern  voiced  for  Colorado's  very  low  AMA 
membership  was  the  idea  that  AMA  does  little  for  the  good  of 
the  individual  member.  Kovarik  and  others  brough  forth  several 
examples  of  the  AMA's  good  works  on  a localized  basis. 
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Gathered  in  the  lobby  between  sessions  were  Drs.  N.  Curtis 
Kimball  (I)  and  William  W.  Ezell  (c),  both  of  Sterling,  Colorado, 
talking  with  the  CMS  Lobbyist,  Carol  Tempest.  It  is  doubtful 
they  could  be  talking  about  very  weighty  legislative  matters, 
considering  the  pleasant  appearance  on  their  faces. 
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In  the  lobby  during  the  pre-session  coffee,  CU  Medical  School  Student  Medical  Society  President,  Joseph  Jiminez  (I)  talked  with 
CMS's  Socio-Ec  Council  Director  Robert  FitzGerald.  They  were  probably  discussing  the  merits  of  kinetic  potential  or 
white-water  rafting,  or  racquetball,  all  of  which  they  can  claim  have  some  medical  or  physical  relationship. 


CMS  Legal  Council  Larry  Wood  brought  the  group  a short 
but  effective  description  of  three  of  the  major  concerns  to 
physicians:  anti-trust  laws,  malpractice  and  doctor  immun- 
ity in  cases  of  psro  involvement.  Each  of  the  key  speakers 
delivered  their  remarks  from  prepared  text,  and  a copy  of 
each  address  was  made  available  to  the  audience,  so  they 
could  take  the  material  back  to  their  society  and  share  the 
contents  with  fellow  members.  If  you  would  like  informa- 
tion, or  copies  of  these  talks,  ask  your  local  executive  offic- 
ers, or  ask  your  own  component  officers. 


Giles  Toll,  M.D.,  Chairman  of  the  CMS  Organizational 
Study  Committee,  outlined  the  proposed  changes  in  CMS 
By-Laws  which  will  be  put  before  the  House  of  Delegates  at 
the  September  Annual  Session.  Dr.  Toll's  committee  has 
been  working  the  revision  of  the  By-Laws  for  several  months 
to  make  the  proposed  changes  into  a fully-researched  pack- 
age that  the  Delegates  will  not  have  to  spend  a great  deal  of 
time  over  in  committee.  Dr.  Toll's  charge  to  his  own  OSC 
group  was  to  reshape  the  By-Laws  to  more  closely  conform 
to  the  business  world  of  tbe  1 980  decade. 


Discussion  of  the  workshop  agendas  included  a brief  session  between  (I  to  r)  CMS  Communications  Director  Bill  Pierson  and 
Dr.  Bill  Ezell,  who  coordinated  the  Communications  workshop. 
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Jerry  Bowman  and  Dr.  Mason  Howard  are  intent  in  the  discussion  of 
topics  for  the  day's  workshops  at  the  early  morning  briefing.  As  the 
President-elect,  Dr.  Howard  said  he  felt  the  component  officers'  meeting 
was  going  to  be  helpful  in  continuity  of  Society  affairs,  carrying  out  the 
programs  begun  by  Dr.  Ray  Witham's  administration,  as  well  as  to  set  new 
goals  for  the  year  to  come. 


It  was  not  a salute,  but  part  of  a ritual:  Katby  Thompson 
got  the  group  of  60-70  people  on  their  feet  when  she 
introduced  an  exercise  for  the  7th  inning  stretch.  She 
even  got  them  singing  the  praises  of  "health  power." 


Other  staff  members  of  both  the  components  and  CMS  had  a chance  to  get 
better  acquainted,  though  it  bardly  seems  necessary  on  tbe  part  of  the 
many  good  friends/staff  members  from  components  within  metro  Denver. 
Brian  Stutheit  (I)  of  CMS-PPR  was  talking  with  Cleo  Lucas  (c).  Executive 
Director  of  Clear  Creek  Valley  as  she  talked  with  Ginny  Torrey  (r),  also  of 
the  CMS  Professional  and  Patient  Relations  Council  staff. 


"All  That  Support!"  That  was  the  theme  of  the  CMS 
Auxiliary  President  Kathy  Thompson,  and  she  showed 
the  participants  a variety  of  support.  None,  however, 
compared  to  the  support  provided  Colorado  physicians 
by  the  Auxiliary  members.  Katby's  group  has  already 
made  an  effective  program  plan  for  the  coming  year,  and 
has  pledged  to  carry  on  the  good  works  of  her  predeces- 
sor, immediate  past-president  Betsy  Becker. 
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The  University  of  Colorado  School  of  Medicine  held  its  Commencement  Exercises  in  late-May,  with 
1 1 4 persons  receiving  their  Doctorate  of  Medicine,  24  awarded  the  D.D.S.,  140  nurses  including  both 
Bachelor's  and  Master's  degrees.  Three  persons  received  BA  degrees  as  Child  Health  Associates,  1 3 as 
Dental  Hygeniests,  27  graduated  as  Medical  Technologists,  including  Medical  Scientists,  31  graduates 
received  Master  of  Science  degrees,  and  9 were  awarded  the  degree  of  Doctor  of  Philosophy  in  Basic 
Science.  The  ceremonies  were  held  at  the  Health  Sciences  Center  in  excellent  out-of-door  weather  on 
the  morning  of  May  24th. 


University  of  Colorado  School  of  Medicine  Dean  M.  Roy 
Schwarz,  MD,  introduced  each  of  the  candidate- 
graduates  as  they  came  forward  to  receive  their  diploma 
and  to  be  hooded. 


Ray  G.  Witham,  MD,  President  of  Colorado  Medical 
Society,  participated  in  the  ceremonies,  here  hood- 
ing Naomi  Castillo  of  Denver.  Ms.  Castillo  is  now  in 
her  first  year  family  practice  residency  at  the  Uni- 
versity of  Kansas,  Kansas  City,  Kansas. 


Dignitaries  from  the  Colorado  medical,  executive  and  educational  communities  participated  in  the  hooding  ceremonies  of  the 
School  of  Medicine  graduates.  On  the  dais  (from  left  to  right,  back  row)  are  Jack  Nolte,  PhD,  Commencement  speaker;  C. 
Henry  Kemp,  MD,  and  Mrs.  Ruth  Kemp,  MD,  School  of  Medicine  faculty  members,  who  participated  in  the  hooding  of  their 
daughter;  Robert  H.  Fennell,  MD,  faculty,  who  hooded  his  son;  Norman  Joseph,  MD,  President  of  the  Medical  School  Alumni 
Association;  William  Reimers,  MD,  Executive  Medical  Director  of  the  Colorado  Permanente  Group;  and,  (left  to  right,  front 
row)  Ray  G.  Witham,  MD,  President,  Colorado  Medical  Society,  and  the  Honorable  Nancy  Dick,  Lieutenant  Governor,  State  of 
Colorado. 
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Primary  care  in  Colorado 


A Needs  Assessment 

George  E.  Fryer,  Jr.;  MA,  MSW;  Diane  Patrick,  MA,  and  Richard  D.  Krugman,  MD, 

Denver,  Colorado 


Recently  implemented  programs  offer  hope  for 
relief  for  residents  of  Colorado's  medically 
underserved  rural  communities.  But  consideration  of 
health  manpower  requirements  only  of  underserved 
areas,  and  use  of  dated  federal  criteria  in  so  doing, 
results  in  understatement  of  this  state’s  need  for 
additional  primary  care  physicians.  This  report 
summarizes  the  physician  manpower  status  of  the  50 
of  63  counties  in  Colorado  served  by  the  University  of 
Colorado's  Area  Health  Education  Center  Program 
( known  as  SEARCH -Statewide  Educational 
Activities  for  Rural  Colorado's  Health).  Thedataare 
current  as  of  August,  1979,  but  equally  important  is 
the  methodology  described  for  updating  and 
clarifying  the  multiple  national  and  state  files. 

Introduction 

In  1970,  the  Carnegie  Council  on  Higher 
Education  in  Medicine  and  Dentistry  issued  a 
report,  part  of  which  suggested  that  the  sig- 
nificant maldistribution  of  physicians, 
particularly  in  the  rural  areas  of  the  United 
States,  could  be  partially  alleviated  by  the  de- 
velopment of  Area  Health  Education  Centers 
throughout  the  country.^  These  centers  were 
envisioned  as  being  remote  from  but  having 
contractual  agreements  with  University 
Health  Sciences  Centers  such  that  students  and 
residents  would  have  educational  experiences 
in  offices,  clinics,  and  hospitals  in  the  area,  and 
rural  practitioners  would  have  easier  access  to 
continuing  education.  It  was  hypothesized  that 
the  former  would  help  attract  new  manpower, 
while  the  latter  would  help  retain  those  health 
professionals  already  there. 

In  1971  the  United  States  Congress  passed 
legislation  which  authorized  the  Department  of 
Health  Education  and  Welfare  to  enter  into  con- 
tracts with  Schools  of  Medicine  for  the  purpose 
of  developing  Area  Health  Education  Center 
Programs.^  Eleven  schools  were  awarded  five 
year  contracts  in  1972.  The  success  of  these  ele- 
ven programs  led  the  Congress  to  authorize 


further  contracts  in  the  Health  Professions 
Education  Assistance  Act  of  1976.  Four  pro- 
grams were  funded  in  1977  (including  the 
Colorado  SEARCH  Program),  five  in  1978  and 
three  in  1979. 

A maldistribution  of  physician  resources  in 
Colorado  had  developed  both  geographically 
and  by  specialty.  Although  the  absolute  number 
of  physicians  in  the  state  was  adequate  to  meet 
accepted  national  standards,  most  of  these 
physicians  were  concentrated  in  the  com- 
munities along  the  front  range  of  the  Rockies. 
Further,  there  was  a need  for  relatively  more 
family  physicians  for  the  smaller  communities 
than  specialists.  In  order  to  address  these  needs, 
the  state  began  to  encourage  and  support  com- 
munity family  medicine  residency  programs  to 
increase  the  supply  of  family  physicians,  and 
the  SEARCH  Program  obtained  Federal  and 
State  funds  to  affect  the  geographic  maldis- 
tribution by  developing  four  area  health  educa- 
tion centers. 

As  a prerequisite  to  a meaningful  evaluation 
of  the  SEARCH  Program  we  began  a determi- 
nation of  the  magnitude  of  the  maldistribution 
problem  in  Colorado.  It  soon  became  clear  that 
while  the  availability  of  primary  health  care 
services  to  rural  residents  may  generally  be  un- 
satisfactory, there  are  certain  sparsely  popu- 
lated counties  that  have  much  less  of  a problem 
than  do  others.  We  therefore  decided  to  do  a 
primary  care  needs  assessment. 

Our  study  differs  somewhat  from  previous 
assessments,  most  of  which  have  been  predi- 
cated solely  on  Federal  criteria  which  use  a 
physician  to  population  ratio  of 3500:1  as  a crit- 
ical level.  Since  it  is  our  observation  that  the 
demand  for  health  services  still  exceeds  the  pre- 
sent supply  for  most  of  the  state,  our  analysis 
includes  consideration  of  the  existing 
availability  of  primary  medical  care  in 
Colorado’s  rural  communities,  and  prescribes 
the  number  of  additional  physicians  that  will  be 
required  by  1985  if  that  present  level  of 
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availability  is  to  be  maintained. 

Methods 

At  the  outset,  we  decided  that  only  the 
SEARCH  Program  service  area  would  be  exam- 
ined (See  Figure  1)  for  the  following  reasons: 

• The  program’s  service  area  encompasses  50  of 
the  state’s  63  counties,  17  of  the  20  coimties 
Federally  designated  as  medically  underserved, 
and  over  90  per  cent  of  Colorado’s  rural  resi- 
dents. 

• The  SEARCH  Program’s  resources  would  be 


directed  primarily  toward  health  manpower  de- 
ficiencies shown  within  the  bounds  of  its  service 
area  during  the  succeeding  five  years. 

• The  counties  in  which  the  program’s  four  Area 
Health  Education  Centers  are  located  and  sev- 
eral other  counties  within  the  program’s  service 
area  were  sufficiently  supplied  with  health  pro- 
fessionals to  illustrate  the  contrast  between  the 
manpower  rich  areas  of  the  state  and  those  more 
disadvantaged. 

• The  benefit  to  our  analysis  of  inclusion  of  the 
additional  13  counties  would  be  modest  in  com- 
parison to  its  cost. 


FIGURE  1:  PRIMARY  CARE  PHYSICIANS  CMD  AND  DO)  NEEDED  BY  1985 


COLORADO 


Number  in  parenthesis  represents  additional  primary  care  physicians  needed  by  1985  to  preclude  the 
county's  designation  as  a medical  manpower  shortage  area  by  that  year. 

Number  outside  parenthesis  represents  additional  primary  care  physicians  needed  by  1985  to  maintain 
the  present  primary,  care  physician  to  population  ratio  in  that  year. 

Primary  care  includes  general  practice,  family  practice,  general  internal  medicine,  general 
pediatrics,  and  OB/GYN. 


Two  major  data  categories  contain  items  crit- 
ical to  our  findings.  The  first  of  these  is  popula- 
tion. It  is  the  number  of  people,  and  their  de- 
mands for  health  care,  which  govern  the  need 
for  physicians  in  the  various  geopolitical  di- 
visions of  this  or  any  other  state.  Official  popu- 


lation estimates  for  1979  and  projections  for 
1985  are  published  by  the  Colorado  Division  of 
Planning  in  accordance  with  state  and  federal 
mandate.  We  used  figures  generated  in  August, 
1979,  by  that  agency.  The  data  were  the  first 
released  since  1976  and  were  based  on  1979 
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compilations  which  were  subjected  to  regional 
review. 

A word  of  caution  should  be  noted . Naturally, 
the  finer  the  unit  of  analysis,  the  less  reliable 
the  figures.  Statistical  population  estimates  for 
a given  year  range  from  54  to  89  per  cent  among 
the  state’s  planning  and  management  regions^ 
and  are  even  lower  for  county  units.  Neverthe- 
less, these  recent  projections  are  the  product  of 
an  accepted  model,  account  for  the  expected  im- 
pact of  energy  development,  and  their  adoption 
is  required  for  all  state  agencies. 

A serious  shortcoming  of  this  population  base 
is  its  lack  of  age  and  sex-specificity.  Age  in 
particular  is  a strong  determinant  of  the  need 
and  demand  for  health  services.  The  Colorado 
Division  of  Planning’s  1976  product  included 
provision  for  these  variables.  But  their  deletion 
in  this  year’s  publication  is  understandable  in 
that  nine  years  have  elapsed  since  the  1970 
decennial  census  upon  which  very  fine  determi- 
nations would  have  to  be  based.  The  1980  cen- 
sus insures  relief  in  the  fairly  immediate  future. 

The  other  critical  data  category  is  physician 
manpower.  Efforts  to  identify  precisely  the 
practice  locations  of  physicians  and  measure 
the  service  they  render  have  been  both  numer- 
ous and  disappointing.  A number  of  agencies 
survey  physicians  periodically,  but  none  have 
been  able  to  satisfy  the  data  needs  of  planners, 
government  officials  and  others  whose  duties 
include  policy  prescription  and  the  allocation  or 
regulation  of  resources.  Primary  data  collection 
was  not  done  in  this  assessment.  Rather,  a con- 
certed attempt  was  made  to  collate  and  refine 
the  work  of  various  data  gathering  agencies. 

The  limitations  imposed  by  the  lack  of  either 
accuracy  or  comprehensiveness  in  individual 
data  sources  were  partly  overcome  in  this 
assessment.  The  manpower  data  base  used  was 
comprised  of  items  from  each  of  the  following 
sources:  Colorado  Board  of  Medical  Examiners, 
Colorado  Department  of  Health,  Colorado  Med- 
ical Society,  American  Medical  Association, 
National  Health  Service  Corps,  Colorado  So- 
ciety of  Osteopathic  Medicine,  and  the  Western 
Colorado  Health  Systems  Agency. 

The  data  file  collected  from  these  sources  was 
then  checked  by:  (1)  review  of  local  telephone 
directories,  (2)  utilization  of  community  nurses 
to  verify  the  presence  of  a physician  in  a given 
locality,  and  (38)  distribution  of  a short  survey 
to  all  physicians  in  the  50  counties  with  en- 
velopes marked  "Do  not  forward-address  correc- 
tion requested”.  This  method  enhanced  the 


quality  of  the  organizational  file  mentioned 
above. 

We  believe  that  the  four-month  duration  of 
the  data  collection  compromised  somewhat  the 
accuracy  of  the  file  in  light  of  the  mobility  of 
physicians  in  Colorado.  As  a result,  we  cannot 
conclude  that  the  physician  distribution  de- 
scribed here  is  valid  for  a single  moment. 
Rather,  this  manpower  analysis  can  be  said  to 
portray  with  considerable  accuracy  the  general 
distribution  during  the  four-month  period  from 
June-September  1979. 

Discussion 

There  are  certain  findings  pointedly  suppor- 
tive of  the  argument  that  the  relative  inaccessi- 
bility to  primary  health  care  suffered  by 
Colorado’s  rural  residents  results  from  maldis- 
tribution rather  than  a shortage  of  physicians. 
The  most  striking  is  that  45.3  per  cent  of  the  558 
primary  care  physicians  serving  the  area  could 
leave  without  replacement  by  1985  and  the  fifty 
counties  taken  as  a single  unit  would  still  not 
meet  the  3500:1  Federal  criterion  for  designa- 
tion of  medical  manpower  shortage  areas.  It 
then  follows  theoretically,  that  the  306  physi- 
cians remaining  could  be  geographically  dis- 
tributed in  such  a manner  as  to  preclude  desig- 
nation as  a manpower  shortage  area  of  any  one 
of  the  counties.  Practically,  however,  that 
analysis  is  absurd. 

Given  the  present  level  of  activity  of  National 
Health  Service  Corps  personnel,  only  thirteen 
counties  will  require  additional  primary  care 
physicians  in  order  to  maintain  a ratio  more 
favorable  than  the  3500:1  population  to  pri- 
mary care  physician  standard.  Six  of  those 
counties  lie  in  the  western  part  of  the  state.  The 
basic  requirements  of  the  thirteen  counties 
could  be  met  with  only  8.2  additional  full-time 
primary  care  physician  equivalents  of  service, 
and  by  as  few  as  fifteen  more  physicians  (See 
Figure  1). 

As  useful  as  these  facts  might  be  for  identifi- 
cation of  Colorado’s  most  severely  underserved 
areas,  and  planning  and  programming  to  meet 
the  very  basic  health  care  needs  of  the  individu- 
als residing  there,  they  clearly  understate  the 
need  for  primary  care  physicians  perceived  by 
the  general  public.  The  deterioration  of  the 
primary  health  care  delivery  system  repre- 
sented by  an  increase  to  the  criterion  ratio  of 
3500:1  would  unlikely  go  without  notice  and 
certainly  would  do  little  to  elicit  support  for 


266 


Colorado  Medicine 


such  redistribution  among  the  large  majority  of 
the  citizens  of  this  program’s  service  area.  We 
believe  that  the  consumer’s  perception  of  health 
care  standards  is  in  no  small  part  a function  of 
the  medical  service  to  which  he/she  has  become 
accustomed.  This  level  of  service  will  in  most 
cases  bear  little  resemblance  to  that  minimally 
prescribed  by  Federal  formulation.  An  indi- 
vidual who  normally  experiences  a waiting 
period  of  thirty  minutes  to  see  a physician  will 
probably  not  be  pleased  with  the  prospect  of 
waiting  two  hours  or  two  days,  even  though  the 
latter  period  will  not  seem  excessive  to  most 
residents  of  medically  underserved  com- 
munities. 

For  this  reason,  consideration  of  the  number 
of  physicians  and  primary  care  physicians  re- 
quired to  maintain  present  accessibility  is  more 
important  for  counties  whose  population  to 
primary  care  ratios  do  not  currently  approx- 
imate 3500:1  or  greater.  Although  one  cannot 
assume  that  population  to  physician  ratios 
equate  with  average  patient  waiting  time  for 
physician  visits,  or  with  other  utilization  indi- 
ces, it  may  be  reasonable  to  assume  that  the 
relationships  between  the  ratio  and  these  vari- 
ables will  be  strong. 

Community  needs  are  then  shown  in  a new 
light.  Many  of  the  more  densely  populated  areas 
which  will  experience  significant  population 
growth  are  in  need  of  large  numbers  of  addi- 
tional health  care  providers  even  though  they 
appear  relatively  overserved  now.  These  figures 
are  based  on  absolute  magnitude  of  population 
growth  and  present  levels  of  medical  service 
rather  than  improvement  in  level  of  service  or 
per  cent  increase  in  population.  Perhaps  no 
single  consideration  so  speaks  to  the  need  for 
population-based  planning. 

Primary  care  physicians  for  the  purposes  of 
our  analysis  are  MB’s  and  DO’s  in  family/ 
general  practice,  general  pediatrics,  general 
internal  medicine,  and  OB/GYN.  In  the  past, 
attempts  have  been  made  to  assess  the  need  of 
certain  communities  for  the  services  of  a 
particular  type  of  primary  care  practitioner. 
The  outcome  of  any  such  examination  must  be 
viewed  with  some  skepticism.  The  practice  pro- 
file of  the  FP/GP  accounts  for  most  of  the  diffi- 
culty in  performing  these  analyses.  Pediatri- 
cians and  internists  have  more  or  less  age- 
defined  patient  populations.  Family  and  gen- 
eral practitioners  do  not.  It  has  been  found  that 
18.8  per  cent  of  all  visits  to  FP/GP’s  are  made  by 


members  of  the  pediatric  population. ^ The 
number  of  pediatricians  needed  to  serve  a given 
population,  or  the  number  of  internists  required 
is  contingent  on  knowledge  of  the  number  of 
FP/GP’s  that  are  or  will  be  in  practice  in  service 
to  that  sEime  population.  The  woes  of  the  analyst 
are  only  compounded  by  the  fact  that  the  pro- 
ductivity figures  for  family  and  general  prac- 
titioners vary  substantially  from  those  of 
pediatricians  and  internists.^ 

There  is,  however,  cause  to  award  special 
value  to  the  services  of  the  FP/GP  in  determin- 
ing the  primary  cau-e  needs  of  Colorado’s  rural 
residents.  Just  less  than  one-fourth  of  all  physi- 
cian visits  in  the  United  States  are  made  for 
service  to  the  pediatric  population.^  For  a 
county  of  modest  population,  unless  its  pediat- 
ric composition  is  significantly  disproportion- 
ate, it  may  not  be  feasible  for  a pediatrician  to 
establish  practice  there.  There  are  a great  many 
rural  counties  in  this  state  in  that  category.  It 
can  be  concluded  that  the  family/general  prac- 
titioner brings  a much  needed  flexibility  to  the 
primary  health  care  delivery  system  of  sparsely 
inhabited  rural  areas.  The  presence  of  FP/GP’s 
negates  the  necessity  for  age-specific  considera- 
tion of  primary  care  specialty  balance  in  the 
area’s  health  care  delivery  system. 

Although  not  in  accordance  with  a previously 
conceived  plan,  physicians  have  apparently 
weighed  population  size  and  age  composition  in 
arriving  at  career  decisions.  For  the  counties  of 
the  SEARCH  Program  service  area  with  ten  or 
fewer  physicians  serving  the  county,  68.9  per 
cent  of  all  physicians  are  family/general  prac- 
titioners. For  counties  with  more  than  ten 
physicians  the  comparable  percentage  is  only 
25.7  per  cent. 

The  contribution  of  osteopathic  physicians  to 
this  state’s  rural  health  care  delivery  system  is 
noteworthy.  Nationally  less  than  0.3  per  cent  of 
all  physician  visits  have  been  made  to  os- 
teopaths, and  that  figure  represents  a steady 
decrease  in  their  percentage  of  total  visits  since 
1966.^  But  DO’s  comprise  about  6.3  per  cent  of 
all  physicians  practicing  in  SEARCH’S  fifty 
county  service  area,  and  some  82.5  per  cent  of 
these  osteopaths  deliver  primary  care. 

The  figures  associated  with  the  preceding 
computation  of  additional  physicians  needed  to 
maintain  current  levels  of  accessibility  to  pri- 
mary health  care  are  relatively  stable  for  coun- 
ties having  larger  populations.  Definite  long- 
term planning  can  be  done  to  meet  their  needs. 
On  the  other  hand,  for  the  more  sparsely  inha- 
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bited  counties  for  whom  designation  as  a medi- 
cal manpower  shortage  area  either  has  oc- 
curred, or  is  a distinct  possibility  in  the  not  too 
distant  future,  programming  may  prove  more 
difficult.  Their  small,  but  critical  figures  asso- 
ciated with  achieving  population  to  primary 
care  physician  ratios  more  favorable  than 
3500:1  are  much  less  stable  and  may  be  ren- 
dered meaningless  literally  overnight;  in  some 
cases  even  by  a single  physician  relocation. 

Some  resignation  may  be  in  order  to  the  ap- 
parent futility  of  attempting  to  encourage 
physicians  to  establish  practices  in  com- 
munities of  less  than  a certain  number  of  resi- 
dents. Studies  have  shown  that  communities 
that  do  not  have  a sufficient  number  of  residents 
to  provide  physiciams,®  as  well  as  mid-level 
practitioners,'^  with  desired  income  potential, 
cannot  be  expected  to  entice  these  professionals 
to  their  towns  to  establish  practice.  This  phe- 
nomenon can  be  documented  here  in  Colorado. 
Of  the  89  incorporated  towns  of  the  SEARCH 
Program  service  area  which  do  not  have  the 
services  of  a physician,  the  average  population 
is  only  446. 

Conclusions 

Our  analysis  has  focused  exclusively  on  the 
SEARCH  service  area.  It  has  been  char- 
acterized by  relative  health  manpower  wealth, 
with  only  a few  thinly  populated  rural  areas 
requiring  our  immediate  attention.  An  absolute 
manpower  shortage  has  been  dismissed  almost 
out  of  hand.  But  the  examination  of  population 
to  physician  ratios  projected  nationally  some- 
what helies  such  representation  of  our  problem. 
Only  Mesa  County,  among  the  counties  of  the 
SEARCH  service  area  has  a population  to 
physician  ratio  lower  than  that  projected  for  the 
nation  in  1980  (502:1).®  And  although  the  na- 
tional projection  for  1980,  and  that  for  1990 
(413:1),®  together  have  become  the  cornerstone 
of  the  argument  that  the  United  States  will  soon 
experience  a very  real  excess  of  physicians, 
Colorado  physician  figures  cannot  he  effectively 
viewed  totally  outside  national  context. 

Resolving  the  maldistribution  of  health  care 
professionals  should  be  imdertaken  with  a 
sense  of  urgency.  It  stands  clearly  as  the  most 
serious  of  our  manpower  problems,  and  borders 
on  crisis.  Two  programs  implemented  for  that 
expressed  purpose  are  those  of  SEARCH  and 
the  National  Health  Service  Corps. 


Efforts  to  resdistribute  physicians  who  have 
been  in  practice  for  some  time  are  impractical. 
Their  future  relocation,  if  any,  will  be  governed 
by  the  same  factors  as  in  the  past  and  is  as  likely 
to  exacerbate  the  problem  as  contribute  to  its 
solution.  Necessarily  then,  the  focus  should  be 
with  the  career  decisions  being  made  by  medical 
students  and  residents.  The  difficulties  associ- 
ated with  relocation  of  practice  are  often  enough 
to  preclude  an  established  physician  from  seri- 
ously weighing  such  an  option.  Students  and 
residents  are  not  constrained  in  this  regard. 

Use  of  the  medium  of  education  holds  prom- 
ise. It  is  employed  by  both  the  SEARCH  Pro- 
gram and  that  of  the  National  Health  Service 
Corps.  SEARCH  sponsors  the  placement  of  stu- 
dents and  residents  in  rural  areas.  It  further 
subsidizes  and  otherwise  supports  professional 
activities  in  underserved  areas  which  enhance 
community  attractiveness  to  health  care  per- 
sonnel seeking  practice  location.  The  commu- 
nity’s capacity  to  retain  health  manpower  can 
also  be  increased  as  a result  of  those  same  ac- 
tivities. A number  of  states  have  instituted 
similar  programs.  Their  accomplishments  have 
been  evaluated  by  the  Carnegie  Commission.^ 

The  National  Health  Service  Corps  has  sites 
scattered  throughout  this  and  other  states. 
They  are  manned  by  health  care  professionals 
repaying  tuition  loans  through  their  service  to 
underserved  populations.  While  the  retention 
rate  of  these  personnel  upon  completion  of  their 
obligation  was  at  first  disappointing,  it  has 
risen  steadily  to  47  per  cent.®  This  is  the  per- 
centage of  placements  remaining  in  service  to 
the  community  for  at  least  one  year  after  fulfil- 
ling their  two  year  commitment. 

It  will  require  concerted  action  to  bring  relief 
to  Colorado’s  medically  underserved  popula- 
tion. But  a better  appreciation  of  the  parame- 
ters of  their  plight  is  in  evidence,  and  remedial 
efforts  are  now  underway.  The  success  of  these 
efforts  can  he  meaningfully  measured  through 
later  periodic  reexamination  of  the  indicators 
presented  in  this  document.# 

Supported  by  HRA  Contract  232-79-0060, 
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What  is  the  AAAHC? 

Many  physicians  around  the  State  have  recently 
received  information  about  the  Accreditation  Asso- 
ciation for  Ambulatory  Health  Care,  Inc.  Since  this 
is  a new  organization,  doctors  may  be  confused 
about  what  the  AAAHC  is  and  what  it  does. 

Soon  after  the  Accreditation  Council  for  Ambu- 
latory Health  Care  of  the  Joint  Commission  on  Ac- 
creditation of  Hospitals  (JCAH)  was  dissolved  last 
year,  three  of  the  five  charter  members  of  the  origi- 
nal Accreditation  Council  for  Ambulatory  Health 
Care  decided  to  continue  the  accreditation  program 
undertheaegis  of  the  newly-formed  AAAHC.  These 
groups  include  the  American  Group  Practice  Asso- 
ciation (AGFA),  Group  Health  Association  of 
America  (GHAA),  and  Medical  Group  Manage- 
ment Association  (MGMA).  joining  these  three 
groups  as  charter  members  of  the  new  accrediting 
body  are  the  American  College  Health  Association 
(ACHA),  Free  Standing  Ambulatory  Surgical  Asso- 
ciation (FSASA),  and  the  National  Association  of 
Community  Health  Centers  (NACHC). 

When  the  program  was  under  the  auspices  of 
JCAH,  it  was  a voluntary  activity.  This  continues  to 
be  true.  The  object  of  the  AAAHC  is  to  provide 
peer-based  assessment  to  aid  in  an  ongoing  process 
of  self-evaluation. 

What  is  the  Incentive  for  AAAHC  Accreditation? 

If  an  ambulatory  care  center  is  AAAHC- 
accredited,  it  is  entitled  to  accept  assignment  for 
Medicaid  and  Medicare  payments.  Since  most 
ambulatory  care  centers  do  not  accept  assignment, 
there  is  not  the  strong  incentive  for  ambulatory 
centers  to  be  accredited  that  there  is  for  hospitals. 
(However,  up  until  1975,  when  reimbursement  for 
Medicaid  and  Medicare  to  hospitals  became  linked 
with  JCAH  accreditation,  hospital  accreditation 
was  strictly  voluntary  also. 


The  positive  points  of  the  accreditation  program 
are  peer  review  and  educational  benefits.  The  proc- 
ess is  a 1 -V2  to  2-day  on-site  visit  by  two  physicians 
and  one  administrator.  Standards  examined  during 
the  visit  include  the  areas  of  patient  rights,  ad- 
ministration, quality  of  care,  medical  records,  sur- 
gical services,  educational  activities,  etc.  It  is  a vig- 
orous process. 

There  are  no  ambulatory  care  centers  in 
Colorado  that  are  currently  AAAHC-accredited. 
However,  several  state  BC/BS  programs  are 
exploring  the  possibility  of  linking  reimbursement 
with  AAAHC  accreditation.  If  this  linkage  were 
made  in  Colorado,  the  number  of  accredited 
ambulatory  care  centers  would  certainly  grow.  This 
association  for  reimbursement  may  first  appearwith 
ambulatory  surgery  centers. 

More  information  about  the  AAAHC  can  be  ob- 
tained bycontactingthe  Executive  Director,  Ronald 
Moen,  (312)  676-9610. 
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HILTON  HEAD 
GENERAL  MEDICINE 
CONFERENCE 


Sponsored  by  Beth  Israel  Hospital,  Denver. 
October  12-16,  1980. 

Hilton  Head  Island,  South  Carolina 

20  hours  AMA  Category  1 & AAFP 
Prescribed  credit. 

Fees:  $240  general,  $165  residents. 

Topics:  coronary  artery  disease,  diabetes 
and  endocrinology,  infectious  diseases,  and 
pulmonary  diseases. 

For  registration  & housing  information,  contact: 

Beth  Israel  Conference  Program 

P.O.  Box  11366,  Denver,  CO  80211 

Phone  (303)  629-5333  or 

(800)  525-5810  (toll-free  outside  Colorado) 
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Students  at  the  University  of  Colorado  Medical 
School  have  had  practically  no  systematic  educa- 
tion on  cost  containment.  The  Cost  Containment 
Education  Committee,  chaired  by  Dr.  Carlos  Mar- 
tini, is  now  preparing  a cost  containment  curricula 
to  educate  new  physicians.  The  goal  of  the  course  is 
to  assist  the  physician  to  practice  medicine  in  a cost 
conscious  atmosphere. 

In  the  future,  regulatory  agencies  may  require 
physicians  to  be  familiar  with  third  party  practices 
and  patient  fee  requests.  With  this  in  mind,  the 
Committee  will  consider  the  following  objectives: 

1.  To  acquaint  physicians  with  practice  prob- 
lems presented  by  private  and  public  third  parties. 

2.  To  affect  the  behavior  of  physicians  in  the 
processes  of  diagnosis  and  treatment; 

3.  To  correlate  the  condition  of  the  patient  to  an 
appropriate  medical  setting  and  to  an  appropriate 
institutional  length  of  stay; 

4.  To  institute  physician  office  practice  man- 
agement concepts  and  legal  concepts  into  the 
mainstream  educational  experience,  and 

5.  To  present  preventative  medicine  concepts 
which  have  demonstrated  cost  effectiveness. 

Committee  members:  University  of  Colorado 
Health  Sciences  Center:  Carlos  Martini,  MD,  Neil 
Chisholm,  MD,  Barbara  M.  EHarley,  MD,  Paul  Red- 
stone, MD,  Robert  Schlenker,  MD,  John  W.  Wood- 
ward, MD,  Steven  Dubovsky,  MD,  Colorado  Medi- 
cal Society:  Robert  M.  Fitzgerald;  Blue  Cross/Blue 
Shield  of  Colorado:  Willis  L.  Bennett,  MD,  CEIS: 
Robert  Elliott,  MD,  Veterans  Administration  Hos- 
pital: William  Weisheit;  St.  Anthony  Hospital: 
Stephen  Lowenstein,  MD,  UC  Medical  Student: 
Mark  Lassise;  Denver  Department  of  Public  Health: 
John  Sbarbaro,  MD. 

Robert  M.  Fitzgerald 
Division  of  Socio-Economics/Medical  Affairs 

AMA  Grant  to  CU  Medical  School 

A grant  of  $14,251.84  has  been  made  to  the 
University  of  Colorado  School  of  Medicine  by  the 
American  Medical  Association  Education  and  Re- 
search Foundation.  Funds  come  largely  from  direct 
grants  to  medical  schools  and  are  made  directly  to 
the  Dean  of  the  medical  school  without  restriction. 


Physician  Health  and  Rehabilitation 
Committee  Hopes  to  Obtain  Help 

Members  with  firsthand  knowledge  of  routes  to  re- 
covery and  repair  of  professional  and  personal  life 
are  sought  by  the  CMS  Committee  on  Physician 
EHealth  and  Rehabilitation.  Physician  members  of 
Alcoholics  Anonymous  who  share  fhe  Committee's 
desire  to  assist  impaired  physicians  to  confront  and 
overcome  problems  with  alcohol  are  urged  to  con- 
tact Dr.  John  Avery  in  Boulder,  telephone  442- 
4660. 

To  prepare  for  its  work.  Dr.  Avery's  committee 
has  participated  in  training  conducted  by  Dr. 
Thomas  Briggs,  chairman  of  the  Minnesota  state 
medical  society  physician  health  committee,  and 
received  advice  from  Dr.  Vern  Johnson  of  the 
Johnson  Institute  in  Minneapolis.  Dr.  Briggs  set  forth 
procedures  for  each  phase  of  the  work,  including 
verification  of  a fellow  physicians's  impairment, 
intervention  and  encouragement  into  therapy,  and 
supportive  followup. 

The  understanding  which  recovering  alcoholics 
can  bring  to  the  work,  based  on  their  experience 
with  alcohol,  will  strengthen  the  effort  of  the  com- 
mittee. Pleasecontact  Dr.  Avery  if  you  are  willingto 
make  this  contribution. 

Ravin  Memorial  Dedicated 

The  Abe  Ravin  Division  of  Cardiovascular  Medicine  at  the 
Rose  Medical  Center  was  dedicated  June  25  to  the  memory  of  a 
physician  whose  accomplishments  in  the  field  of  cardiology  are 
widely  recognized.  He  is  credited  with  at  least  75  medical  publi- 
cations and  two  books  on  the  subject  of  cardiovasculardisease. 

One  of  the  most  outstanding  achievements  was  the  develop- 
ment of  records  of  simulated  heart  tones;  this  record  received 
over  one  million  pressings  and  was  the  first  medical  record  to 
achieve  a gold  medal  in  the  record  industry. 

Dr.  Ravin,  who  died  February  17,  1978,  had  pioneered  the 
cardiovascular  division  at  Rose  Medical  Center  which  now  bears 
his  name. 

Mitchell  Receives  Trudeau  Medal 

Roger  S.  Mitchell,  MD,  former  director  of  the 
Webb-Waring  Lung  Institute,  and  professor 
emeritus  of  medicine  at  the  University  of  Colorado 
EHealth  Sciences  Center  has  been  awarded  the 
Trudeau  Medal  by  the  American  Lung  Association. 

The  medal  annually  is  presented  for  "the  most 
meritorious  contribution  on  the  cause,  prevention, 
or  treatment  of  lung  disease,"  and  honors  Edward 
Livingston  Trudeau,  MD,  first  president  of  the 
American  Lung  Association,  and  founder  of  the 
Trudeau  Sanatorium,  Saranac  Lake,  New  York. 

Dr.  Mitchell  founded  the  Aspen  Lung  Confer- 
ence, and  headed  the  Governor's  Task  Force  on  the 
Health  Effects  of  Air  Pollution,  and  in  semi- 
retirement  continues  to  contribute  his  time  to  the 
Denver  Clinic,  the  Veterans  Administration  Medi- 
cal Center,  and  the  Denver  Department  of  Health 
and  Hospitals. 
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rooms,  in  company  pay  envelopes,  in  billing  and  statement  envelopes,  in 
grocery  stores  and  shopping  bags.  In  addition.  Associated  Grocers  of 
Colorado  has  developed  a campaign  of  printing  and  distribution  of  these 
pamphlets  in  all  of  their  markets  across  the  state,  and  will  be  printing 
and  distributing  the  ’Health  Power’  message  from  your  Society  for  the  next 
year.  Dillon  Stores,  owners  of  the  City  Market  chain  of  stores  on  the 
western  slope  of  Colorado,  printed  and  distributed  nearly  40,000  of  the 
pamphlets.  Bur roughs- Wellcome  Company  has  printed  an  additional  50,000 
of  the  pamphlets  for  distribution.  "Health  Power’’  is  the  copyrighted 
identification  of  CMS  and  CMSA,  and  has  also  attracted  much  national 
attention,  where  other  state  societies  wish  to  use  the  same  program. 

Colorado  Medical  Society,  in  1978  and  1979,  printed  and  distributed  two 
separate  brochures  concerning  National  Health  Insurance  and  government 
intervention  and  "information  about  your  doctor,"  both  of  which  were 
distributed  through  physician’s  offices  and  clinics.  Both  presented 
a well  thought-out  program  of  the  physician’s  place  in  our  society,  and 
his  importance  to  our  democratic  system. 

One  of  these  brochures,  entitled  "Good  Health  Is  Good  Living,"  explained 
how  to  save  money  on  medical  expenses,  why  medical  costs  have  increased,  and 
some  interesting  facts  on  medical  progress. 

Public  awareness  to  the  physician’s  concern  for  safety  and  health  and 
medical  cost  containment  has  been  increased  by  the  CMS  participation  in 
a petition  drive  to  place  the  motorcycle  helmet  law  question  on  the 
November  ballot. 

The  Colorado  Department  of  Education  and  Colorado  Public  Health  Association 
joined  Colorado  Medical  Society  and  Auxiliary  in  sponsoring  a poster  contest 
in  public  schools,  grade  K through  12,  throughout  Colorado  concerning 
"Health  Power"  and  good  health  habits.  The  contest  will  be  conducted  again 
in  the  fall  and  winter  of  1980. 

Colorado  Medical  Society  is,  for  the  first  time,  sponsoring  a statewide 
media  awards  program.  The  Robert  L.  Perkin  Memorial  Award  for  medical 
reporting.  This  involves  all  of  the  state’s  newspapers,  radio  and  television 
stations,  encouraging  more  and  better  medical  reporting. 

There  are  many  other  projects  of  promoting  public  awareness,  projects  that 
are  on-going,  year  round.  Your  ideas  and  contributions  are  solicited. 

The  Communiations  Office  of  Colorado  Medical  Society  is  always  available  to 
assist  local  component  medical  societies  with  public  information  programs. 
Ideas  for  radio  interviews,  lists  of  suggested  questions  on  a variety  of 
health  topics,  hints  for  contacting  medical  personnel,  all  are  available 
to  you. 

You  may  write,  requesting  a listing  of  these  information  services,  or  call 
with  your  particular  question  or  suggestion.  In  Denver,  call  861-1221. 
Outside  the  metro  area,  call  toll-free,  1-800-332-4150,  but  call  only 
between  8AM  and  5PM,  Monday  through  Friday.  The  rest  of  the  time  this  line 
is  dedicated  to  the  use  of  radio,  television  and  newspaper  reporters 
throughout  Colorado,  so  they  can  reach  the  Colorado  Medical  Society  "Medical 
Hot  Line."  This  is  a daily  medical  news  update  service  which  provides  your 
stories  to  the  public  media. 
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The  Broadmoor  Hotel,  site  of  the  I960  Colorado  Medical  Society  Annual  Session. 

If  you’ve  not  visited  Colorado  Springs  or  the  Broadmoor  recently,  you’ll  want 
to  take  part  in  this  year’s  Annual  Session,  not  only  for  the  association 
involvement  but  for  the  pleasure  of  four  glorious  September  days  at  the 
Broadmoor. 

Steeped  in  history  of  the  Pikes  Peak  and  Cripple  Creek  region  of  Colorado, 
the  Broadmoor  has  kept  pace  with  the  times.  The  Broadmoor  offers  year-round 
golf  on  championship  courses,  three  outdoor  swimming  pools  fed  by  heated 
mountain  water,  indoor  ice  skating,  curling,  hockey,  and  stellar  ice  shows 
in  the  Broadmoor  Arena.  There  are  both  outdoor  and  indoor  tennis  courts, 
as  well  as  a host  of  other  athletic  facilities  and  endeavors. 

The  Broadmoor  extends  a warm  welcome  to  a choice  of  award-winning  dining  and 
beverage  areas,  from  sophisticated  Charles  Court,  the  elegant  Penrose  Room 
atop  Broadmoor  South,  and  the  rustic  Tavern,  to  the  oriental  richness  of  the 
Lake  Terrace  Lounges  and  the  rollicking  Golden  Bee  English  pub. 

The  Broadmoor  way  of  life  also  means  entertainment,  from  dancing  and 
listening  enjoyment  in  Spec’s  Spot,  to  the  handclapping  fun  and  sing-along 
at  the  Golden  Bee. 

Recommended  clothing  matches  Broadmoor’s  climate  and  lifestyle.  Sportswear 
is  excellent  for  casual  daytime  activities,  with  a light  wrap  suggested  for 
the  cool  Colorado  evenings  of  September.  After  six,  gentlemen  are  required  to 
wear  a coat  and  tie  in  dining  and  beverage  areas. 

Bring  the  family  for  a vacation.  For  family  members  of  all  ages,  there’s 
plenty  of  daytime  activity  nearby.  Take  the  young,  middle  and  older  set 
to  Cheyenne  Mountain  Zoo,  one  of  the  world’s  finest.  While  you  are  there, 
carry  a picnic  lunch  and  enjoy  one  of  the  numerous  outdoor  picnic  areas 
on  the  zoo  grounds.  If  the  kids  would  rather,  there’s  a grill  and  sandwich 
bar  located  at  the  entrance  of  the  zoo,  but  beware. ...it  is  located 
ominously  near  the  curio  and  souvenir  stands.  While  in  the  zoo,  drive  up 
the  mountain  a short  distance  to  the  Will  Rogers  Shrine  and  Singing  Tower. 

This  is  a treat  for  the  entire  family.  Built  on  the  side  of  Cheyenne  Mountain, 
this  shrine  provides  an  excellent  view  over  all  of  the  Colorado  Springs, 

Broadmoor,  Manitou  Springs  and  Air  Force  Academy  area. 

Leaving  the  Broadmoor  complex,  just  a short  distance  away  is  the  famous 
"Seven  Falls,"  a treat  to  see.  If  you’d  like  to  send  the  family  on  a trip 
while  you  are  involved  in  business  sessions,  make  reservations  for  them  to 
travel  to  the  top  of  Pikes  Peak  via  the  cog  railway.  It’s  an  exciting 
and  a delightful  trip.  Something  less  spectacular  but  a lot  of  fun  is  the 
shorter  trip  to  the  top  of  Mount  Manitou  cog  railway,  departing  from  the 
same  location  as  the  Pikes  Peak  cog,  but  only  a 45  minute  trip  up  and  back. 

On  the  north  side  of  Manitou  Springs  is  the  world-reknown  "Cave  of  the  Winds," 
which  will  delight  all  ages.  A little  further  north  is  the  "Garden  of 
the  Gods,"  one  of  nature’s  many  wonders.  If  the  family  has  more  time, 
we  suggest  a visit  to  the  United  States  Air  Force  Academy,  a fixture  in 
Colorado  for  20  years,  but  one  which  few  Coloradans  have  taken  the  time  to  | 

see,  first-hand.  ; 

Yes,  there’s  plenty  to  see  and  do  in  the  Colorado  Springs,  Broadmoor  area, 

and  it  just  might  be  that  mini- vacation  you’ve  needed  for  the  entire  i 

family.  | 

i 

Please  see  your  JUNE  issue  of  COLORADO  MEDICINE  for  the  Broadmoor  envelope  ;| 

insert,  which  will  give  you  room  rates  for  the  Broadmoor  Main,  South  and  West.  J 
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PUBLISHED  JOINTLY  BY  THE  COLORADO  FOUNDATION  FOR  MEDICAL  CARE,  COLORADO  MEDICAL  SOCIETY  AND 
THE  COLORADO  ACADEMY  OF  FAMILY  PHYSICIANS  • 1601  EAST  NINETEENTH  AVENUE.  DENVER,  COLORADO  80218 


JULY  1980 

13th-15th 

HOSPITAL  MEDICAL  STAFF  CONFERENCE  AND  HOS- 
PITAL TRUSTEE  FORUM  ADVANCED  SEMINAR.  Den 

ver.  Contact:  Estes  Park  Institute,  P.O.  Box  400,  Eng- 
lewood, CO  80151.  761-7709. 

16th-20th 

SUMMER  SKIN  SEMINAR.  Aspen.  Contact:  Office  of 
Postgraduate  Medical  Education,  University  of  Colorado 
Health  Sciences  Center,  4200  E.  9th  Ave.,  Denver,  CO 
80262.394-5241. 

21  St-24  th 

PRACTICAL  GASTROENTEROLOGY  FOR  THE  PRAC- 
TICING PHYSICIAN.  Aspen.  Contact:  Office  of  Post- 
graduate Medical  Education,  University  of  Colorado 
School  of  Medicine,  4200  E.  9th  Ave.,  C-295,  Denver 
80262.  394-5241.  (15  hours  of  AMA  Category  1 credit). 

21st-25th 

INTERNATIONAL  SYMPOSIUM  ON  HAND 
SURGERY  — COMPREHENSIVE  CARE  OF  THE  DIS- 
EASED AND  INjURED  UPPER  EXTREMITY.  Keystone. 
Contact:  John  A.  Boswick,  jr.,  M.D.,  Course  Director, 
4200  E.  9th  Ave.,  Box  C-309,  Denver  80262.  394-8718. 
(22  hours  of  AMA  Category  1 credit). 

23rd 

COLORADO  REGIONAL  NEURORADIOLOGY  AND 
COMPUTERIZED  TOMOGRAPHY  MEETING.  Depart- 
ment of  Radiology,  University  Hospital,  Denver.  Contact: 
Leatha  Kibel,  394-7773.  (3  hours  of  AMA  Category  1 
credit). 

31  st-August  3rd 

PEDIATRICS.  Snowmass.  Contact:  Office  of  Postgraduate 
Medical  Education,  University  of  Colorado  Health  Sci- 
ences Center,  4200  E.  9th  Ave.,  Denver,  CO  80262. 
394-5241. 


AUGUST  1980 

1st-3rd 

COLORADO  ACADEMY  OF  FAMILY  PRACTICE  AN- 
NUAL MEETING.  The  Lodge,  Vail.  Contact:  Shirlee 
Meyers,  1570  Humbolt  St.,  Denver.  837-0757.  (11 
prescribed  hours  of  AMA  Category  1 credit). 

2nd-6th 

PATHOLOGY  IN  OBSTETRICS  AND  GYNECOLOGY. 

Aspen.  Contact:  Office  of  Postgraduate  Medical  Educa- 
tion, University  of  Colorado  School  of  Medicine,  4200  E. 
9th  Ave.,  C-295,  Denver  80262.  394-5241 . (28  hours  of 
AMA  Category  1 credit). 


3rd-7th 

PERINATAL  MEDICINE.  Snowmass.  Contact:  Office  of 
Postgraduate  Medical  Education,  University  of  Colorado 
School  of  Medicine,  4200  E.  9th  Ave.,  C-295,  Denver 
80262.  394-5241.  (21  hours  Category  1 credit). 

6th-9th 

KEYSTONE  CONFERENCE  ON  PARENTING.  Keystone 
Lodge,  Keystone,  CO.  Contact:  Health  Education  De- 
partment, Children's  Hospital,  1056  E.  19th,  Denver 
80218.  861-6847.  (15  hoursof  AMA,  AAFP,  CN  A credit). 

6th-10th 

DYNAMIC  PSYCHOTHERAPY:  THE  CONCEPT  OF 
COUNTERTRANSFERENCE  AND  ITS  RELATIONSHIP 
TO  PSYCHOTHERAPEUTIC  PROCESS.  Aspen.  Contact: 
Office  of  Postgraduate  Medical  Education,  University  of 
Colorado  School  of  Medicine,  4200  E.  9th  Ave.,  C-295, 
Denver  80262.  394-5241.  (1  7 hours  of  AMA  Category  1 
credit). 

11th-15th 

ASPEN  CONFERENCE  ON  PEDIATRIC  DISEASE,  1980- 
LUNG.  The  Gant,  Aspen.  Contact:  J.  Thomas  Stocker, 
M.D.,  Department  of  Pathology,  Children's  Hospital, 
1056  E.  19th  Ave.,  Denver,  CO  80218.  861-6712.  (25 
hours  of  AMA  Category  1 credit). 

14  th 

INFECTIOUS  DISEASES.  Denver.  Contact:  Office  of 
Postgraduate  Medical  Education,  University  of  Colorado 
Health  Sciences  Center,  4200  E.  9th  Ave.,  C-295,  Denver 
80262.  394-5241. 

15th-20th 

PRIMARY  CARE  ORTHOPEDICS.  Aspen.  Contact:  Office 
of  Postgraduate  Medical  Education,  University  of 
Colorado  School  of  Medicine,  4200  E.  9th  Ave.,  C-295, 
Denver  80262.  394-5241 . (23  hours  of  AMA  Category  1 
credit). 

20th 

WORKUP  OF  SUSPECTED  AND  PROVEN  MALIGNANT 
DISEASES.  Aspen.  Contact:  Martin  j.  Rubinowitz,  M.D., 
The  DenverClinic,  701  E.  Colfax  Ave.,  Denver80203.  (2 
hours  of  AMA  Category  1 credit;  2 prescribed  hours  of 
AAFP  credit). 

21st 

ANTICOAGULANTS  - WHAT  YOU  SHOULD  KNOW. 

Vail.  Contact:  Martin  j.  Rubinowitz,  M.D.,  The  Denver 
Clinic,  701  E.  Colfax  Ave.,  Denver  80203.  (2  hours  of 
AMA  Category  1 credit;  2 prescribed  hours  of  AAEP  cre- 
dit). 


27th 

COLORADO  REGIONAL  NEURORADIOLOGY  AND 
COMPUTERIZED  TOMOGRAPHY  MEETING.  Depart 
mentof  Radiology,  University  Hospital,  Denver.  Contact: 
Leatha  Kibel.  394-7773.  (3  hours  of  AMA  Category  1 
cred  it). 

29th-31st 

PEDIATRIC  NEUROLOGY  MINI-COURSE.  Keystone 
Lodge,  Keystone,  CO.  Contct:  Health  Education  Depart- 
ment, Children's  Hospital,  1056  E.  19th,  Denver,  CO 
80218.  861-6947.  (10  hours  of  AMA  Category  1 credit). 


SEPTEMBER  1980 

4th-5th 

ADVANCED  ARTHROSCOPY  SEMINAR.  Writers 
Manor,  Denver.  Contact:  Health  Education  Department, 
Children's  Hospital,  1056  E.  19th,  Denver,  CO  80218. 
861-6947.  (AMA  credit  hours  available). 

11th-13th 

OBSTETRICS/GYNECOLOGY  FOR  FAMILY  PHYSI- 
CIANS. Santa  Ee,  New  Mexico.  Contact:  W.  J.  Levy, 
M.D.,  Symposia  de  Santa  Ee,  P.O.  Box  5175,  Coronado 
Station,  Santa  Ee,  New  Mexico  87502. 


14th-18th 

HOSPITAL  MEDICAL  STAFF  CONFERENCE  AND  HOS- 
PITAL TRUSTEE  FORUM.  Estes  Park.  Contact:  Estes  Park 
Institute,  P.O.  Box  400,  Englewood,  CO  80151.  761- 
7709. 

15th-18th 

PULMONARY  MEDICINE  — 1980:  AN  UPDATE  FOR 
THE  CLINICIAN.  Vai I.  Contact:  Dale  E.  Braddy,  Director 
of  Education,  American  College  of  Chest  Physicians,  81 1 
Busse  Highway,  Park  Ridge,  IL  60068.  (20  hours  of  AMA 
Category  1 credit). 

21  St-24  th 

VASCULAR  SURGERY.  Denver.  Contact:  Office  of  Post- 
graduate Medical  Education,  University  of  Colorado 
Health  Sciences  Center,  4200  E.  9th  Ave.,  C-295,  Denver 
80262.  394-5241. 

24  th 

COLORADO  REGIONAL  NEURORADIOLOGY  & 
COMPUTERIZED  TOMOGRAPHY  MEETING.  Depart 
ment  of  Radiology,  St.  Luke's  Hospital,  Denver.  Contact: 
Leatha  Kibel.  394-7773.  (3  hours  of  AMA  Category  1 
credit). 

26th-27th 

9TH  ANNUAL  MONTROSE  FALL  CLINICS.  Montrose, 
CO.  Contact:  Kathy  Holman,  Montrose  Memorial  Hos- 
pital, 800  S.  Third  St.,  Montrose,  CO  81401.  249-2211. 
(10  hours  of  AMA  Category  1 credit). 


NOTE  TO  THOSE  REGISTERING  FOR  THE  ANNUAL  SESSION  SCIENTIFIC  PROGRAM 

1.  There  have  been  some  changes  in  speakers  since  we  went  to  press. 

Check  the  August  issue  of  Colorado  Medicine  for  a complete  speaker  listing. 

2.  The  Friday  morning  (Sept.  26)  UPDATE  Scientific  Sessions  will  be  in  the 
following  order  rather  than  as  shown  on  the  printed  registration  form: 

8:00  Diabetes 

or 

Antibiotics 

9:00  Occlusive  vascular  disease 
or 

Management  of  the  obese  patient 

10:00  Peptic  ulcer  management 
or 

Pelvic  inflammatory  disease 


Radiation  health  effects* 


Internal  Deposition  of  Radioactive  Materials 

R.W.  Bistline,  PhD,  D.C.  Hunt,  PhD,  and  R.E.  Yoder,  ScD,  Golden,  Colorado 


There  are  three  major  routes  by  which 
radioactive  material  becomes  deposited  within 
the  body  of  an  individual.  These  routes  of  entry 
are  inhalation,  ingestion,  and  injection  through 
a cut  or  penetration  in  the  skin. 

Inhalation 

The  deposition  patterns  and  translocation  of 
inhaled  radioactive  materials  are  relatively 
complicated.  Factors  such  as  the  aerodynamic 
particle  size  of  the  material,  the  effectiveness  of 
the  natural  removal  processes  in  the  individual 
(mucosal  and  ciliary  actions)  and  the  solubility 
of  the  materials  inhaled  are  all  very  influential 
parameters.  Some  radioisotopes  such  as  cesium, 
strontium,  iodine,  iron,  potassium,  and  tritium 
are  very  soluble  within  the  body  and  are  readily 
solubilized  and  transported  for  assimilation  by 
specific  organs.  Where  the  material  is  very  in- 
soluble when  inhaled,  for  example  plutonium 
oxide,  about  70  to  80  per  cent  will  be  removed 
within  the  first  24  to  48  hours  by  the  body’s 
natural  removal  processes  in  the  naso-pharynx 
and  bronchi.  Inhalation  of  such  insoluble  mate- 
rials usually  leads  to  enhanced  macrophage  ac- 
tivity (phagocytosis)  within  the  lungs  to  remove 
the  remaining  foreign  materials  to  the 
tracheobronchial  and  bronchial-pulmonary  re- 
gion lymph  nodes.  The  ultimate  solubility  of  the 
material  at  this  point  plays  a major  role  in  de- 
termining the  mean  residence  time  in  the  lung 
one  might  observe  and  the  translocation  to 
other  organs  of  the  body  or  elimination  from  the 
body. 

The  organs  to  which  initially  deposited  mate- 
rials are  translocated  are  determined  by  the 
chemical  nature  of  the  material  and  the  rate  of 
utilization  or  incorporation  of  those  chemicals 
by  the  specific  organs.  It  is  probably  useful  to 
point  out  examples  of  such  selectivity  by  some  of 
the  radioisotopes  mentioned  in  the  preceding 

•k 

This  is  the  fourth  in  a series  of  arlicles  on  the  health  effects  ot  radiation.  Presented  in 
this  article  is  a discussion  of  the  health  effects  in  animals  and  humans  as  a result  of  the 
internal  deposition  of  radioactive  materials.# 


paragraph.  The  distribution  of  cesium  and 
potassium  in  the  body  are  predominantly  asso- 
ciated with  the  musculature.  Strontium  is  asso- 
ciated with  the  bones  and  iodine  very  specific  to 
the  thyroid.  On  the  other  hand  the  distribution 
of  plutonium  through  inhalation  will  first  be  in 
the  lungs  and  associated  lymph  nodes^  and  later 
through  very  slow  translocation  with  liver  and 
trabecular  bone.  In  some  cases  of  inhalation  of 
very  insoluble  plutonium,  it  has  taken  several 
years  before  detectable  quantities  could  be  ob- 
served in  24-hour  urine  sample  collection. 
Genetically,  most  radioisotopes  have  little  con- 
centration in  the  reproductive  organs  through 
the  common  modes  of  intake.  Therefore,  the 
radiation  dose  to  these  organs  is  usually  quite 
small.  Materials  such  as  plutonium  have  very 
little  affinity  for  the  deposition  correlation  with 
organs  other  than  bone,  liver,  and  lymph  nodes. 
Studies  show  distribution  coefficients  of  only 
about  one  atom  per  million  of  exposure  ulti- 
mately translocated  to  the  reproductive  or- 
gans.^'^ Even  if  plutonium  were  to  deposit  in 
small  amounts  in  the  gonads,  it  has  been  shown 
by  Brooks,  et  al^  that  the  distribution  in  man  is 
much  different  from  that  observed  in  research 
animals.  In  the  human  organs  the  distance  from 
the  specific  loci  of  deposition  in  the  organ  to  the 
spermatagonia  is  beyond  the  range  of  the  alpha 
radiation  emitted  by  the  radioisotope. 

Extensive  animal  inhalation  research  has 
been  carried  out  by  Pacific  Northwest 
Laboratories  of  Richland,  Washington  and  the 
Inhalation  Toxicology  Research  Institute, 
Lovelace  Foundation,  Albuquerque,  New 
Mexico,  using  various  radionuclides. 

Ingestion 

Ingestion  of  radioactive  materials  has  a 
dynamic  similar  to  that  described  in  inhalation 
except  that  the  residence  time  is  shorter.  The 
uptake  and  incorporation  of  the  material  is 
highly  dependent  upon  its  solubility  as  it  passes 
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through  the  GI  tract.  Ingestion  can  be  an  impor- 
tant mode  of  intake  for  those  radioisotopes  that 
are  quite  soluble  and  readily  incorporated  in  the 
food  chain. 

Probably  the  most  notable  example  of  Ccmcer 
produced  as  a result  of  ingestion  of  a radioactive 
material  is  the  population  of  radium  dial  pain- 
ters of  the  early  1900’s.  Because  of  poor  safety 
practices  and  material  control  by  the  workers, 
ingestion  of  microcurie  quantities  of  radium  oc- 
curred which  years  later  caused  an  increased 
incidence  of  bone  cancer.  Very  thorough  studies 
of  this  population®  made  the  major  contribution 
of  data  used  in  establishing  our  present 
standards  for  internal  deposition  of  radioiso- 
topes. 

The  more  insoluble  elements  such  as 
plutonium  show  only  a minor  uptake  through 
this  pathway.®  The  absorption  factor  for 
plutonium  through  the  GI  tract  is  generally  ac- 
cepted to  be  about  2 x 10‘®  for  insoluble  forms 
and  conservatively  2 x if  one  assumes  some 

polymerization  has  occurred.'^-  ® Organ  deposi- 
tion of  that  material  which  is  solubilized 
through  ingestion  will  be  like  that  described 
under  the  inhalation  discussion. 

Skin  Penetration 

Internal  radioactive  deposition  by  skin 
penetration  or  a cut  in  the  skin  will  likewise 
distribute  throughout  the  body,  as  described 
under  the  previous  two  modes.  Here  again  the 
solubility  is  a critical  factor  in  the  final  distri- 
bution pattern.  For  most  elements  the  skin  fur- 
nishes a sufficient  barrier  to  prevent  internal 
contamination  of  any  significant  or  detectable 
amount  unless  a penetration  of  the  skin  barrier 
occurs  by  a puncture,  cut,  acid  burn,  or  a carrier 
material  such  as  DMSO.  If  such  a penetration 
occurs  with  insoluble  plutonium  any  residual 
material  left  at  the  wound  site  can  serve  as  a 
reservoir  for  very  slow  translocation. 

Discussion 

At  the  present  time  most  of  the  internally 
deposited  levels  of  radionuclides  above  the 
known  natural  background  levels  occur  as  a 
result  of  medical  diagnosis  or  treatment  in 
which  relatively  large  quantities  (millicuries  or 
greater)  are  administered  as  the  result  of  pro- 
fessional decisions  based  on  the  benefit  and  risk 
considerations.  A small  number  of  cases  from 
chronic  exposure  or  accidents  in  industrial 


facilities  have  occurred  and  are  under  long  term 
observation.®'®  Most  of  these  individuals  appear 
to  show  no  adverse  health  effects.  Studies  of  the 
workers  involved  in  the  production  of  nuclear 
weapons  in  the  1940’s  experienced  exposure  and 
deposition  of  insoluble  isotopes  such  as 
plutonium  for  as  long  as  35  years  and  show  no 
detrimental  health  effects.®'^®  Exceptions  to  this 
include  the  uranium  miner  population  where 
an  observed  latent  increase  in  limg  cancer  is 
now  occurring  as  a result  of  past  inhalation  of 
the  radon  and  radon  daughter  products  in  the 
mine  air,  the  thorotrast  patients  who  were  ad- 
ministered thorotrast  injections  by  the  medical 
profession^  and  previously  mentioned  radium 
dial  painters.  In  the  uranium  miners  and 
thorotrast  patients  where  effects  have  been  ob- 
served, the  levels  deposited  in  the  body  were 
very  large.  Effects  on  the  uranium  miners  have 
only  been  observed  where  exposures  greatly  ex- 
ceeded the  present  accepted  working  level 
standards. 

Somatic  effects  are  the  only  detectable  health 
effects  observed  to  date  in  human  populations 
which  have  received  high  internal  depositions 
of  radionuclides.  If  any  somatic  effects  are  seen 
they  usually  consist  of  some  type  of  tumor  or 
cancer  in  the  organ  where  the  primary  deposi- 
tion occurred.  Examples  of  this  include  the  in- 
duction of  tumors  in  the  lungs  of  dogs  subjected 
to  large  dosages  of  plutonium  by  inhalation  at 
the  Pacific  Northwest  Laboratories^®  and  bone 
tumors  in  dogs  given  intravenous  injections  of 
plutonium,  radium,  thorium,  strontium,  and 
americium  at  the  University  of  Utah. 

Questions  exist  regarding  the  nonhomogen- 
ity  of  cell  irradiation.  This  micro  dosimetry 
problem  involves  the  assessment  and  impact  of 
cell  death  which  does  not  produce  cancer  and 
cell  injury  (injury  or  change  to  the  DNA  struc- 
ture) which  can  cause  abnormal  cell  reproduc- 
tion. This  scientific  problem  is  ameliorated  be- 
cause of  the  animal  and  human  experience 
which  relates  overall  health  effects  to  dose.^® 

It  should  be  noted  that  there  may  be  a great 
difference  in  the  half  life  of  radionuclides  and  in 
the  length  of  time  they  remain  in  the  body. 
Some  isotopes  used  in  nuclear  medicine  will 
rapidly  decay  and/or  be  removed  from  the  body 
in  a few  hours  or  days,  while  others  may  remain 
for  longer  periods  up  to  and  including  the 
lifetime  of  the  individual.  Because  of  the  con- 
cern for  health  effects  from  some  of  those 
isotopes  having  long  residence  times  in  the 
body,  chelation  treatment,  such  as  EDTA  and 
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DTPA,  and  other  means  such  as  lung  lavage 
have  been  developed  to  enhance  excretion  or 
removal  of  the  materials. 

The  somatic  effects  of  internally  deposited 
radionuclides  appear  to  increase  the  potential 
risk  for  cancer  when  exposure  is  large  with  re- 
spect to  established  radiation  standards.  As 
stated  by  R.F.  Brown  of  the  University  of 
California  Medical  Center,  San  Francisco,  at 
lower  levels  of  exposure  the  cancer  relation  is 
unresearchable  because  observed  cancers  in  the 
control  population  are  so  large  with  respect  to 
the  number  of  cancers  induced  by  radiation  that 
the  radiation  effect  becomes  undetectable.^® 
G.W.  Beebe  stated,  "The  limitations  of  the 
epidemiologic  approach  to  the  measurement  of 
human  health  effects  of  ionizing  radiation  dis- 
courage any  expectations  that  epidemiologic 
studies  alone  will  provide  the  answers...  . 
Epidemiologic  studies  are  observational,  not 
experimental,  in  nature,  and  unless  we  are 
dealing  with  large  differences  and  large  rela- 
tive risks,  the  hazards  to  inference  are  consid- 


erable. At  the  very  low  dose  levels  that  are  of  the 
greatest  practical  concern...  the  underlying 
risks  may  be  beyond  the  resolving  power  of  pre- 
sent epidemiologic  methods  to  measure  di- 
rectly.”^® 

Summary 

All  living  matter  has  a small  quantity  of 
radioactivity  within  it.  In  fact,  a person  receives 
an  annual  radiation  dose  of  about  20  mrem  from 
the  radiation  within  his  body.  It  is  known  that 
large  internal  depositions  of  radioactivity  can 
increase  the  potential  for  somatic  effects  in  the 
form  of  cancer,  but  these  quantities  are  large  in 
respect  to  present  standards.  The  somatic  ef- 
fects of  smaller  quantities  are  currently  unde- 
tectable within  the  population  because  of  the 
large  observed  cancer  incidence  occurring 
naturally  in  the  population. 

In  the  next  issue  Environmental  Radiation 
Concerns  will  be  discussed  in  perspective. 


REFERENCES 

' Mclnroy.  J.F.:  The  Los  Alamos  Scientific  Laboratory's  Human  Autopsy  Tissue  Analysis  Study.  The  Health  Effects  of 
Plutonium  and  Radium,  edited  by  WebsterS.S.  Jee,  The  J.W.  Press,  Salt  Lake  City,  Utah.  1976. 

“ Richmond,  C.W.,  Thomas,  R.L.:  Plutonium  and  Other  Actinide  Elements  in  Gonadal  Tissue  of  Man  and  Animals. //ea/;/i 
Physics  29:  241-250.  1975. 

“ Bistline,  R.W.  Translocation  Dynamics  of  Plutonium.  COO-1787-20,  Special  Report  on  U S.  A. E C.  Contract  No 
AT(1 1-1)-1787.  1973. 

' Brooks,  A.L. , Diel,  J.H. , McClellan,  R.O.:  The  Influence  of  Testicular  Microanatomy  on  the  Potential  Genetic  Dose  From 
Internally  Deposited  *“*Pu  Citrate  in  Chinese  Hamster,  Mouse,  and  Man  Radiation  Research  77:  292-302.  1979. 

* Evans,  R.D.:  Radium  in  Man.  Health  Physics  27:  497-510.  1974. 

* Healy.  J.W.:  A Proposed  Interim  Standard  for  Plutonium  In  Soils.  LA-54S3-MS.  1974. 

’ Langham.  W .H.:  The  Biological  Implications  of  the  Transuranium  Elements  For  Man.  Health  Physics  22:  943-952.  1972. 
‘ Voelz,  G ,L.,  Stebbings,  J.H. . Hempelmann,  L.H. , Haxton,  L K.,  York,  D.A.:  Studies  on  Persons  Exposed  to  Plutonium. 
LA-UR -78-208,  IAEA-SM-224/508,  IAEA  I nternational  Symposium  on  the  Late  Biological  Effects  of  Ionizing  Radiation. 
Vienna.  Austria.  1978. 

“ Breitenstein,  B.D.,  Jr. , Newton,  C.E.,  Norwood,  W D.:  United  States  Transuranium  Registry- Annual  Report  October  1 , 
1977  to  October  1,  1978,  HEHF  28.  1979. 

Voelz,  G.L. , Hempelmann,  L.H.,  Lawrence,  J N.P. , Moss,  W .D.:  A 32- Year  Medical  Follow-Up  of  Manhattan  Project 
Plutonium  Workers.  Health  Physics  37:  445-485.  1979. 

" Mays,  C W.:  Estimated  Risk  From  *“*Pu  to  Human  Bone,  Liver  and  Lung.  IAEA-SM-202/806.  Proc.  of  Symposium, 
Biological  and  Environmental  Effects  of  Low-Level  Radiation,  Chicago,  III.  1975. 

Cuddihy,  R.G.,  Griffith,  W.S.,  Hoover,  M.D.,  McClellan,  R.O.:  Perspectives  on  the  microdosimetry  and  Health  Risks 
From  Inhaled  Radioactive  Particles:  Communication  to  the  Hearing  Panel  on  the  Rocky  Flats  Plant  Draft  Environmental 
Impact  Statement.  1978. 

Drucker,  H.  and  Staff  Pacific  Northwest  Laboratory  Annual  Report  for  1979  to  the  DOE  Assistant  Secretary  for 
Environment.  PNL-3300,  UC-48.  1980. 

" Jee,  Webster  S.S.P.  Research  in  Radiobiology.  COO-1 19-253,  Annual  Report  of  Work  in  Progress,  University  of  Utah 
College  of  Medicine,  Radiobiology  Laboratory.  1978. 

“ Low-Level  Radiation  Exposure.  Science  Trends  XLHI.  No.  21 . April  14,  1980,  Trends  Publishing,  Inc.,  National  Press 
Bldg.,  Washington,  D.C. 


for  1980 


277 


oondereed  minutes 


JUNE  20,  1980 


1.  Adopted  policy  position  re  Principles  Basic  to  Effective  Delivery  of 
Mental  Health  Services  in  Colorado. 

2.  Denied  request  for  student  to  attend  AMA  Student  Business  Section 
meeting.  Supported  sending  one  housestaff  member  to  the  Housestaff 
meeting  prior  to  the  AMA  Annual  Meeting. 

3.  Accepted  minutes  of  Council  on  Socio-Economics  and  approved  motion 
for  CMS  staff  to  contact  CFMC  to  explore  working  with  regional  CFMC 
representatives  in  monitoring  HSA  activities. 

4.  Approved  designation  of  funds  allocated  by  CMS  to  the  Colorado  Con- 
sortium for  Continuing  Medical  Education  as  a "grant"  with  unexpended 
allocation  of  1979-80  funds  remaining  with  the  Consortium.  Directed 
Council  on  Professional  Education  to  examine  validity  of  the  Consortium 
and  present  a formal  report  at  the  next  meeting  of  the  Board  of  Trustees 
with  recommendations  and  specific  problems;  report  to  include  poll  of 
areas  in  the  state  as  to  utilization  of  the  Consortium, 

5.  Directed  Executive  Committee  to  arrange  for  a M.A.I.  appraisal  of  the 
1809  E.  18th  Avenue  and  1824  Williams  Street  properties,  and  the  Committee 
to  proceed  with  negotiations  with  the  American  Cancer  Society. 

6.  Directed  staff  to  prepare  a study  in  costs  for  initiation  of  a cost  con- 
tainment program  by  the  Colorado  Medical  Society. 


MEMBERS  PRESENT: 


President:  Ray  G.  Witham,  M.D. 

President-elect :K.  Mason  Howard,  M.D. 


District 

I: 

Merlin  Otteman,  M.D. 

District 

II: 

Jerry  J.  Appelbaum,  M 
Jobe,  M.D.,  Frederick 
Philip  H.  Norton,  M.D 
M.D.,  Wilfred  Stedman 

District 

III: 

Amilu  S.  Martin,  M.D. 

District 

> 

H 

Jan  S.  Hildebrand,  M.] 
M.D. 

District 

V: 

Robert  F.  Linnemeyer, 

MEMBERS  ABSENT: 

District 

I : 

David  E.  Bates,  M.D. 

(Excused) 

District 

H 

H 

Abraham  J.  Kauvar,  M.l 

District 

III: 

J.  Richard  Brusenhan, 

District 

V: 

Telford  A.  Davis,  M.D 

William  E. 
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articles 

300  Gastro  Aortic  Fistula 

James  T Harwood,  MD,  John  B.  Moore,  MD,  and  Ernest  E.  Moore,  MD,  Denver,  Colorado 

news  features 

284  Drug  Information  for  the  Physician 

by  Christopher  S.  Conner,  Pharm.D. 

Colorado  physicians  needing  consultation  concerning  drugs  in  an  unbiased,  up-to-date  report  now  have  this  resource  when  and 
where  it  is  needed  in  the  patient  care  area. 

286  C AHME  — An  Association  for  Medical  Educators 

Colorado  Association  for  Hospital  Medical  Education,  a group  of  professional  medical  educators  who  now  can  identify  major  areas 
of  need  and  provide  help  to  hospital  education  programs. 

297  Advice  From  the  Politician  (about  your  involvement  in  politics). 

Jack  Warren,  MD,  Chairman  of  the  CMS  Legislative  Council,  brings  back  tips  from  Colorado  political  candidates  on  how  you  can 
help  your  cause  by  helping  a particular  candidate's  cause. 

DMS  Publishes  Folder 

Denver  Medical  Society  has  made  available  to  its  members  a handy  information  booklet  concerning  "Selected  Colorado  Health 
Care  Professionals."  The  booklet  provides  useful  information  about  several  health  professional  groups  and  their  practice 
characteristics. 

287  Dean  of  the  C .U.  Med  School  Talks  to  Colorado  MDs. 

University  of  Colorado  School  of  Meaicine  Dean  interviewed  by  Ray  G.  Witham,  MD,  President,  Colorado 
Medical  Society. 

Dr.  Witham  searches  out  some  of  the  pieces  of  the  economic  puzzle  which  has  befuddled  and  frustrated  state  physicians, 
educators  and  legislators  for  years.  Such  questions  as  the  faculty  practice  fund  accountability,  distribution  of  minorities  in  the  student 
body  and  outlook  for  the  future  of  the  school  get  meaningful  answers. 
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Drug  Information  For  The  Physician 


One  problem  constantly  facing  practicing 
physicians  is  the  availability  of  up-to-date,  unbi- 
ased drug  information  when  and  where  it  is 
needed  in  the  patient  care  area.^  Although  many 
excellent  drug  information  resources  are  avail- 
able, most  of  these  are  rarely  accessible  to  the 
practicing  physician  when  drug-related  ques- 
tions arise.  Even  if  resources  were  available  in 
most  hospitals,  few  physicians  have  the  time  to 
conduct  a reasonable  literature  search  on  a daily 
basis. 

The  majority  of  physicians  polled  in  the  1974 
FDA  Drug  Information  Survey  indicated  an  inter- 
est in  newer  types  of  drug  information  sources, 
one  of  which  was  computer  and  telephone  links 
to  a university  consultant. ^ In  Colorado,  a new 
service  is  available  to  practicing  physicians 
which  may  be  one  solution  to  the  drug  informa- 
tion problem. 

The  Rocky  Mountain  Drug  Consultation  Cen- 
ter (RMDCC)  is  available  to  answer  any  drug-re- 
lated question  from  physicians  and  other  health 
professionals  in  Colorado.  The  Center  can  be 
reached  from  8:00  AM.  - 6:00  PM.  Monday 
through  Friday  by  calling  (303)  893-DRUC.  The 
RMDCC  is  staffed  by  clinical  pharmacists  who 
are  trained  to  selectively  retrieve,  evaluate  and 
communicate  clinically-relevant  information  to 
solve  a specific  drug-related  problem.  The  Cen- 
ter is  located  at  Denver  Genera!  Ffospital,  adja- 
cent to  the  Rocky  Mountain  Poison  Control 
Center. 

The  RMDCC  has  immediate  access  to  many 
extensive  information  resources  to  adequately 
handle  drug-related  questions  of  any  nature,  in- 
cluding over  200  textbooks  and  medical  special- 
ties, Index  Medicus,  MEDFINE/TOXFINE,  DRUG- 
DEX,  deHaen  Drugs  in  Use,  Iowa  Drug  Informa- 
tion System  and  Inpharma. 

The  Center  will  respond  to  any  question  in- 
volving drugs  and  therapeutics,  including  ad- 
verse drug  reactions,  drug  interactions,  drug  dos- 
ing in  renal  or  hepatic  failure,  drug  therapy  of 
choice,  investigational  drugs,  drug-lab  test  modi- 
fications, drug  therapy  in  pregnancy  and  the 
breast  feeding  period.  The  RMDCC  can  provide  a 
response  based  upon  a complete  search  of  the 
literature  within  30  minutes  to  1 hour  for  most 
questions  received.  In  many  cases,  the  answer  is 
provided  directly  over  the  phone  when  the  call  is 
received.  In  all  cases,  an  oral  response  is  provid- 


ed with  pertinent  documentation  from  the  litera- 
ture. A written  response  with  reference  sources 
is  provided  when  requested  by  the  physician. 

Physicians  in  Colorado  are  encouraged  to  call 
the  RMDCC  for  their  drug  therapy  questions  and 
patient-specific  drug  therapy  problems.  For  fur- 
ther information  regarding  the  RMDCC,  call 
Christopher  S.  Conner,  Pharm.D.,  Director  at  893- 
DRUC. 

Christopher  S.  Conner,  Pharm.D. 

Director,  Rocky  Mountain  Drug  Consultation 

Center 
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new 

memb^ 

Denver  Medical  Society:  Gregory  W.  Zoller,  Fran- 
cis A.  Scott,  Michael  F.  Koszalka,  Jr,  James  R. 
Alexander,  Brian  J.  Allen,  Francis  J.  Barry,  Steph- 
anie A.  Gilbert,  Douglas  B.  Carter,  James  D. 
Fuchs,  J ack  V.  Norris,  Kay  Wagner,  Robert  J . Wes- 
ter, John  P.  Woodward,  Robert  C.  Jorden,  Paul 
Resnick,  Jerry  F.  Rubin,  Warren  Gillette,  Terry 
Grossman,  Charles  R.  Horsburgh,  Jr,  Stephen  D. 
Thompson,  Curtiss  J.  DuRand,  Nancy  Germer. 

Arapahoe  Medical  Society:  Jonathan  C.  Britell. 

Intermountain  Medical  Society:  Charles  Hart, 
Robert  Gerner. 

El  Paso  County  Medical  Society:  Carmel  P.  Perry, 
Gerald  S.  Stein,  Alfred  M.  Wright,  Melville  S.  Fin- 
scott,  J r. 

Boulder  County  Medical  Society:  James  K.  Cun- 
ningham, James  Gregory  Rabold,  Joseph  Robert 
Montante. 

Larimer  County  Medical  Society:  Michael  P 
Fangman,  Jon  T.  Fowthian,  James  L.  Michie,  Rob- 
ert W.  Burke. 

Mesa  County  Medical  Society:  Mitchell  L.  Cope- 
land. 
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Continuing  Medical  Educators^  Handbook  Now  Available 

A Continuing  Medical  Educators'  Handbook  has  been  published  as  an  aid  to  all  those  involved 
in  CME  who  are  interested  in  evaluating  and  possibly  upgrading  their  own  CME  programs. 

The  Handbook  is  a service  of  the  Colorado  Consortium  for  Continuing  Medical  Education.  The 
Consortium  was  developed  in  1978  to  pool  the  talents  and  interests  of  the  Colorado  Medical  Soci- 
ety, the  Colorado  Foundation  for  Medical  Care,  and  the  University  of  Colorado  School  of  Medi- 
cine, its  sponsors. 

Contents  of  the  Handbook  include:  Finding  Out  What  Education  Is  Needed,  Choosing  the  Right 
Methods  for  Teaching  and  Learning,  Evaluating  the  CME  Teacher,  Evaluating  the  Effect  of  an  Edu- 
cational Program  on  Participants,  and  Using  a Patient  Data  System  to  Plan  and  Evaluate  Continu- 
ing Medical  Education.  A listing  of  CME  resources  is  also  included. 

To  obtain  a copy,  clip  and  return  the  form  below. 


Yes,  I am  interested  in  obtaining copy(ies)  of  the  Continuing  Medical  Educators'  Hand- 
book at  $9.00  per  copy.  Enclosed  is  my  check  for  $ . 


(SORRY  - NO  C.O.D.'S) 


Name 


Address 


City,  state  and  zip  code 

Please  make  your  check  payable  to:  C.C.C.M.E. 
Mail  to:  Kevin  Bunnell,  Director 
C.C.C.M.E. 

1601  E.  19th  Avenue 
Denver,  CO  80218 


Copies  will  be  sent  postage  paid. 

Orders  of  5 or  more  copies 
available  at  a 10%  discount. 


RESIDENTIAL  SITES 
INVESTMENT  OPPORTUNITIES 
STEAMBOAT  SPRINGS 
WILLETT  HEIGHTS  SUBDIVISION 

Incorporated  in  the  city  of  Steamboat  Springs.  Above  town,  sunny,  great 
views,  paved  roads  and  all  utilities  to  lot  lines.  Single  family  lots  and  larger 
multi-family  parcels  available. 


Peter  Looram 
CDS  - Steamboat,  Ltd. 
(303)  879-5828 


Obtain  the  property  report  required  by  federal  law  and  read  it  before  signing  anything.  No  federal  agency 
has  judged  the  merits  or  value,  if  any,  of  this  property. 
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CAHME  - An  association  for 
medical  educators 

CAHME  (Colorado  Association  for  Hospital 
Medical  Education)  is  an  association  of  profes- 
sional medical  educators  from  hospitals  all 
around  the  state.  At  its  planning  retreat  in  No- 
vember, 1979,  CAHME  members  identified  three 
major  areas  they  felt  needed  to  be  explored,  and 
appointed  task  force  committees  to  research 
them. 

1. The  Self-Education/Peer  Support  Commit- 
tee: The  members  decided  that  one  major  objec- 
tive of  the  association  should  be  self-education; 
i.e.,  to  use  the  talent  and  experiences  of  its  own 
membership  to  teach  themselves  about  the  pro- 
cesses of  medical  education.  Subsequently, 
CAHME  meetings  have  become  half  business/ 
half  educational  programs,  with  the  result  that 
members  with  certain  areas  of  expertise  have 
shared  their  knowledge  with  their  colleagues, 
helping  them  to  round  out  their  own  hospital  ed- 
ucation programs. 

2.  Outreach  Education  Committee:  The  mem- 
bers agreed  that  consultation  was  sometimes 
necessary  for  hospitals  to  improve  and  enrich 
their  CME  programs.  It  was  suggested  that 
CAHME  work  with  the  Colorado  Consortium  for 
Continuing  Medical  Education  to  identify  and 
market  the  talent  (consultants  and/or  speakers) 
available  through  the  Association. 

3.  Political  Impact  Committee:  This  commit- 
tee advised  that  a clinic  should  be  planned  to 
deal  with  this  topic,  and  that  the  politics  of  hos- 
pital medical  education  should  be  examined  on 
a regular  basis  and  built  into  a CAHME  action 
program. 

CAHME's1980  President  is  N.  Kenneth  Eurlong, 
Vice  President  for  Medical  Affairs  at  Lutheran 
Medical  Center,  Wheat  Ridge,  80033..  Readers 
who  are  interested  in  joining  this  association,  or 
who  would  like  additional  information  about 
CAHME's  goals  and  guidelines,  should  contact 
Dr.  Furlong  at  425-2010. 


The  Pink  Sheet  - A New  Service  to 
Continuing  Medical  Educators 

A new  service  to  Colorado's  continuing  medi- 
cal educators  is  THE  PINK  SHEET,  published  bi- 
monthly by  the  Colorado  Consortium  for  Contin- 
uing Medical  Education  (CCCME).  This  is  a news- 
letter which  has  been  developed  to  give  persons 
involved  in  continuing  meoical  education  high- 
lights of  what  is  going  r-\  with  CME  at  the  local, 
state,  and  national  levels. 

The  May  edition  included  articles  on:  educa- 
tional workshops  presented  jointly  by  the  UCHSC 
Office  of  Educational  Services  and  the  CCCME; 
information  on  how  to  obtain  a speaker  on  the 
subject  of  "Computers  and  Telecommunications 
for  Colorado's  Physicians";  the  feasibility  of  de- 
veloping interhospital  telecommunication  via  a 
statewide  hospital  teleconferencing  system;  a 
JCAH  program  on  Quality  Assurance;  and  SDILI- 
NE  (MEDLINE'S  current  awareness  capability). 

Persons  interested  in  receiving  THE  PINK 
SHEET  may  call  or  write:  Kevin  Bunnell,  Execu- 
tive Director,  CCCME,  1601  E.  19th  Avenue,  Den- 
ver, Colorado  80218,  861-1221  x 262  (or  1-800-332- 
4150  X 262,  if  outside  the  Denver  metro  area). 


prcictloa 

management 


The  Colorado  Industrial  Commission  recently 
raised  its  conversion  factors  used  in  the  Work- 
men's Compensation  Program.  These  new  fac- 
tors will  begin  J uly  1, 1980.  A comparison  of  1979 
and  1980  factors  is  shown  below: 


1979 

1980 

Medicine 

4.05 

4.30 

Anesthesia 

11.15 

11.90 

Surgery 

39.00 

41.70 

Radiology 

9.50 

10.20 

Pathology 

10.05 

10.80 

Testimony 

$100.00  per  hr. 

same 

There  have  been  two  increases  in  the  two 
years  since  your  Special  Committee  for  Negotia- 
tions began  its  labors  in  this  arena. 
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Editor's  note:  Following  is  an 
in-depth  interview  conducted 
by  Ray  C.  Witham,  MD,  Presi- 
dent of  Colorado  Medical  So- 
ciety, with  M.  Roy  Schwartz, 

MD,  Dean  of  the  School  of 
Medicine,  University  of  Colo- 
rado. Dr.  Witham's  purpose  in 
the  interview  was  to  clarify  some  of  the  aspects 
of  the  school's  operation  on  which  he  had  been 
questioned  by  CMS  members.  Dr.  Witham  has 
been  a staunch  supporter  of  the  University  of 
Colorado  School  of  Medicine,  but  wanted  a full 
expression  of  the  administrative  problems  of  the 
school  and  its  attempts  to  mollify  the  attitudes 
developed  by  the  press  and  news  media  reports. 
COLORADO  MEDICINE  is  reporting  the  entire  in- 
terview, considering  that  it  is  a very  comprehen- 
sive picture  of  the  administrative  side  to  this  most 
important  facet  of  Colorado's  medical  communi- 
ty. The  interview  is  a result  of  a request  by  Dr. 
Witham.  Questions  and  comments  attributed  to 
Dr.  Witham  are  identified  by  the  initial  "W:" 
Dean  Schwarz's  replies  are  identified  by  the  initial 
"S:"  If  there  are  details  which  have  been  inadvert- 
ently omitted  in  the  answers.  Dean  Schwarz  as- 
sures COLORADO  MEDICINE  that  he  would  be 
most  happy  to  hear  from  you,  personally. 


Wt  Roy,  although  some  may  consider  this 
common  knowledge,  tel!  us  a little  of  your  back- 
ground and  when  you  arrived  at  the  medical 
school. 


S:  Well,  I'm  an  MD  out  of  Washington,  Uni- 
versity of  . . . (not  Washington  University,  St. 

Louis)  1963.  I immediately  joined  the  faculty  in 
anatomy  there,  and  spent  a year  on  the  faculty 
before  I went  to  McGill,  where  I was  on  the  fac- 
ulty. 1 left  McGill  and  went  to  the  National  Insti- 
tutes of  Health  for  a very  short  period  of  time, 
and  then  back  to  Washington  . . . to  get  away 
from  administration.  From  there  . . . my  research 
interests  were  in  transplantation  biology,  and  I 
taught  gross  anatomy  and  other  anatomical  dis- 
cipline. Then,  1 got  interested  in  the  admissions 
program,  and  while  visiting  schools,  looking  at 
applicants  to  medical  school,  I got  the  idea  of  a 


four-state  medical  education  program.  Between 
myself  and  two  others  we  put  together  that  con- 
cept. I initiated  it,  and  after  nine  years  when  we 
had  phased  out  of  private  foundation  and  feder- 
al money  and  into  state,  when  it  was  accredited, 
and  when  its  effects  were  already  being  seen,  I 
accepted  the  job  here  at  Colorado. 

W:  Outside  of  a nice  campus  and  a beautiful 
mountain  backdrop,  what  did  you  find  at  the 
school  when  you  arrived  last  summer?  More  spe- 
cifically, describe  the  state  of  the  faculty  prac- 
tice fund,  payment  to  faculty  for  care  of  medic- 
ally indigent,  school's  budget,  faculty  morale 
and  accreditation  . . . 

S:  Well,  Ray,  what  I found  was  the  following: 
As  you  know,  the  school  gets  its  money  to  run 
from  three  sources,  state  grants  and  contracts, 
and  pro  fees  that  can  generate  through  its  facul- 
ty practice  fund.  I found  that  we  were  being 
funded  by  the  state,  at  the  time  I arrived,  dead 
last  among  western  medical  schools,  if  you 
looked  at  it  according  to  the  question  of  how 
much  money  you  get  from  the  state  toward 
every  resident  of  that  state  you  admit.  We  were 
tied  with  Utah,  but  Utah  got  a big  raise  last  July 
(July,  '79J,  so  we  fell  dead  last.  As  far  as  grants 
and  contracts  are  concerned,  I found  that  the 
faculty  was  really  doing  very  well.  They,  last 
year,  did  over  probably  29-  30-million  dollars 
worth  of  grants  and  contracts  that  placed  them 
. . . in  the  top  ten  . . . and  it  was  very  surprising, 
given  the  little  state  support  that  we  had,  and 
was  even  more  surprising,  with  the  condition  of 
the  faculty  practice  fund.  In  that  regard,  the 
faculty,  for  five  years  prior  to  my  coming,  had 
billed  $61  million  worth  of  gross  fees.  They'd  col- 
lected $29  million  at  the  collection  rate  of  47  per 
cent.  They  committed  faculty  salaries  of  $26  mil- 
lion, so  they  should  have  had  a $3  million  excess. 
It  turns  out  they  didn't  because  the  state  had 
been  appropriating  some  of  the  cash  in  each  of 
those  five  years,  the  total  amount  equaled  $6.6 
million,  so  instead  of  a $3  million  excess,  they'd 
run  up  a $3.6  million  deficit  with  the  University 
treasury,  and,  in  the  previous  five  years,  had  ag- 
gregated a $600  thousand  deficit,  so  when  I ar- 
rived the  faculty  practice  fund  was  $4.2  million 
in  debt.  It  had  accounts  receivable  exceeding  $7 
million,  but  they  probably  weren't  worth  30 
cents  on  the  dollar,  so  for  all  intents  and  purpos- 
es, it  was  bankrupt. 

That  $4.2  million  . . . of  that,  over  2 of  it  had 
been  accrued  in  the  year  just  before  I arrived, 
which  resulted  in  a reduction  in  faculty  of  30  to 
40,  no  faculty  salary  increases  last  July,  and 
morale,  uh,  right  on  the  floor.  And  that  was  the 
condition  of  the  school's  finances  when  I got 
here. 
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W:  About  the  faculty  practice  fund,  just  how 
are  the  funds  distributed,  and  by  whom,  Roy? 

S:  Right  now,  the  plan  is  set  up  under  state 
statute,  and  what  the  statute  mandates  is  you 
can  only  use  the  money  for  faculty  salaries.  I 
can't  buy  a pencil,  piece  of  paper,  book,  trip, 
piece  of  equipment,  can't  buy  a new  chair,  can't 
paint  a wall  with  money  from  the  faculty  prac- 
tice fund.  The  people  sign  a contract;  they're  re- 
quired to  bill  through  our  central  services.  The 
money  comes  back  into  one  budget,  and  the 
Dean  distributes  it  to  departments  to  be  used  for 
faculty  salaries.  That's  the  way  it  is  now.  There  is 
. . . there  has  been,  however,  over  the  past  year  a 
committee  working  to  revise  that  fund  and  to 
build  into  it  the  concept  of  an  individual  incen- 
tive and  a departmental  incentive,  at  the  same 
time  supporting  the  school,  as  a whole.  The  way 
that  would  work  is  very  similar  to  the  way  prob- 
ably the  85  or  90  similar  funds  at  other  medical 
schools  in  this  country  work.  And  that  is  that  the 
Dean  and  the  departmental  chairman  would 
agree  to  a base  salary  for  an  individual.  A piece 
of  that  would  come  from  state  sources,  and  the 
rest  from  faculty  practice  income  or  grants  and 
contracts.  Faculty  would  then  see  patients,  bill 
the  patients;  the  money  would  be  aggregated 
but,  in  this  case,  under  the  department's  name. 
Once  that  faculty  member  and  his  colleagues  or 
her  colleagues  in  the  department  have  reached 
. . . have  raised  enough  money  to  cover  the  base 
of  everyone,  then  we  get  into  what's  known  as 
the  incentive  level.  Here,  the  next  dollar  that 
Comes  in  after  the  base  is  covered  becomes  ref- 
erenced to  the  individual  who  earns  it.  So  we've 
moved  from  a school  orientation  to  a depart- 
ment, and  now  to  an  individual.  The  first  dollar 
that  comes  in  after  the  base  is  covered  would  be 
credited  to  the  individual  who  raised  it.  He  or 
she  would  get  45  cents  of  that  dollar,  the  school 
would  get  ten  cents  and  the  department  would 
get  45  cents.  Under  this  new  plan,  the  45  cents  to 
the  department  or  the  10  cents  to  the  school 
could  be  used  to  do  the  things  that  we  could  not, 
cannot  do  now,  because  it  would  operate  as  a 
separate  foundation,  sort  of  parallel  with  the  Re- 
gents; the  Dean  would  have  controlling  interest 
in  the  foundation,  but  it  would  be  out  from  un- 
der the  control  of  the  present  circumstances 
where  we  have  zero  flexibility  in  its  use,  other 
than  faculty  salaries.  That  was  just  voted  on  by 
the  faculty,  and  of  some  487  votes  cast,  87% 
were  in  favor  of  it.  It  has  to  now  go  on  up  the  ad- 
ministrative lines  through  the  Chancellor  and  the 
President's  offices  and  on  to  the  Regents,  and  I 
don't  know  what  will  be  the  impact.  ...  I don't 
know  whether  they  will  accept  it  or  not,  but  at 
least  it  represents  an  overwhelming  majority 
view  by  the  faculty. 


W:  I think  that's  a real  comprehensive  state- 
ment about  this  matter  that  a lot  of  the  people 
have  been  concerned  about.  Roy,  what  is  the  real 
story  behind  all  this  highly-publicized  faculty 
departure,  and  how  has  the  faculty  and  the  legis- 
lature responded  to  these  events? 


S:  Well,  Ray,  let  me  answer  that  in  a number 
of  ways:  First,  if  you  look  at  the  full-time  faculty 
who  resigned  in  the  past  academic  year,  and  that 
starts  on  July  first  of  '79,  through  June  30  of  '80, 
and  you  ask  yourself  'what's  been  the  number  of 
people  who  resigned  and  how  does  that  com- 
pare to  previous  years?'  We  had  75  people  who 
had  faculty  appointments  resign.  It  is  the  identi- 
cal number  to  the  previous  year,  and  it's  one 
more  than  the  year  before  that.  So,  I don't  think, 
looking  at  the  faculty  as  a whole,  you  can  make 
any  argument  that  there  was  a massive  defection 
and  departure  of  faculty  members  who  were  dis- 
satisfied, etc.  If  you  look  at  that  question  from 
the  standpoint  of  Chairmen,  we  have  22  Chair- 
men. Of  those,  we  had  one  resignation  which 
was  really  forced  by  the  members  of  the  depart- 
ment; we  had  another  resignation  which  was  vol- 
untary on  the  part  of  the  Chairman  of  Surgery, 
and  which  we  did  read  a lot  about;  we  had  one 
other  resignation,  which  was  also  voluntary  on 
the  part  of  the  Chairman  of  Anesthesia,  who,  af- 
ter he  had  submitted  it  verbally  to  me  and  the 
Chancellor  and,  after  it  had  been  accepted  de- 
cided to  change  his  mind  and  claim  he  hadn't 
done  it.  We  disagreed.  He  sued  us.  The  Regents 
removed  him  as  Chairman.  He  asked  to  settle 
out  of  court.  It  was  settled,  but  I am  not  at  liber- 
ty to  discuss  details  of  settlements.  Sufficeth  to 
say,  it  was  a very  good  deal  for  the  University. 
We  saved  them  a lot  of  money  and  got  rid  of  a 
bad  headache.  So,  if  you  look  at  22  Chairmen, 
we  had  one  resign  under  fire  from  his  own  facul- 
ty and  two  by  uh  . . . choice,  and  the  others  are 
all  staying  put.  There  was  some  talk  about  Barry 
Pierce.  He's  decided  to  stay.  Bob  Schrier,  our 
Chairman  of  Medicine,  was  offered  a tremen- 
dous opportunity  at  the  University  of  Washing- 
ton. He  decided  to  stay,  and  I don't  know  exactly 
why,  because  they  had  a lot  more  in  their  bag  . . . 
infinitely  more  than  we  had  to  offer  him.  And  so, 
we  have  not  had  a sizeable  turnover  of  Chair- 
men. We  have  a search  committee  going  in  Sur- 
gery. We'll  shortly  have  one  going  in  Anesthesia, 
and  in  the  third  department  we're  probably  go- 
ing to  do  a departmental  review  before  we  go  af- 
ter a permanent  chief  there.  So,  all  in  all,  I think 
that  while  the  papers  wanted  to  make  it  appear 
that  the  place  was  falling  apart  and  everybody 
was  leaving,  I think  the  facts  speak  quite  the  op- 
posite. 
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W:  I want  to  go  back  about  the  search  for  the 
Department  of  Surgery  Chairman.  We'd  like  to 
know  what  community  involvement  is  in  this 
search,  and  also  what  progress  is  being  made  at 
this  time? 

S:  That  search  committee,  of  which  there  are 
about  15  people  on  it,  Ray,  chaired  by  Bob 
Schrier,  has  representing  the  community  Hank 
Cleveland  from  St.  Anthony's,  and  it  also  has  a 
Chief  of  Surgery  at  Rose  Medical  Center  on  it.  In 
essence,  there  are  two  people  from  the  com- 
munity on  it.  It  has  basic  and  clinical  scientists 
on  it.  It  has  surgery  sub-specialties  represented. 
It  has  a resident  student.  It  has  some  affirmative 
action  officer . . . somebody  from  the  hospital. 
They  have  put  out  advertisements,  they  have 
solicited  CVs;  they  have  reviewed  CVs.  They 
found  eight  external  candidates  and  two  internal 
candidates,  I understand,  that  they  were  very  in- 
terested in.  Of  these  external  candidates,  they've 
selected  five  who've  been  scheduled  for  visits, 
and  the  first  visit  was  just  concluded.  All  the 
candidates  that  they  have  come  down  on,  at 
least  what  I've  been  able  to  tell,  have  really  been 
outstanding  people,  any  one  of  which  1 think,  at 
least  from  a paper  standpoint,  would  be  a great 
catch  for  us.  If  we're  lucky,  we'd  have  somebody 
in  place  by  January  1,  but  we  might  not  quite 
make  that. 

W:  If  you  remember  a few  months  ago,  I 
recommended  to  the  Board  of  Regents  that  per- 
sons who  chair  departments  at  the  School  of 
Medicine  might  well  be  someone  other  than  a 
specialist  in  that  particular  area  of  medicine, 
stressing  administrative  skills  maybe  more  than 
academic  and  practitioner  skills,  is  that  any  part 
of  your  plan  in  the  search  committees? 

S:  Part  of  it  is,  part  of  it  isn't,  Ray.  No  question 
you  need  somebody  who  has  administrative 
skills  to  run  a department.  At  the  same  time  you 
need  somebody  who  has  bona  fide  academic 
tickets  around  which  faculty  can  rally  in-house 
staff  and  students.  The  compromise  that  most 
people  have  reached  on  that  because,  frankly, 
it's  very  hard  to  find  (I  think  in  physicians  in  gen- 
eral but  especially  among  academic  physicians,) 
somebody  who  has  skills  not  only  in  patient 
care,  research,  teaching,  but  also  administration, 
you  might  find  a triple-threat  but  you  aren't  go- 
ing to  find  a quadruple  one.  And  so,  the  slack  is 
usually  made  up  in  the  area  of  administration  by 
hiring  a first-class  administrative  assistant  or  de- 
partmental administrator  whose  job  it  is  to  keep 
track  of  budgets,  process,  who  makes  certain 
that  the  grant  applications  are  done  in  the  ap- 
propriate way,  who  provides  the  input  into  the 


faculty  practice  fund,  etc.  That's  the  model  that 
I've  seen  work  most  effectively,  and  that  is  part 
of  our  thinking.  We  have  wrestled  with  this  topic 
at  some  length,  and  I would  just  say  for  the  rec- 
ord that  if  people  have  some  ideas  they'd  like  to 
share,  I would  really  be  interested,  because 
there  are  definitely  administrative  skills,  as  you 
know  as  the  President  of  the  Society,  that  you 
need  to  run  an  organization,  whether  big  or 
small.  The  question  is  how  you  develop  these 
(skills)  in  people. 


W:  In  another  area,  there  are  news  stories  that 
have  led  some  of  us  to  think  that  the  University 
Hospital  is  one  of  the  weak  administrative  points 
in  the  Health  Science  Center,  particularly  in  re- 
gard to  billing  procedures.  Can  you  talk  to  us 
about  what  the  billing  process  is  and  what's  been 
done  to  try  to  remedy  this  apparent  weakness? 

S:  It's  more  than  apparent.  It  is  a weakness, 
and  probably  the  single-most  embarrassing  issue 
which  we  have  there.  At  least  every  region  meet- 
ing and  almost  every  party  I attend  I hear  about 
it.  Our  billing  system  is  done,  in  part  by  the  doc- 
tors who  input  information  on  what  they  did  for 
the  patient,  in  part  by  the  patient  admittirrg  of- 
fice in  the  hospital,  which  gets  the  vital  statis- 
tics, etc.,  and  in  part  by  the  computer  center  that 
runs  the  computer  that  spits  out  the  bills  and 
sends  them  off.  Unfortunately,  the  system  doesn't 
have  one  single  boss,  so  that  errors  in  one  part  of 
the  tripartite  system  may  not  be  known,  fully,  to 
the  other  two  partners.  People  have  raised  the  is- 
sue "why  is  collection  rate  in  your  faculty  prac- 
tice fund  so  low?"  All  I can  say  is  that  it  was  42% 
when  I came,  and  52%  this  year.  Maybe  it  will 
get  as  high  as  55.  A number  of  changes  have 
been  made  that  have  not  been  sweeping.  We 
have  not  separated  the  billing  of  physicians 
completely  from  patients.  It  is  a vexing  problem 
for  which  I do  not  have  an  immediate  answer. 
Why  is  it  that  we  have  so  much  of  a problem 
when  other  institutions  do  not?  I don't  have  an 
answer  to  that,  either,  but  that's  on  the  agenda 
for  the  second  year  of  my  tenure. 

W:  Roy,  another  area  of  concern,  and  I've  had 
this  concern  myself  as  President  of  Colorado 
Medical  Society,  is  that  of  minority  students  at 
the  School  of  Medicine.  I have  been  trying  re- 
cently to  get  in  touch  with  minorities  and,  admit- 
tedly, in  our  own  Society  we  don't  have  a strong 
forge  of  minorities.  I have  concerns  about  this, 
and  I think  the  community  does,  too.  We'd  like 
to  know  what  the  school  is  doing  in  terms  of  at- 
tracting minorities  into  the  classes.  We'd  like  to 
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know  what  the  per  centage  of  Blacks  is  in  this 
next  freshman  class,  and  whether  they  are  Colo- 
rado residents  or  non-residents,  etc. 


S:  Well  . . . Colorado,  unlike  many  medical 
schools,  has  had  for  many  years  a positive  pos- 
ture and  a series  of  programs  designed  to  recruit 
minority  students  for  medicine.  It  is  probably 
one  of  five  or  six  institutions  in  the  country  that 
have  really  been  active  in  that,  and  they've  done 
a much  better  job  in  that  than  the  place  I came 
from,  and  I say  that  with  some  redness  of  face 
because  I was  the  one  who  should  have  been  re- 
sponsible for  it  up  there.  We  have  a school-wide 
committee  which  is  responsible  for  minority  af- 
fairs, They  have  focused  almost  all  of  their  acti- 
vity on  undergraduate  medical  students.  There 
are  seminars.  There  are  visits  to  the  various  cam- 
puses. There  is  counseling,  advising,  etc.  We  also 
have  an  office  of  minority  affairs  which  is  de; 
signed  to  do,  roughly,  the  same  thing,  but  they 
are  there  all  the  time,  versus  the  faculty  commit- 
tee who  aren't.  We  have  an  entering  class  size  of 
125.  This  year  we  have  16  minority  students  who 
are  entering,  3 are  Black;  8 are  Hispanic;  3 are 
Oriental;  one  is  Puerto  Rican;  one  is  an  American 
Indian.  The  three  (Black)  would  probably  amount 
to,  oh,  somewhere  between  2 and  3 percent  of 
the  class.  We  offered  positions  to  additional  stu- 
dents, but  they  chose  to  go  elsewhere.  If  you 
look  at  the  house  staff  for  1980,  we  have  about 
41  minorities  out  of  some  660  house  staff;  that's 
about  6 per  cent.  6 of  those  are  Black,  19  are  His- 
panic and  19  are  Asians.  It  is  interesting  that  we 
have  about  131  females  which  represent  about 
20  per  cent  of  the  house  staff. 

This  is  going  to  be  a continuing,  vexing 
problem  because  the  pool  size,  nationally,  of 
minority  students  who  are  interested  in  medicine 
has  plateaued  and,  in  fact,  has  shown  some  signs 
of  decreasing.  What  that  means  is  that  the  most 
qualified  students  are  in  great  demand  at  a vari- 
ety of  places  and  can  pick  and  choose  where 
they  go.  In  our  case,  we  have  not  reached  out- 
side of  Colorado,  say,  in  the  southeast,  to  recruit 
students,  thinking  that  the  southeast  schools 
should  take  care  of  those  people  and  that  we 
ought  to  be  concerned  about  the  minorities  in 
our  own  state  and  region.  I think  that  accounts 
for  the  higher  per  centage  of  Hispanics  than 
Blacks,  which  is  a reflection  of  the  population  of 
the  state.  My  guess  is  if  you  look  down  the  road, 
that  coupled  with  the  shrinking  pool  size  and 
you  ask  "why  is  that?"  I think  in  part  it  is  be- 
cause they  can  get  in  the  high-paying  jobs  in 
multiple  other  areas  where  there  is  a much  short- 


er training  period  and  much  more  certainty  of  fi- 
nancial return.  I think,  down  the  road,  we're  go- 
ing to  see  that  situation  worsening  and  unless  we 
get  into  the  highschools  and  colleges  and  sort  of 
develop  our  own  minor  leagues,  if  you  will,  to 
feed  us,  we're  probably  not  going  to  see  a signifi- 
cant improvement  in  these  per  centages. 

W:  Roy,  is  the  school  or  the  admission  com- 
mittee compelled  to  accept  a certain  number  of 
Blacks  because  of  federal  research  funds? 

S:  No.  In  fact,  that's  against  the  federal  law. 
Quotas  is  what  I hear  you  saying. 

W:  In  terms  of  the  rural  health  needs  which  I 
know  you're  concerned  about,  we'd  like  to  know 
about  the  school's  contribution  to  this.  We  are 
aware  of  and  understand  the  SEARCH  program, 
but  we  don't  know  too  much  about  its  progress.  I 
know  you've  been  in  this  area  for  some  time  be- 
fore you  came.  Tell  us  a little  bit  about  the  status 
of  SEARCH  and  where  it  has  made  any  contribu- 
tion to  rural  health  needs. 

S:  SEARCH,  as  you  know,  Ray,  is  an  outgrowth 
of  a desire  on  the  part  of  the  federal  government 
to  decentralize  the  education  of  health  profes- 
sionals away  from  health  science  centers  such  as 
ours,  putting  them  out  in  communities  with  prac- 
titioners for  part  of  their  training.  You  also  know 
I spent  about  ten  years  of  my  life  doing  that  up 
in  the  pacific  northwest.  The  difference  between 
what  I did  up  there  and  the  SEARCH  program  is 
that  SEARCH  has  been  built  along  the  model  of 
what  we  call  an  AHEC  (Area  Health  Education 
Center)  of  which  we  have  four  in  this  state, 
roughly  in  the  four  corners.  There's  one  in  Grand 
Junction,  one  up  north,  in  Denver,  there's  one 
south  on  the  east  side  of  the  range,  and  there's 
one  down  in  the  Alamosa  area.  Each  has  its  own 
community  board,  advisory  board  and  Director 
and  each  desires  to  have  students  and  residents 
from  the  School  of  Medicine  plus  other  schools 
go  there  for  their  training.  It  is  2 years  old.  We 
are,  this  coming  year,  at  the  height  of  our  federal 
funding  of  the  program.  We  just  received  an- 
other $1.6  million  grant.  This  year  you  will  prob- 
ably see  three  to  four  times  as  many  medical  stu- 
dents receiving  training  out  there  as  any  time 
previously,  and  I would  guess  the  same  number 
of  residents.  They'll  be  out  in  family  medicine, 
internal  medicine,  pediatrics,  psychiatry  and 
OB,  using  practicing  physicians  as  their  instruc- 
tors and  using  the  offices  and  hospitals  in  the 
area  as  sites  for  training.  This  is  the  year  of 
SEARCH.  By  that  I mean  this  is  the  year  we  have 
to  go  to  the  legislature  and  convince  them  that 
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they  ought  to  pick  up  the  budget,  as  the  feds  be- 
gin to  phase  out.  The  feds'  view  is  if  the  state 
doesn't  want  it  then  it  ought  to  be  terminated.  If 
they  do  want  it,  then  they  ought  to  pick  it  (the 
budget)  up.  Right  now,  they're  putting  in  some 
$300  thousand,  and  next  year  we'll  probably 
have  to  jump  that  up  to  $700  - $800  thousand, 
and  eventually  pick  up  the  whole  thing. 

W:  Roy,  do  you  have  any  idea  from  this  last 
graduating  class  how  many  students  indicated 
an  interest  in  going  into  primary  care? 

S:  Yes,  if  you  include  in  primary  care  general 
medicine  plus  general  pediatrics  plus  family 
medicine,  it's  about  half  the  class,  maybe  a little 
more. 


W:  There's  been  a lot  of  concern  about  tui- 
tion increases,  not  only  in  the  medical  school, 
but  all  over  the  state.  Some  of  us  are  not  clear 
on  what  is  going  to  happen  to  tuition.  We  are 
aware  that  the  legislature  moved  to  enact  an  in- 
crease in  all  the  colleges  and  universities  in  the 
state.  Can  you  give  us  an  idea  of  what  tuitions 
will  be  this  fall  and  what  increases  will  be  going 
into  effect? 

S:  I just  reviewed  that  because  I got  from  my 
national  body  a comparison  for  next  year,  and 
the  size  tuitions  for  a resident  run  from  between 
$80.00  to  $5,500  per  year.  Marshall  University  in 
West  Virginia  is  low  at  $80.00.  Penn  State  Univer- 
sity in  Pennsylvania  is  high  at  fifty-five  hundred. 
In  Colorado,  the  entering  student  is  going  to  pay 
$3,890.00  next  year.  That  places  us,  probably,  in 
the  top  ten,  and  the  year  after  that  they  are  go- 
ing to  pay  $5,500.00,  which  will  place  us  probab- 
ly number  two.  The  average  ...  is  just  over  a 
thousand  dollars  . . . $1,096.00  ...  so  we  are 
clearly  three  standard  deviations  off  the  aver- 
age, going  toward  five.  If  you  look  at  the  non- 
resident tuition,  non-residents  coming  in  here, 
Colorado  leads  the  pack  by  two  and  one-half 
times.  Non-resident  tuition  is  $24,000.00,  plus. 
The  next  highest  state-supported  school  is  $10,000.00. 
What  that  means  is  that  the  families  of  Colorado 
residents  who  want  to  go  to  medical  school  are 
going  to  have  to  find  ways  to  pay  that  large  tui- 
tion fee.  It  is  driven  off  the  concept  that  any  stu- 
dent attending  a Colorado  university  or  school 
should  pay  25%  of  the  cost,  and  since  our  costs 
are  some  20-22  thousand  a year,  the  resident 
ought  to  pay  one-fifth  of  that,  or  one-quarter  of 
that,  and  that's  where  you  get  to  55.  You  say, 
"well,  if  it's  22-thousand,  why  is  a non-resident 
paying  $23,500,  or  thereabouts?"  The  answer  is 


that  the  legislators  think  that  they  ought  to  make 
a profit  on  their  investment  here,  which  is  a new 
concept  for  me,  but  one  they  believe  in  serious- 
ly. Therefore,  I think  it's  fair  to  say,  looking  at 
state  schools  by  this  time  next  year,  we'll  either 
be  at  the  top  in  both  the  resident  and  non-resi- 
dent category  or  number  two  in  the  resident 
category,  and  I think  there's  no  way  that  that 
isn't  going  to  have  a discriminatory  effect  on  the 
poorer  people  in  Colorado.  $5,000.00  a year  is  a 
mammoth  amount  of  money.  Where  are  they  go- 
ing to  get  it?  The  other  side  of  the  coin  is:  I think 
that  the  practicing  doctors  that  graduate  from 
medical  schools  in  this  country,  and  especially 
Colorado,  give  back  through  the  course  of  their 
career  many  times  over  the  investment  the  state 
makes  in  their  educational  process.  I mean  spe- 
cifically, but  not  limited  to,  provision  of  care  for 
people  who  can't  pay  and  for  which  they  don't 
bill,  or  for  which  they  do  bill  and  never  expect  to 
recover,  to  say  nothing  of  what  they  contribute 
to  social  agencies,  etc.  So  I am  distressed  by  it, 
but  that  is  the  attitude  of  our  lawmakers  and,  at 
least  on  principal,  it  is  consistent  with  what 
they're  doing  everywhere  else  in  the  system. 

W:  I'  m curious:  what  is  the  per  centage  of 
out-state  students  at  the  present  time. 

S:  I think  we,  last  year,  had  one  out  of  125. 
That  was  a Wyoming  resident,  I think. 

W:  This  might  induce  Wyoming  to  think 
about  a medical  school,  again. 

S:  Either  that  or  entering  into  a contract  for 
purchasing  slots  from  us,  and  paying  full  cost. 

W:  That's  an  interesting  concept  that  you've 
apparently  talked  with  them  about. 

S:  Yes,  that's  the  one  we  had  in  Washington 
where  Alaska,  Montana  and  Idaho  did  that. 

W:  What  can  we  do,  as  physicians  in  private 
practice  of  medicine  in  Colorado,  to  support  the 
school,  in  addition  to  outright  cash  contribu- 
tions, and  what  can  we  do  to  help  maintain  the 
University's  high  standards? 

S:  Well,  Ray,  you're  doing  a lot  of  things  al- 
ready. We  have  some  3,000  practicing  physicians 
in  this  state  who  are  on  our  clinical  faculty. 

If  the  state  had  to  pay  the  bill  for  the  contri- 
butions that  those  people  make  to  the  educa- 
tional program,  our  budget  would  be  three  or 
four  times  what  it  is  now.  And  then,  the  resident 
tuition  would  not  be  $5,000.00.  It  might  be  as 
high  as  $15,000.00.  Maybe  it's  a good  thing  we're 
not  paying  that  part  of  the  bill.  Obviously,  you 
can  continue  that,  and  intensify  it  in  certain 
areas,  both  in  teaching  and  patient  care.  Many 
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doctors  refer  patients  to  us.  We  need  patients  to 
teach  on.  If  there's  a choice  of  referral  between 
an  out  of  state  place  and  us,  I think  that's  some- 
thing they  could  do  to  help  us.  Third,  they  can 
sure  continue  to  talk  a positive  image.  Fourth, 
they  can  support  the  school  of  medicine's  needs 
through  our  legislative  programs  and  requests.  If 
a legislator  goes  in  to  have  his  blood  pressure 
taken  and  he  asks  the  local  doctor:  "Do  you 
think  our  school  up  there  needs  more  money?" 
And  the  doctor  says  "You  bet  your  boots  they 
do.  You  know,  the  salaries  of  the  clinicians  are  in 
the  18th  percentile,  so  give  them  some,"  that  has 
a tremendous  effect  on  the  legislator.  I think  the 
other  thing,  Ray,  is  that,  man  ...  if  you  look  at 
what's  happening  nationally  and  in  this  state,  I 
think  it's  very  clear  that  those  of  you  in  the  prac- 
ticing community  and  those  of  us  in  the  academ- 
ic community  have  a heck  of  a lot  more  to  gain 
by  being  partners  than  we  do  by  trying  to  fight. 
In  fact,  if  we  aren't  together,  there  are  those  who 
will  push  a wedge  between  us,  isolate  us  and 
blunt  our  effectiveness  and,  in  fact,  probably 
make  some  things  happen  we  really  don't  want 
to  see  happen.  So,  I think,  if  the  practicing  com- 
munity can  help  us  and  teach  us  how  we  can 
help  them  and  how  we  can  incorporate  our  ac- 
tivities under  them,  and  vice  versa,  us  the  same 
way,  I think  everybody  will  profit.  I think  there's 
an  awful  lot  you  can  do  that  doesn't  require 
money.  It  just  requires  good  will  and  attitudes. 
That's  what  I'd  really  like  to  see. 

W:  I'  ve  been  in  this  state  for  30  years,  and  I 
think  we  have  one  of  the  best  climates  now  to 
improve  those  relationships  that  I've  ever  seen. 
The  school,  of  course,  is  interested  in  private 
gifts,  and  why  are  private  gifts  important  to  a 
public  institution? 

S:  Well,  as  I mentioned  earlier  Ray,  we  get  our 
money  from  three  sources,  the  state,  grants  and 
contracts,  which  is  not  public,  and  I include  gifts 
in  that  category,  and  practice  income.  Only 
about  20  per  cent  of  our  operating  budget 
comes  from  general  fund  revenues  of  the  state. 
The  other  80  per  cent  we  make  . . . we  are  private 
in  that  sense,  and  no  different  than  Harvard  or 
Yale  or  Duke  or  Stanford.  People  say  to  me,  "I 
don't  want  to  support  something  that  the  state 
has  a responsibility  to."  And  my  answer  is  'Don't 
support  the  20  per  cent,  which  is  public,  and  sup- 
ported by  the  legislature.  Support  the  80  per 
cent  which  is  private,  and  not  supported  by  the 
legislature.'  Most  of  the  money  we  get  is  ear- 
marked. We  don't  have  any  flexibility.  As  you 
know,  the  most  critically  important  thing,  if  you 
have  to  show  where  you  have  to  invest  in  new 
ideas,  whether  it's  at  student  level,  resident  or 


faculty  level,  is  to  have  a little  flexible  money 
that  you  can  use  to  invest  in  those  ideas  and  bet 
on  the  come.  No  assurance  it'll  ever  pay  off,  but 
it's  the  investment  you  make.  That's  what's  most 
Critically  needed  and  that's  what  we  really 
would  appreciate  help  with  at  the  Center. 

W:  Roy,  one  last  question:  What  are  your 
plans  for  the  school's  future,  and  what  is  your  vi- 
sion about  where  Colorado  is  going? 

S:  The  State  of  Colorado  is  obviously  in  a fan- 
tastic position  right  now.  We've  got  shale.  We've 
got  coal.  We've  got  uranium.  We've  got  moun- 
tains. We've  got  streams.  We've  got  wildlife. 
We're  in  a part  of  the  country  which  is  very  at- 
tractive to  live  in.  All  that  means  that  there's  go- 
ing to  be  growth  here,  diversification,  which  re- 
sults in  a healthy  economy.  With  this,  and  with 
people  who  have  a desire  for  a first-class  school 
of  medicine,  and  with  a large  amount  of  private 
wealth  moving  in  (private,  I mean  business  and 
individual),  any  turndown  in  the  economy  which 
you  see  in  the  rest  of  the  country  will  not  be  felt 
anywhere  near  to  the  same  degree  here  in  Colo- 
rado. I think  you  can  see  that  right  now.  I certain- 
ly project  that.  Our  state  budget  is  going  to 
grow.  Our  population  is  going  to  grow,  and  with 
it  will  come  increasing  demands  on  the  school. 
People  say  we  are  overbedded  in  Denver  right 
now,  and  maybe  we  are,  but  the  continued  popu- 
lation growth  is  going  to  take  care  of  that,  unless 
we  run  off  and  build  a whole  bunch  of  new  beds 
and  just  continue  the  problem.  As  far  as  the 
school  goes,  it's  the  only  one  for  a thousand 
miles  and,  as  such,  a unique  resource  and  a jew- 
el. I would  hope  the  people  of  Colorado  appreci- 
ate that.  It  is  one  of  the  20  best  medical  schools 
in  the  country;  you  could,  maybe,  push  me  hard- 
er than  that,  but  I don't  see  any  reason  why  we 
can't  eventually,  in  a few  years  time,  lay  claim  to 
the  fact  that  we're  one  of  the  five  best  schools. 
We  can  broaden  and  deepen  the  resources  we've 
got.  We  can  clean  up  our  show  in  the  areas  we 
have  problems,  and  we  can  build  a unique  cen- 
ter which  will  be  a resource  and  a focus  of  excel- 
lence for  this  entire  rocky  mountain  region.  If  we 
don't,  with  the  resources  and  population,  state 
budget  and  private  monies,  patient  needs  ...  all 
those  things,  if  we  don't  achieve  that  then  there 
really  is  something  wrong  with  us  because  it  is 
sitting  right  here  in  front  of  us.  All  we  have  to  do 
is  reach  out  and  grab  it.  A little  courage  in- 
volved, and  a little  faith;  A few  things  like  that 
but  I don't  see  any  reason  why  it  can't  be  done. 

W:  Thank  you,  Roy,  and  I hope  the  Colorado 
Medical  Society  can  be  a participant  in  that 
glowing  picture  you've  painted. 
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REGISTRATION  FORMS  ON  PAGES  7,  9 AND  10 

Admission  to  all  events  is  by  Registration  Badge  Only 


WHO  MAY  ATTEND 


DOCTORS,  STUDENTS  AND  HOUSESTAFF 

All  physicians  including  interns  and  postgraduate 
residents  are  welcome.  Non-member  physicians 
will  be  charged  a registration  fee  of  $25.00.  All 
students  of  medicine  and  housestaff  are  welcome 
to  attend  with  no  registration  fee. 

DOCTORS’  SPOUSES 

They  are  welcome  at  all  meetings  and  events. 

ALLIED  PROFESSIONS 

Dentists,  Nurses,  Pharmacists  and  other  profession- 
al men  and  women  allied  with  medicine  are  welcome 
to  register  and  attend  the  sessions.  Registration 
fee  $25.00. 

OTHERS 

Except  for  persons  indicated  above,  others  may 
register  and  attend  appropriate  parts  of  the  Annual 
Session  only  when  individually  and  continually 
accompanied  and  sponsored  by  a member  of  the 
Society. 


EDUCATIONAL  SESSIONS 

The  Scientific  Session  and  the  Practice  Manage- 
ment program  are  presented  by  the  Council  on  Pro- 
fessional Education  and  the  Counci  I on  Socio- 
Economics  of  the  Colorado  Medical  Society  and 
The  Office  of  Postgraduate  Medical  Education, 
University  of  Colorado  Health  Sciences  Center, 
4200  East  Ninth  Avenue,  Denver,  Colorado  80262. 


As  an  organization  accredited  for  continuing  medical 
education,  the  University  of  Colorado  Health  Sciences 
Center  certifies  that  this  continuing  medical  educa 
tion  offering  meets  the  criteria  for  1 0 hours  in 
Category  1 of  the  Physician's  Recognition  Award 
of  the  American  Medical  Association  provided  it  is 
used  and  completed  as  designed. 


COLORADO  MEDICAL  SOCIETY  OFFICE 
BAILEY-STRATTA  ROOMS 


Please  make  your  room  reservations  direct  with  The  Broadmoor  by  mid-August.  Use  the 
advance  reservation  form  in  the  June  issue  of  Colorado  Medicine. 
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COLORADO  MEDICAL  SOCIETY  AND 
AUXILIARY  PROGRAM,  SEPTEMBER  23-27 

TUESDAY,  SEPTEMBER  24 

1:30  Finance  Committee  2:30  Board  of  Trustees 

pm  Sun  Room,  Golf  Club  pm  Sun  Room,  Golf  Club 


WEDNESDAY,  SEPTEMBER  24 


8:00  Registration  Opens 

am-  Lobby  Level,  Broadmoor  West 

8:30  Coiorado  Foundation  for  Medical 

am  Care  Annual  Meeting 

Introductory  remarks  by  Robert  B. 
Sawyer,  MD,  Chairman  of  Board 
of  Directors. 

Speaker:  Eli  Ginzberg,  PhD, 
Hepburn  Professor  Emeritus  of 
Economics,  Columbia  University, 
and  Director  of  Conservation  of 
Human  Resources  Project  at 
Columbia  University  in  New  York 
City. 

Professor  is  a noted  speaker  and 
author  of  two  recent  books 
entitled,  “Limits  of  Regulations: 
Search  for  Realism”,  1977,  and 
“Health  Manpower  and  Health 
Policy”,  1978. 

Question  and  answer  period. 
Election  of  Board  of  Directors 
Briefing  Room,  Broadmoor  West 


9:00  Constitution,  By-Laws  and 

am  Credentials  Committee. 

West  Ballroom,  Broadmoor  West 
9:30  House  of  Delegates  First  Meeting 

am  West  Ballroom,  Broadmoor  West 

12  Reference  Committee  Chairmen 

noon  Luncheon 

Will  Rogers  Room, 

Broadmoor  West 

12  Grievance  Committee  Meeting 

noon  with  Component  Chairmen 

Pourtales  Room,  Broadmoor  Main 
1:30  Reference  Committee  Meetings 

pm 

6:00-  Presidents’  Reception 

7:30  Honored  guests  will  be  Fifty-year 

pm  Members  and  recipients  of  the 

Robert  L.  Perkin  Media  Awards. 
West  Patio,  Broadmoor  West 
7:15  CMS  Hosted  Specialty  Society 

pm  Presidents’  Dinner 

Oval  Room,  Golf  Club 


THURSDAY,  SEPTEMBER  25 


7:30 

Registration  Opens 

8:30 

Physician’s  Learning  Center, 

am 

Lobby  Level,  Broadmoor  West 

am- 

5:30 

Scientific  Exhibits,  Auxiliary 
Displays 

7:30 

Judicial  Council  Breakfast  Meeting 

pm 

West  Exhibit  Hall 

am 

Pike’s  Peak  or  Bust  Room, 

8:30 

Educational  Sessions  All  Day 

Broadmoor  West 

am- 

4:30 

See  detailed  program  pages  292-11 
and  292-12 

7:30- 

COMPAC  Breakfast  - $6.75  each 

pm 

9:00 

Speaker:  Paul  Lauer,  Assistant 

9:00- 

Legislative  Educational  Session 

am 

Director,  AM  PAG 
Pre-reservations  are  urged.  See 
CMS  Advance  Reservation  form. 

10:00 

am 

See  details,  page  292-11 

page  292-1 0.Checks  should  be 

9:00 

Physicians’  Golf  Tournament 

made  to  COMPAC  (mark  “for 

am 

See  details,  page  292-8 

breakfast”). 

9:00 

Auxiliary  Program  All  Day 

Ballroom  A and  B,  Broadmoor  West 

am 

See  detailed  program,  page  292-6 
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Thursday,  con’t. 


11:00 

Reference  Committee  Chairmen 

5:30- 

CMS  Reception  Hosted  by 

am 

Luncheon  Meeting 

7:00 

Presbyterian-Saint  Luke’s  Medical 

Ballroom  D,  West  Ballroom 

pm 

Center 

12 

CMS  Past  Presidents’  Luncheon 

7:00 

Lake  Terrace  Pool 

noon 

By  invitation  only 

International  Buffet  and  Dance 

Pike’s  Peak  or  Bust  Room, 
Broadmoor  West 

pm 

From  the  Orient  via  Mexico  to 
Europe.  Tickets  - $25.00  each  - 
return  reservation  form  to  CMS, 

1:00 

Physicians’  Tennis  Tournament 

see  page  292-10 

pm 

See  details,  page  292-8 

Main  Dining  Room 

FRIDAY,  SEPTEMBER  26 


7:30  Registration  Opens 

am  Lobby  Level,  Broadmoor  West 

7:30  Continental  Breakfast  for 

am  Program  Participants 

West  Exhibit  Hall 
7:30-  Prayer  Breakfast 

8:30  Spiritual  Answers  or  Today’s 

am  Traumas— Don  Reeverts, 

Chairman  of  Denver  Leadership 
Foundation 
Continental  Breakfast 
Tickets  - $6.00  each  - see 
registration  form,  page  292-10 
Ballroom  D,  West  Ballroom 
8:00-  Scientific  Update  Programs 

10:45  See  page  292-12 

am 

8:30-  Joint  CMS  and  Auxiliary 

10:45  Symposium 

am  Physician  Families  “Family 

Affairs”  Lee  Trevithick  and 
Christine  Hearth,  co-therapists, 
Larimer  County  Mental  Health 
Center,  Loveland 
Cheyenne  Mountain  — 

Casino  Rooms 

8:30  Scientific  Exhibits,  Physicians’ 

am-  Resources  Learning  Center, 

2:00  Auxiliary  Displays,  Legislating 

pm  Medicine 

West  Exhibit  Hall 


10:45 

Coffee  Break 

am 

West  Exhibit  Hall 

11:00 

Lanning  E.  Likes  Memorial  Lecture 

am- 

Detection  and  Diagnosis  of  Lung 

noon 

Cancer— Geno  Saccomanno,  MD 
Briefing  Room,  Broadmoor  West 

12 

El  Paso  County  Medical  Society 

noon 

Caucus  Luncheon 

12 

Denver  Medical  Society  Caucus 

noon 

Luncheon 

Copper  Room,  Golf  Club 

1:30 

Constitution,  By-Laws  and 

pm 

Credentials  Committee 

West  Ballroom 

2:00 

House  of  Delegates  Second 

pm 

Meeting 

Election  & Installation  of  Officers 
West  Ballroom 

4:00 

ACEP  Board  of  Directors 

pm 

Fountain  Area,  Main  Dining  Room 

7:00 

ACEP  Educational  Dinner  Meeting 

pm 

Fountain  Area,  Main  Dining  Room 

6:30 

Colorado  Ophthalmological  Society 

pm 

Executive  and  Legislative 
Committees  with  KeyMan  Team 
Captains  (Dinner  meeting) 
Penrose  Room 

SATURDAY,  SEPTEMBER  27 

8:30  Board  of  Trustees  Reorganization 

am  Breakfast  Meeting 

Sun  Room,  Golf  Club 


292-4 


HOUSE  OF  DELEGATES  MEETINGS 
WEDNESDAY,  SEPTEMBER  24 


9:00 

Credentials  Committee 

am 

Broadmoor  West  Ballroom 

9:30 

House  of  Deiegates 

am 

Address  by  President 

Ray  G.  Witham 

Address  by  President-elect 
K.  Mason  Howard 
Address  by  Dr.  Robert  B.  Hunter, 
President  of  the  American 
Medical  Association 
Presentation  of  Certificates  of 
Service  and  Robins  Award 
Introduction  of  Mrs.  Harry  F. 
Dvorsky,  President-elect  of  AMA 
Auxiliary  by  Mrs.  Kathy  Thomp- 
son, President,  CMS  Auxiliary 
Address  by  Roy  Schwarz,  Dean  of 
University  of  Colorado  School 
of  Medicine 

Broadmoor  West  Ballroom 
12  Reference  Committee  Chairmen 

noon  Luncheon 

Will  Rogers  Room, 

Broadmoor  West 


1:30  Open  Reference  Committee 

pm  Hearings— 

Board  of  Trustees  and 
Executive  Office 

Ballroom  D,  West  Ballroom 

Constitution,  By-Laws  and 
Credentials 

Academy  Room 

Interprofessional  Relations 

Carnation  Room 

Legisiation 

Cheyenne  Mountain  Room 

Medical  Service 

Casino  Room 

Professional  Education 

Prohibition  Room 

Public  Heaith 

White  Eagle  Room 

Socio-Economics 
Briefing  Room 


THURSDAY,  SEPTEMBER  25 

11:00  Reference  Committee  Chairmen 

am  Luncheon 

Will  Rogers  Room, 

Broadmoor  West 


FRIDAY,  SEPTEMBER  26 


8:30 

Reference  Committee  Reports 

1:00 

Credentials  Committee 

am 

Packaged  and  Available  to  One 
Representative  from  Each 
Component  Society 

pm 

Broadmoor  West  Ballroom 

12 

Caucus  Meetings 

1:30 

House  of  Delegates 

noon 

Denver  Medical  Society 
El  Paso  County  Medical  Society 
(Please  submit  requests  for  space 
as  soon  as  possible). 

pm 

Reference  Committee  Reports  and 
Election  of  Officers  and  Council 
Members 

Installation  of  new  officers 
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COLORADO  MEDICAL  SOCIETY  AUXILIARY 
FALL  MEETING,  SEPTEMBER  24-27,  1980 
THE  BROADMOOR 

Registration: 

Wednesday,  September  24,  8:00  a.m.  to  4:00  p.m..  Lobby  Level,  Broadmoor  West 
Thursday,  September  25,  8:00  a.m.  to  4:00  p.m..  Lobby  Level,  Broadmoor  West 

and  8:30  a.m.  to  10:30  a.m..  Golf  Club , Mezzanine 
Friday,  September  26,  8:00  a.m.  to  4:00  p.m..  Lobby  Level,  Broadmoor  West 
Displays: 

All  day  Thursday  and  Friday  morning.  West  Exhibit  Hall 

WEDNESDAY,  SEPTEMBER  24 

2:00  Auxiliary  Tennis  Tournament  6:00-  Presidents’  Reception 

pm  Broadmoor  Golf  Club  Tennis  Courts  7:30  M/esf  Patio,  Broadmoor  West 
Registration:  1:30  p.m..  Tennis  Courts  pm 
Entry  Fee:  $8.00.  Play  limited  to  20. 


THURSDAY.  SEPTEMBER  25 


7:30  COMPAC  Breakfast 

am  Ballroom  A and  B,  Broadmoor  West 
See  CMS  Advance  Registration  Form 
page  292-10 

9:00  Open  Board  Meeting 

afTi  Rolls  and  Coffee 

Copper  Room,  Golf  Club 

10:15  General  Meeting 

am  Keynote  Address:  Mrs.  Harry  S. 
Dvorsky,  AMA  Auxiliary  President- 
elect 

Copper  Room,  Golf  Club 

11:45  Social  Hour,  Cash  Bar 
am  Hostesses:  Past  State  Auxiliary 
Presidents  (Shuttle  from  Golf  Club 
every  eight  minutes) 

Ballroom  A and  B,  Broadmoor  West 


12:30  Luncheon 

pm  Program  and  Awards  Presentation 
Ballroom  A and  B,  Broadmoor  West 


2:30  County  Presidents  and  Presidents- 
pm  elect  Meeting 

Sun  Room,  Golf  Club 


5:30  CMS  Reception  Hosted  by  Presbyterlan-Saint 
pm  Luke’s  Medical  Center 
Lake  Terrace  Pool 

7:00  International  Buffet  and  Dance 

pm  Main  Dining  Room  - $25.00  each  person 
See  CMS  Advance  Registration  Form  page 
292-10 


FRIDAY,  SEPTEMBER  26 


7:30-  Prayer  Breakfast 

8:30  Ballroom  D,  West  Ballroom 
am  See  CMS  Advance  Registration  Form 
page  292-10  and  program,  page  292-4 


8:30-  Joint  CMS  and  Auxiliary  Symposium 
10:45  Physician  Families  “Family  Affairs” 

(Some  role  playing  will  explore  feelings  in  the 
family.)  Additional  details  page  292-4 
Cheyenne  Mountain-Casino  Rooms, 
Broadmoor  West 


Lanning  E.  Likes  Memorial  Lecture 

Detection  and  Diagnosis  of  Lung  Cancer 

Briefing  Room,  Broadmoor  West 

See  CMS  Educational  Program  page  292-12 
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COLORADO  MEDICAL  SOCIETY  AUXILIARY 
FALL  MEETING  ADVANCE  REGISTRATION 
September  24-27,  1980 


Name 

as  you  wish  it  to  appear  on  meeting  badge  please  print 

County 

Address 

Position  held  in  State  Auxiliary 

Position  held  in  County  Auxiliary 

CMS  Auxiliary  member  Q Non-CMS  Auxiliary  member  - $5.00  □ 

Mail  to:  Mrs.  J.R.  Salata,  2902  Airport  Road  #106,  Colorado  Springs,  CO  80910 


, LADIES  LUNCHEON 

j Thursday,  September  25,  1980  12:30  p.m..  Ballroom  A and  B,  Broadmoor  West 

i 

'i 

Cost;  $8.25  per  person 

Make  check  payable  to  Colorado  Medical  Society  Auxiliary.  Deadline  for  reservations  is 
noon  (12:00  p.m.),  Wednesday,  September  24,  1980. 

Name County 

please  print 

Address 

i 

Number  of  reservations  Amount  enclosed  $ 

Tickets  may  be  picked  up  at  the  Ballroom  entrance  during  the  Social  Hour.  Mail  reservation 
and  check  to:  Mrs.  J.R.  Salata,  2902  Airport  Road  #106,  Colorado  Springs,  CO  80910 


AUXILIARY  TENNIS  TOURNEY  REGISTRATION 
Wednesday,  September  24,  1980  Golf  Club  Tennis  Courts  2:00  p.m. 

Entry  fee:  $8.00 

Make  check  payable  to  Colorado  Medical  Society  Auxiliary.  Play  limited  to  20  -- 
pre-registration  is  recommended. 

NamR  County 

please  print 

Address 

Number  of  registrations Amount  enclosed  $ 

Mail  registration  and  check  to:  Mrs.  Gary  Nitz,  5 Westgate  Road,  Colorado  Springs,  CO  80906 
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CMS  1980  SCIENCE  FAIR  AWARDS 

Senior  High  Division  Winner  — Phillip  B.  Danielson,  Denver 

“Atherosclerosis  As  Related  to  Blood  Coagulation;  Blood  Pressure  Altered  Aerobic; 
Isometric  Exercise” 

Junior  High  Division  Winner  — Lorna  Virgil,  Akron 
“What  Causes  Small  Children  to  Be  Attracted  to  Poisons” 

Lorna’s  display  will  be  set  up  in  the  West  Exhibit  Hall  on  Friday,  September  26  until  2:00  p.m. 

Phillip  will  present  a slide  program  from  his  display  on  Friday,  September  26  until  2:00  p.m. 
(His  display  was  destroyed  while  being  shipped  back  to  Denver  from  the  National 
Science  Fair.) 


Scientific  Exhibits,  Physicians’  Learning  Resource  Center  and  Auxiliary  Displays  will 
be  set  up  in  the  West  Exhibit  Hall  all  day  Thursday  and  until  2:00  p.m.  Friday.  Coffee 
breaks  during  the  educational  programs  will  be  in  the  West  Exhibit  Hall. 

On  Friday  the  CMS  Council  on  Legislation  will  meet  informally  with  legislative  keymen 
from  component  societies  to  discuss  ‘Legislating  Medicine’.  Anyone  interested  in  the 
legislative  process  of  the  Colorado  Medical  Society  is  invited  to  come  to  the  West  Exhibit 
Hall  on  Friday  to  discuss  this  important  subject. 

ANNUAL  COLORADO  MEDICAL  SOCIETY  TENNIS  TOURNAMENT 

One  half  day  of  play,  Thursday  afternoon,  September  25.  Play  will  be  between  1:00  and 
5:00  p.m.  Registration  fee:  $7.50.  - does  not  include  court  fee.  ($8.00  an  hour  for  singles; 
$10.00  an  hour  for  doubles).  A drawing  will  take  place  beginning  at  8:30  a.m.  for  those 
of  you  who  have  not  pre-arranged  for  a partner.  You  must  be  pre-registered  and  must  be 
present  at  the  drawing.  Play  will  be  between  players  of  equal  level. 

Two-level  Competition:  A Level  - consistent  players 

B Level  - average  players 

THIRTEENTH  COLORADO  M.D.  INVITATIONAL  GOLF  TOURNAMENT 

Sign  up  at  the  Society’s  Registration  Desk  - Broadmoor  West  Lobby. 

Entry  Fee:  $20.00  per  person  - does  not  include  green  fee  - $16. 00, or  cart  for  two  - $14.00. 
Play  will  be  on  the  East  Course. 

One  day  of  play,  Thursday,  September  25.  Since  many  players  do  not  have  established 
handicaps,  play  will  be  on  the  Calloway  System.  There  will  be  recognition  for  low  gross 
scores.  Starting  times  have  been  reserved  on  the  Course  from  9:00  a.m.  to  11:00  a.m. 

Play  is  to  be  in  foursomes  arranged  by  contestants. 


Your  check  made  payable  to  the  Colorado  Medical  Society  should  reach  the  Society 
in  Denver  by  September  18.  Return  advance  registration  forms  for  golf  and  tennis. 


292-8 


CMS  ADVANCE  REGISTRATION  FORM  FOR  EDUCATIONAL  PROGRAMS 
(see  other  side  to  register  for  golf,  tennis,  banquet,  prayer  breakfast  and  COMPAC  breakfast) 


Name Degree 

please  print; 

Address 

Phone 


Register  now  for  the  programs  you  wish  to  attend  during  the  Annual  Session.  Seating  is  limited. 
Detach  and  return  this  form  after  indicating  your  selections  below.  (See  the  detailed  program 
for  speakers  and  content  of  those  presentations.)  For  each  full  hour  you  attend,  you  will 
receive  one  hour  of  AMA  Category  1 credit  and/or  one  hour  of  AAFP  Prescribed  credit. 
Non-CMS  Members  Must  Include  A $25.00  Registration  Fee.  Mail  the  form  to: 


Irene  E.  Hobart 
Colorado  Medical  Society 
1601  E.  19th  Avenue 
Denver,  CO  80218 

THURSDAY,  SEPTEMBER  25 


□ 

□ 


8:30  a.m.  to  11 :30  a.m. 
ATHEROSCLEROSIS 


OR 

□8:30  to  10:00  a.m. 

LEGISLATIVE  EDUCATIONAL  SESSION 


□ 


8:30  a.m.  to  11:30  a.m. 
INFECTIONS 


12:30  p.m.  to  4:30  p.m. 

PRACTICE  MANAGEMENT  OR 

Program  begins  at  12:30  with 
a luncheon  presentation. 

*$10.00  per  person 


□ 1 :30  p.m.  to  4:30  p.m. 
COMPUTERS  FOR 
COLORADO’S 
PHYSICIANS 


FRIDAY,  SEPTEMBER  26 


□ 

□ 


Pelvic  Inflammatory  Disease 
OR 

Antibiotics 


OR 


□ Joint  CMS  and  Auxiliary 
Symposium  — 

Family  Affairs 
(non-accredited) 


□ 

□ 


Occlusive  Vascular  Disease 
OR 

Management  of  the  Obese  Patient 
by  the  Primary  Physician 


r~]  Peptic  Ulcer  Management 
LJ  Diabetes  Mellitus 


11:00  am-12:00  pm 

□ 

Lanning  E.  Likes  Memorial  Lecture 
Detection  and  Diagnosis  of  Lung  Cancer 


‘Make  check  payable  to  Colorado  Medical  Society 
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CMS  REGISTRATION  FORM  FOR  SEPTEMBER  24-27,  1980  ANNUAL  SESSION 


Please  be  sure  your  name,  address  and  phone  number  are  on  the  reverse  of  this  page. 


REGISTRATION  FOR  NON-EDUCATIONAL  EVENTS 


Thirteenth  Colorado  Physicians’  Invitational  Golf  Tournament  - September  25 

9:00  a.m.-5:00  p.m. 


Name 

please  print 

Address 

Partner 


Entry  fee:  $20.00  per  person  - does  not  include  greens  fee  ($16.00  per  person),  nor  golf  cart 
($14.00  for  two  people).  See  information  included  in  this  program. 


I I Annual  Colorado  Medical  Society  Physicians’  Tennis  Tournament  - September  25 
One-half  day  of  play  - Thursday  afternoon,  1:00  p.m. 

Name__ 

please  print 

Address 

Partner 

Registration  fee  $7.50  Check  must  be  received  by  September  18th. 

Indicate  level  of  competition:  A LEVEL  (consistent  players) | | 

B LEVEL  (average  players)  f^] 

□ Colorado  Medical  Society  International  Buffet  - September  25  - 7:00  p.m. 
Name— 

please  print 

Address 

Banquet  is  $25.00  per  person  Reserve (#)  tickets 

n Prayer  Breakfast  - September  26  $6.00  per  person  7:30  a.m. 


Total  Enclosed  (for  educational  programs  and  non-educational  events)  $ - 

Please  make  check  payable  to  the  Colorado  Medical  Society.  Mail  this  form  and  your  check  to: 

Irene  E.  Hobart 

Colorado  Medical  Society 

1601  E.  19th  Avenue 

Denver,  Colorado  80218 


COMPAC  Breakfast  - September  26  $6.75  per  person  7:30  a.m. 

Please  make  check  payable  to  COMPAC  (mark  “for  breakfast”). 

Mail  this  form  and  separate  check  to  Irene  Hobart  as  indicated  above. 
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CMS  EDUCATIONAL  PROGRAM 


THURSDAY.  SEPTEMBER  25 


Two  major  topics  will  be  treated  in  depth 
during  concurrent  sessions 

8:30  I.  Atherosclerosis 

am- 

Part  A.  Pathogenesis  - A Telelecture 
noon  Presentation  (speakers  will  parti- 
cipate from  their  home 
communities) 

Moderator:  Elmer  Koneman, 
Executive  Director,  Colorado 
Association  for  Continuing 
Medical  Laboratory  Education 


The  Morphology  of  the  Plaque 

Jack  C.  Geer,  MD,  Chairman, 
Department  of  Pathology,  Univer- 
sity of  Alabama,  Birmingham 


Genesis  of  the  Plaque 

Roger  Hamstra,  MD,  Associate 
Professor  of  Medicine,  University 
of  Colorado  School  of  Medicine 


Systemic  Causes:  General 
Risk  Factors 

William  Insull,  MD,  Methodist 
Hospital,  Houston,  Texas 
This  portion  of  the  program  will  be 
done  via  Tele-Net  (telelecture),  and 
will  involve  all  speakers,  the  parti- 
cipants at  The  Broadmoor,  and 
participants  at  other  Tele-Net 
locations  around  the  state.  The 
Colorado  Medical  Society  grate- 
fully acknowledges  contributions 
toward  this  portion  of  the  program 
from  CIBA  Pharmaceutical  Co. 


Part  B.  Diagnosis  of 
Atherosclerosis 
Coronary  arteriography,  nuclear 
cardiac  scanning  and  other  diag- 
nostic modalities  in  diagnosing 
atherosclerotic  cardiovascular 
disease. 


Wayne  Wenzel,  MD,  Radiologist, 
Presbyterian  Medical  Center, 
Denver 

Howard  P.  Horsley,  Jr.,  MD, 
Cardiologist,  St.  Joseph  Hospital, 
Denver 

Joseph  Rainwater,  MD,  Cardiolo- 
gist/Radiologist, Denver 
Cheyenne  Mountain  & 

Casino  Rooms 


II.  Infections 

Herpes  Virus  • A Real  Pain 
James  A.  McGregor,  MD,  Denver 


Prophylactic  Antibiotic  Usage  and 
the  High  Incidence  of  Nosocomial 
Infections  and  How  To  Prevent 
Them 

Robert  L.  Cox,  MD,  Denver 


Hepatitis 

John  Vierling,  MD,  Gastroenter- 
ologist, Denver  VA  Hospital  and 
University  of  Colorado  School  of 
Medicine 

The  Colorado  Medical  Society 
gratefully  acknowledges  contribu- 
tions toward  this  portion  of  the 
program  from  The  Purdue 
Frederick  Company  and  E.R. 
Squibb  and  Sons,  Inc. 

Carnation  and  Academy  Rooms 


9:00-  Legislative  Educational  Session 

10:00  for  both  active  and  prospective  key 
am  contacts.  Come  learn  how  to  influ- 

ence your  legislator  in  an  effective, 
successful  manner! 

El  Pomar  Room 
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12:30-  Practice  Management 

4:30 

pm 

12:30  Lunch  (advance  registration 

pm  $10.00  per  person) 

1:00-  Long  Range  Financial  Planning 

2:00  Dr.  Craig  T.  Cailahan,  Professor 

of  Finance;  Dr.  C.  Thomas  Howard, 
Professor  of  Finance,  Graduate 
Schooi  of  Business  and  Public 
Management,  University  of  Denver 

2:00  Break 

2:15 

pm 

2:15-  Health  Insurance  in  the  Ws  - 

3:15  Physician  Participation 

pm  Panel  Presentation 

Chris  Chandler,  Vice  President  and 
General  Counsel,  Western  Farm 
Bureau  Life  Insurance  Company, 
Legislative  Liaison  for  Health 
Insurance  Association  of  America 
M.  Earl  Rideout,  Vice  President, 
Private  Business  Division,  Blue 
Cross/Blue  Shield  of  Colorado 
John  Isham,  Director  of  Medicare 
Program,  Health  Care  Financing 
Administration 

Frank  L.  Hays,  Jr.,  Esq.,  Lobbyist 
for  Health  Insurers,  Alcohol 
Industry 

Physician  - to  be  announced 


3:15-  Break 

3:30 

pm 

3:30-  The  Plaintiff’s  Attorney:  His  View 
4:30  of  Your  Case 

pm  Frank  Plaut,  JD,  Practicing 

Attorney,  Lakewood,  Colorado 
West  Ballroom  D 

1:30-  Computers  for  Colorado’s 

5:00  Physicians 

pm  A presentation  on  computers  and 

telecommunications  systems  that 

physicians  can  use  in  their  own 
practices. 

Overview  ■ Kevin  Bunnell,  EdD, 
Colorado  Medical  Society 

Ambulatory  Practice  Systems 

Jan  Baumgardner,  MD,  Medical 
Director,  Storage  Technology 
Corporation,  Lafayette 
Larry  Green,  MD,  CEIS,  Family 
Medicine  Information  System, 
Denver 

A Clinical  Information  System 

David  Steinman,  MD,  Williams 
Family  Practice  Center,  University 
of  Colorado  Health  Sciences 
Center,  Denver 

A Working  Hospital  System 

N.  Kenneth  Furlong,  MD,  Lutheran 
Hospital,  Denver 
Briefing  Room 


FRIDAY,  SEPTEMBER  26 


8:00-  Two  sessions  to  run  concurrently 

10:45 

am 


Pelvic  Inflammatory  Disease 

James  A.  McGregor,  MD 

Antibiotics 

Robert  L.  Cox,  MD 


Occlusive  Vascular  Disease 
W.  Gerald  Rainer,  MD 
Management  of  the  Obese  Patient 
by  the  Primary  Physician 

Robert  “Nick”  Alserver,  MD  and 
Nancy  Mohler,  RD 


Peptic  Ulcer  Management 
Jack  Struthers,  MD 
Diabetes  Mellitus 
Robert  “Nick”  Alsever,  MD 
The  Colorado  Medical  Society 
gratefully  acknowledges  a contri- 
bution from  Pfizer  Laboratories 
in  support  of  this  presentation. 

8:30-  Joint  CMS  and  Auxiliary 

10:45  Symposium 

am  “Family  Affairs”  (non-credit) 

Cheyenne  Mountain  & Casino  Room 
11:00  banning  E.  Likes  Memorial  Lecture 

am  Detection  and  Diagnosis  of  Lung 

Cancer  - Geno  Saccomanno,  MD 
Briefing  Room,  Broadmoor  West 


We  wish  to  express  our  thanks  to  the  A.H. 
Robins  Company  for  its  financial  contribu- 
tion to  the  Society’s  Annual  Session. 
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LANNING  E.  LIKES  MEMORIAL  FUND 
Dr.  Likes 

The  Lanning  E.  Likes  Memorial  Fund  was  created  by  Dr.  Likes’  will  in  1967  for  the  purpose 
of  funding  eminent  cancer  specialists  to  speak  at  Colorado  Medical  Society  educational 
programs.  The  fund  is  used  to  provide  the  resources  to  bring  in  speakers  who  are  experts  in  the 
detection  and/or  treatment  of  any  type  of  cancer. 

Dr.  Likes  was  born  in  Des  Moines,  Iowa  in  November,  1888.  Aftergraduating  from  the  University 
of  Colorado  in  1912,  he  interned  at  St.  Joseph  Hospital  in  Denver.  His  private  practice  in 
Lamar  was  interrupted  by  Army  service  in  World  War  I.  He  served  as  a surgeon  at  Mon  Pont, 
France. 

In  1936,  Dr.  Likes  attended  the  University  of  Vienna,  received  a Masters  degree  in  Surgery 
from  the  University,  then  spent  five  months  in  post  graduate  surgery  in  Paris  and  London. 

He  and  his  first  wife,  Margaret,  had  two  children,  Elizabeth  and  Edwin.  Elizabeth  Likes 
Husted  and  her  husband  live  in  Boulder.  Edwin  continues  the  Lamar  practice  he  shared  with  his 
father  since  the  end  of  World  War  II.  Dr.  Likes’  first  wife  died  in  1950,  and  in  1952  he  married 
Leone  Swanson.  Dr.  Likes’  children  gave  him  six  grandchildren. 

He  was  a member  of  many  civic  organizations,  served  on  the  State  Board  of  Health,  as  well  as 
several  Colorado  Medical  Society  committees,  including  the  Cancer  Committee  from 
1960-1965.  His  interest  in  cancer  spanned  many  years.  He  was  a member  of  the  Colorado 
division  of  the  American  Cancer  Society,  serving  as  President  1959-1961.  In  1964  he  received  the 
American  Cancer  Society’s  National  Distinguished  Service  Award  and  an  honorary  life 
membership  in  the  ACS. 

Lanning  Likes  passed  away  in  1968.  He  is  remembered  by  those  who  knew  and  worked  with  him 
and  by  other  Colorado  physicians  who  have  benefited  from  the  educational  programs 
provided  by  the  trust  fund  established  in  his  name. 
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FIFTY-YEAR  PHYSICIANS 


THE  COLORADO  MEDICAL  SOCIETY  EXTENDS  SINCERE  CONGRATULATIONS 
TO  THE  FOLLOWING  PHYSICIANS  WHO  RECEIVED  THEIR  MEDICAL  DEGREES 
IN  1930,  THEREBY  BECOMING  MEMBERS  OF  THE  FIFTY-YEAR  CLUB  IN  1980. 

DENVER  MEDICAL  SOCIETY  PUEBLO  COUNTY  MEDICAL  SOCIETY 

LEWIS  BARBATO,  MO  GRANT  R.  CURLESS,  MD 

ROBERT  STERLING,  MD 
FRANKLIN  P.  WHERRY,  MD 
GEORGE  WOLLGAST,  MD 

WELD  COUNTY  MEDICAL  SOCIETY 

EL  PASO  COUNTY  MEDICAL  SOCIETY 

TRACY  0.  PEPPERS,  MD 

A CAMPBELL  DENMAN,  MD  JOHN  A.  WEAVER,  JR.,  MD 


LIVING  PAST  PRESIDENTS  OF  THE  COLORADO  MEDICAL  SOCIETY 


Fred  A.  Humphrey,  MD  - 1949 
Samuel  P.  Newman,  MD  - 1952 
Robert  T.  Porter,  MD  - 1955 
George  R.  Buck,  MD  - 1956 
Gatewood  W.  Anderson,  MD  - 1957 
Cyrus  W.  Anderson,  MD  - 1960 
Bradford  Murphey,  MD  - 1962 
Samuel  B.  Childs,  MD  - 1964 


John  M.  Wood,  MD  - 1969 
Marvin  E.  Johnson,  MD  - 1970 
Kenneth  A.  Platt,  MD  - 1971 
Kenneth  A.  Kahn,  MD  - 1973 
Joseph  S.  Pollard,  MD  - 1975 
William  S.  Curtis,  MD  - 1977 
Robert  B.  Sawyer,  MD  - 1978 
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COUNCILS  AND  COMMITTEES  PLANNING 
THE  ANNUAL  SESSION 


ANNUAL  SESSION 
COORDINATING  COMMITTEE 

Ray  G.  Witham,  MD,  Chairman 
Richard  F.  Bedel i,  MD 
K.  Mason  Howard,  MD 
Terrance  E.  Kelly,  MD 
Patrick  G.  Moran,  MD 
John  F.  Mueller,  MD 
Theodore  R.  Sadler,  Jr.,  MD 
Mrs.  Kathy  Thompson  - Auxiliary 


ANNUAL  SESSION  EDUCATIONAL 
PROGRAM  PLANNING  COMMITTEE 

Patrick  G.  Moran,  MD,  Chairman 

Terrance  E.  Kelly,  MD,  Co-Chairman 

John  M.  Connolly,  MD 

Dean  L.  Girard,  MD 

M.  Ray  Painter,  MD 

W.  Gerald  Rainer,  MD 

David  Steinman,  MD 

Rachelle  Kaye,  PhD 

Mrs.  Kathy  Thompson  - Auxiliary 

Mrs.  Joyce  Sowl  - Auxiliary 


COUNCIL  ON  LEGISLATION 

R.  Jack  Warren,  MD,  Chairman 
Charles  A.  Dafoe,  MD 
David  L.  Edwards,  MD 
Daniel  J.  Greenholz,  DO 
Jack  A.  Klapper,  MD 
H.R.Safford,  III,  MD 
James  M.  Woodward,  Jr.,  MD 


COUNCIL  ON  PROFESSIONAL  EDUCATION 

John  F.  Mueller,  MD,  Chairman 
Carl  E.  Bartecchi,  MD 
N.  Kenneth  Furlong,  MD 
Abraham  J.  Kauvar,  MD 
Harry  R.  Locke,  MD 
Patrick  G.  Moran,  MD 
Franklin  D.  Yoder,  MD 


COUNCIL  ON  SOCIO-ECONOMICS 

M.  Ray  Painter,  MD,  Chairman 
Wesley  W.  Boucher,  MD 
Lynn  F.  Greenlee,  MD 
Fred.  B.  Groves,  MD 
J.  Cuthbert  Owens,  MD 
Kenneth  C.  Sawyer,  MD 
A.  Glenn  Shoptaugh,  MD 


292-15 


CMS  ANNUAL  SESSION 


The 

Broad  moor 
West 


to  lAMtT 


Low^r  Lobby  level 


oondensed  minutes 


JULY  16,  1980 

1.  Endorsed  the  second  annual  Colorado  Physicians  Run  for  1980. 

2.  Directed  the  Organizational  Study  Committee  the  task  of  determining 
how  Reference  Committees  will  be  constituted  and  maintained. 

3.  Approved  Travel  Policy  for  AMA  Interim  and  Annual  Meetings. 

4.  Approved  Council  on  Legislation  proposal  to  sponsor  an  educational 
session  for  KeyMen  at  the  Annual  Session;  component  societies  to 
identify  individuals  interested  in  becoming  active  in  legislative 
activities. 

5.  Approved  resolution  for  submission  to  House  of  Delegates,  "Financial 
Support  for  Medical  School  from  Colorado  Medical  Society  Membership. " 

6.  Approved  recommendations  of  the  Executive  Committee  to:  (a)  Ratify 

professional  liability  insurance  contract  with  The  Hartford;  (b)  Con- 
tract with  broker  on  a cost-plus  basis;  (c)  Modify  charge  to  Risk 
Management  Committee;  (4)  Retain  V.  0.  Schinnerer , and  Company , Inc. , 
subsidiary  of  Marsh/McLennan , to  do  a professional  liability  insurance 
feasibility  study. 


MEMBERS 

PRESENT: 

President: 

Ray  G.  Witham,  M.D. 

President-elect : 

K,  Mason  Howard,  M.D. 

District  I : 

David  E.  Bates , M.D. , Merlin  G. 
Otteman , M.D. 

District  II : 

Jerry  J.  Appelbaum,  M.D. , Frederick 
A.  Lewis,  Jr. , M.D. , Philip  H. 
Norton,  M.D. , Wilfred  Stedman,  M.D. 

District  III : 

J.  Richard  Brusenhan,  M.D. , Amilu  S. 
Martin , M.D. 

District  IV: 

Jan  S . Hildebrand,  M.D.,  Han ns  C . 
Schwyzer , M.D. 

District  V: 

Telford  A.  Davis , M.D. 

MEMBERS 

ABSENT : 

District  II : 

William  E . Jobe,  M.D. , Abraham  J . 
Kauvar , M.D. , Joseph  H.  Poynter , M.D 

District  V: 

Robert  F.  Linnemeyer , M.D. 

YELLOW  PAGES  LISTINGS 

Solicitation  for  listings  in  the  Yellow  Pages  of  the  Mountain  Bell  Telephone  books  varies  de- 
pending on  your  location.  The  Judicial  Council  affirms  previous  opinions  that  in  order  to  maintain 
consistency,  listings  in  the  Yellow  Pages  should  follow  the  list  of  designated  specialty  codes  from 
the  AMA.  In  addition  a physician  may  list  in  his  primary  specialty  and  in  any  sub-specialty  for 
which  the  physician  feels  himself  qualified.  The  Council  concluded  that  physicians  should  be  al- 
lowed to  maintain  an  ethical  listing  in  any  Colorado  Yellow  Pages  directory  from  which  they  wish 
to  draw  patients  or  the  region  which  they  serve. 
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» CALENDAR 

PUBLISHED  JOINTLY  BY  THE  COLORADO  FOUNDATION  FOR  MEDICAL  CARE,  COLORADO  MEDICAL  SOCIETY  AND 
THE  COLORADO  ACADEMY  OF  FAMILY  PHYSICIANS  • 1601  EAST  NINETEENTH  AVENUE.  DENVER,  COLORADO  80218 


AUGUST  1980 

11th-15th 

ASPEN  CONFERENCE  ON  PEDIATRIC  DISEASE, 
1980-LUNG.  The  Gant,  Aspen.  Contact:  J.  Thomas 
Stocker,  M.D.,  Department  of  Pathology,  Children’s 
Hospital,  1056  E.  19th  Ave.,  Denver,  CO  80218. 
861-6712(25  hours  of  AMA  Category  1 credit). 

14th 

INFECTIOUS  DISEASES.  Denver.  Contact:  Office  of 
Postgraduate  Medical  Education,  University  of 
Colorado  Health  Sciences  Center,  4200  E.  9th  Ave., 
C-295,  Denver  80262.  394-5241. 

15th-20th 

PRIMARY  CARE  ORTHOPEDICA.  Aspen.  Contact: 
Office  of  Postgraduate  Medical  Education,  Univer- 
sity of  Colorado  School  of  Medicine,  4200  E.  9th 
Ave.,  C-295,  Denver  80262.  394-5241.  (23  hours  of 
AMA  Category  1 credit). 

20th 

WORKUP  OF  SUSPECTED  AND  PROVEN  MALIG- 
NANT DISEASES.  Aspen.  Contact:  Martin  J.  Rubin- 
witz,  M.D.,  The  Denver  Clinic,  701  E.  Colfax  Ave., 
Denver  80203.  (2  hours  of  AMA  Category  1 credit; 
2 prescribed  hours  of  AAFP  credit). 

21st 

ANTICOAGULANTS  - WHAT  YOU  SHOULD  KNOW. 

Vail.  Contact:  Martin  J.  Rubinowitz,  M.D.,  The  Den- 
ver Clinic,  701  E.  Colfax  Ave.,  Denver  80203.  (2  hours 
of  AMA  Category  1 credit;  2 prescribed  hours  of 
AAFP  credit)*. 

27th 

COLORADO  REGIONAL  NEURORADIOLOGY  AND 
COMPUTERIZED  TOMOGRAPHY  MEETING.  Depart- 
ment of  Radiology,  University  Hospital,  Denver. 
Contact:  Leatha  Kibel,  394-7773.  (3  hours  of  AMA 
Category  1 credit). 

28th-30th 

28th  ANNUAL  JAMES  J.  WARING  CHEST  CONFER- 
ENCE. Estes  Park,  CO.  Contact:  American  Lung 
Association  of  Colorado,  1600  Race  Street,  Denver, 
CO  80206.  388-4327.  (10  hours  of  AMA  Category  1 
credit). 

29th-31st 

PEDIATRIC  NEUROLOGY  MINI-COURSE.  Keystone 
Lodge,  Keystone,  CO.  Contact:  Health  Education 
Department,  Children’s  Hospital,  1056  E.  19th,  Den- 
ver, CO  80218.  861-6947.  (10  hours  of  AMA  Category 
1 credit). 


SEPTEMBER  1980 

4th-5th 

ADVANCED  ARTHROSCOPY  SEMINAR.  Writers 
Manor,  Denver.  Contact:  Health  Education  Depart- 
ment, Children’s  Hospital,  1056  E.  19th,  Denver, 
CO  80218.  861-6947.  (AMA  credit  hours  available). 

5th 

SURGERY  OF  ADRENAL  TUMORS.  Birch  Room,  St. 
Anthony’s  Hospital,  4231  W.  16th  Ave.,  Denver.  Con- 
tact: Carol  Moen.  629-3678.  (1  hour  of  AMA  Category 
1 credit). 

11th-13th 

OBSTETRICS/GYNECOLOGY  FOR  FAMILY  PHYSI- 
CIANS. Santa  Fe,  New  Mexico.  Contact:  W.  J.  Levy, 
M.D.,  Symposia  de  Santa  Fe,  P.O.  Box  5175,  Coronado 
Station,  Santa  Fe,  New  Mexico  87502. 

14th-18th 

HOSPITAL  MEDICAL  STAFF  CONFERENCE  AND 
HOSPITAL  TRUSTEE  FORUM.  Estes  Park.  Contact: 
Estes  Park  Institute,  P.O.  Box  400,  Englewood,  CO 
80151.  761-7709. 

15th-18th 

PULMONARY  MEDICINE  - 1980:  AN  UPDATE  FOR 
THE  CLINICIAN.  Vail.  Contact:  Dale  E.  Braddy, 
Director  of  Education,  American  College  of  Chest 
Physicians,  811  Busse  Highway,  Park  Ridge,  IL 
60068.  (20  hours  of  AMA  Category  1 credit). 

21st-24th 

VASCULAR  SURGERY.  Denver.  Contact:  Office  of 
Postgraduate  Medical  Education,  University  of 
Colorado  Health  Sciences  Center,  4200  E.  9th  Ave., 
C-295,  Denver  80262.  394-5241. 

24th 

COLORADO  REGIONAL  NEURORADIOLOGY  & 
COMPUTERIZED  TOMOGRAPHY  MEETING.  Depart- 
ment of  Radiology,  St.  Luke’s  Hospital,  Denver. 
Contact:  Leatha  Kibel,  394-7773.  (3  hours  of  AMA 
Category  1 credit). 

26th-27th 

9th  ANNUAL  MONTROSE  FALL  CLINICS.  Montrose, 
CO.  Contact:  Kathy  Holman,  Montrose  Memorial 
Hospital,  800  S.  Third  St.,  Montrose,  CO  81401. 
249-2211.  (10  hours  of  AMA  Category  1 credit). 

27th 

CARDIOLOGY:  DIAGNOSIS  & SURGERY. The  Broad- 
moor, Colorado  Springs.  Contact:  Barbara  Porter, 
American  Association  of  Medical  Assistants,  6825 
Cliff  Palace,  Colorado  Springs,  Colorado  80911. 
(6  hours  CEU). 
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Mental  Health  Position 

The  interim  study  committees  of  the  Colorado 
Legislature  have  been  in  session.  Two  of  them 
have  among  their  topics  for  discussion  the  men- 
tal health  program  for  the  state. 

It  was  in  anticipation  of  this  study  and  recog- 
nition by  the  state  that  certain  problems  exist 
with  the  program  that  the  Denver  Medical  Soci- 
ety's Special  Committee  on  Mental  Health  di- 
rected its  position  paper,  which  was  completed 
this  summer.  This  document,  along  with  the 
background  material  accompanying  it  and  the 
recommendations  it  contains  for  reorganizing 
the  mental  health  program  has  been  adopted  by 
both  the  Denver  Medical  Society  and  the  Board 
of  the  Colorado  Medical  Society.  The  two  will 
thereby  be  working  in  concert  on  the  state  and 
on  the  local  level  in  efforts  to  resolve  the  issues. 

Three  of  the  needs  discussed  in  the  report  are: 

1 . More  involvement  of  physicians  in  the  treat- 
ment programs  developed  for  individual  patients. 

2.  Designation  of  a central  authority  to  exer- 
cise some  measure  of  control  over  the  compo- 
nents of  the  program. 

3.  The  provision  of  funding  to  make  possible 
additional  long-term  institutional  care  which 
certain  patients  obviously  still  require. 


DMS  Publishes  Folder 

A 12-page  folder  outlining  the  practice  charac- 
teristics of  "Selected  Colorado  Health  Care  Pro- 
fessionals", prepared  by  the  Interprofessional 
Conference  Committee  of  the  Denver  Medical 
Society,  has  been  published  in  culmination  of  a 
several-year  effort  by  the  committee. 

Each  group  represented  has  ordered  copies 
for  distribution  to  its  members.  DMS  has  mailed 
the  folder  to  its  members. 

A definition  of  each  discipline,  plus  the  educa- 
tional requirements,  scope  of  practice,  licensure 
requirements  and  listing  of  the  local  and  nation- 
al association  representing  them  is  given  for  the 
following  professionals:  doctors  of  medicine, 
doctors  of  osteopathic  medicine,  dentists,  podi- 
atric  physicians,  psychologists,  pharmacists,  reg- 
istered nurses,  optometrists,  child  health  associ- 
ates and  social  workers  in  health  care. 

A few  extra  copies  are  available.  If  a physician 
is  interested  in  receiving  one,  send  a request  to 
the  Denver  Medical  Society,.  1601  E.  19th  Avenue, 
Denver  80218. 


The  Quality  Name  in  Management  Counseling  to  the  Professions 

Impartial  consultation  in  all  phases  of: 

1 . Practice  Administration 

2.  Personal  Financial  Planning 

3.  Professional  Corporations 

When  You  Need  Professional  Counseling — 
call  upon  the  most  experienced  consultants  in  this  region. 


ROCKY  MOUNTAIN  PROFESSIONAL  CONSULTANTS,  INC. 


Roger  L.  Rusley,  CPBC 
Donald  L.  Ankerholz,  CPBC 


10403  West  Colfax  Avenue 
Denver,  Colorado  80215 
(303)  233-4131 


Gary  W.  Thompson,  CPBC 
Roger  d.  Newton,  CPBC 
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Advice  From  The  Politicians 


"You  should  pick  a candidate  you  can  support, 
then  ACTIVELY  support  his/her  election.  You  can 
give  money,  but  more  tangible  help  is  of  greater 
value.  For  example:  walk  blocks  with  your  candi- 
date; make  phone  calls  or  stuff  mailers  for  him." 

This  was  the  advice  given  by  the  legislators 
who  attended  the  CMS  third  Legislative  Seminar 
this  past  Memorial  Day  weekend  at  Vail.  Colora- 
do Medical  Society  members  were  told  that  their 
ability  to  favorably  influence  legislation  would 
increase  many  times  as  a result. 

There  are  alternative  routes  leading  toward  in- 
fluence on  medical  legislation:  among  them  is 
your  membership  in  COMPAC.  You  will  find  that 
your  COMPAC  membership  is  helpful  in  support- 
ing those  candidates  whose  philosophy  is  most 
favorable  to  medicine.  Nothing  is  more  gratify- 
ing than  grass  roots  politics,  EXCEPT  for  your  di- 
rect, personal  involvement  in  a campaign.  It  is, 
however,  not  as  simple  as  this  advice  implies. 

No  one  should  assume  that  a person's  involve- 
ment in  a campaign  assures  that  person  of  influ- 
ence on  an  elected  official.  Few  of  us  would  be 
so  cynical  as  to  help  in  a campaign  motivated 
solely  by  this  self-interest. 

The  real  reason  a person  can  develop  some  in- 
fluence on  the  political  system  is  because  that 
person  has  personally  helped  with  a candidate's 
campaign,  thereby  learning  how  the  system 
works.  This  knowledge  allows  the  person  to  be 
more  effective,  to  provide  information  to  the 
right  people,  to  avoid  doing  what  might  be  mis- 
understood as  "applying  pressure  out  of  self-in- 
terest motives."  I would  not  have  you  become 
involved  in  your  candidate's  campaign  because 
you  took  our  legislator's  advice  literally.  The  po- 
litical system  is  much  too  complicated  to  oper- 
ate so  simply.  That  is  just  one  of  the  reasons  Co- 
lorado Medical  Society  employs  a full-time 
lobbyist. 

The  CMS  view  of  lobbying  is  best  understood 
in  the  perspective  of  education:  from  this  view, 
lobbying  is  providing  resource  information  to 
those  legislators  in  order  that  they  may  under- 
stand the  "right"  legislative  position.  The  "right" 
position  is,  of  course,  for  the  benefit  of  our  pa- 
tients, the  public. 

So,  you  should  become  involved  in  grass  roots 
politics.  It  will  give  you  a greatly  expanded  ap- 
preciation of  this  fascinating,  complicated  pro- 
cess. It  will  allow  you  an  opportunity  to  help 
those  who  need  straightforward,  useful  informa- 
tion, keeping  the  welfare  of  our  patients  in  mind. 
It  will  allow  you  to  learn  so  much  more  about  a 
field  in  which  we  all  should  be  expert:  the  health 


care  delivery  field,  it  will  allow  you  a different 
'appreciation  for  democracy  in  action:  the  need 
for  compromise  and  the  demand  for  knowledge 
about  the  other  fellow's  viewpoint. 

Now  . . . get  involved!  Find  a candidate  you 
can  support.  Support  your  candidate  actively. 
Know  that  this  support  will  make  your  communi- 
ty a better  place  to  live.  Rest  assured  that  your 
valuable  help  to  your  candidate  will  make  you 
an  important  source  of  medical  information  for  \ 
your  candidate.  A great  number  of  these  good  / 
people,  willing  to  spend  so  much  time  and  ener- 
gy for  the  good  of  their  community,  do  sorely 
need  reliable  sources  of  information  about 
health  matters. 

jack  Warren,  MD,  Chairman, 
CMS  Council  on  Legislation 


rfiew 

oHioers 


ARAPAHOE  COUNTY  MEDICAL  SOCIETY 
PRESIDENT 

Richard  H.  Thompson,  Jr. 

3535  South  Lafayette  Street 
E nglewood,  Colorado  80110 
761-1036 

PRESIDENT-ELECT 

Eugene  T.  O'Neill 

950  East  Harvard  Avenue,  #440 

Denver,  Colorado  80210 

744-7271 

SECRETARY 

Ronald  C.  Ochsner 
2090  South  Downing  Street 
Denver,  Colorado  80210 
761-5325 

TREASURER 

Winnifred  Seegers 
2090  South  Downing  Street 
Denver,  Colorado  80210 
744-1241 
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obituaries 


Doctor  Nathan  Samuel  Shumsky  died  May  29, 
1980  at  the  age  of  71. 

Doctor  Shumsky  was  born  July  5,  1908  in  Den- 
ver, and  attended  Fairview  and  Cheltenham  ele- 
mentary schools,  and  North  High  School  in  Den- 
ver before  attending  the  University  of  Denver 
from  which  he  proceeded  to  the  University  of  Col- 
orado School  of  Medicine,  from  which  he  was 
graduated  in  1932. 

He  interned  at  St.  Joseph  Hospital,  Tacoma, 
Washington,  and  took  a surgical  residency  from 
1932  to  1935  at  the  Bridge  Industrial  Clinic  also 
in  Tacoma. 

Dr.  Shumsky  established  a practice  in  general 
surgery  in  Denver  in  1936  which  he  temporarily 
left  during  1942  to  1946  when  he  served  in  the 
military  during  World  War  II. 

Dr.  Shumsky  was  a member  of  the  Colorado 
Medical  Societv,  as  well  as  of  the  Denver  Medical 
Society  and  the  American  Medical  Association. 

He  had  .served  on  the  staffs  of  the  Rose  Medical 
Center,  Mercy  Hospital,  Children’s  Hospital,  St. 
Anthony  Hospital,  and  Beth  Israel  Hospital. 

His  widow,  Estelle  Cohen  Shumsky,  survives  as 
do  two  daughters,  Mrs.  Donald  Hayutin,  Denver, 
and  Susan  R.  Shumsky,  Rye,  New  York. 


Doctor  Joseph  B.  McCloskey  of  Denver  died  on 
June  27,  1980  at  the  age  of  70. 

Doctor  McCloskey  was  born  in  Denver  August 
29,  1909,  and  attended  Denver  area  schools,  grad- 
uating in  1927  from  St.  Joseph  High  School.  Prior 
to  attending  the  University  of  Colorado  Medical 
School  he  spent  some  time  with  the  Civilian  Con- 
servation Corps  and  attended  the  University  of 
Colorado  where  he  received  a BA  degree.  His  MD 
was  granted  in  1941.  He  interned  at  Cleveland 
City  Hospital,  Ohio. 

During  World  War  II  he  served  with  the  U.S. 
Public  Health  Service,  from  1942  to  1946. 

A general  practitioner.  Doctor  McCloskey  main- 
tained a private  practice,  and  served  on  the  hospi- 
tal staffs  at  St.  Anthony,  St.  Joseph,  Mercy,  and 
Children’s  hospitals.  In  1971  he  suffered  a heart 
attack,  after  which  he  retired. 


He  was  a member  of  the  Denver  and  Colorado 
medical  societies,  as  well  as  the  American  Academy 
of  Family  Practice,  and  also  Phi  Rho  Sigma  medi- 
cal fraternity. 

He  is  survived  by  Mrs.  Ruth  McCloskey,  three 
sons,  John  McCloskey,  Pine,  Colorado,  Thomas 
McCloskey,  MD,  Aurora,  and  Richard  McCloskey, 
Boulder,  and  four  daughters,  Mary  Fran  Soulis, 
Genessee,  New  York;  Susan  Reddick,  Richland, 
Washington;  Clare  Lovett  and  Lois  McCloskey, 
Denver.  A brother,  James  E.  McCloskey,  and  two 
sisters,  Mary  T.  Rychiewski,  Chicago,  and  Kath- 
leen Williams,  Arvada,  also  survive. 


Doctor  William  Mathews  Bane  of  Denver  died 
July  2,  1980  at  the  age  of  93. 

Doctor  Bane  was  born  in  Canonsburg,  Pennsyl- 
vania on  September  24,  1886,  the  son  of  Dr.  William 
C.  Bane,  who  practiced  in  Denver  from  1891  until 
1937,  a total  of  fifty-seven  years. 

The  family  moved  from  Pennsylvania  to  Colora- 
do in  1893,  and  Doctor  Bane  attended  Emerson 
Grade  School,  then  East  High  School.  He  attended 
Princeton  University  where  he  was  graduated  in 
1908,  then  attended  the  Northwestern  University 
Medical  School,  where  he  received  his  MD  in  1912. 
He  interned  at  Denver  General  Hospital. 

In  1917  he  enlisted  in  the  Army  Medical  Corps 
and  became  an  instructor  in  gas  defense,  and 
.served  at  a hospital  in  a London  suburb.  After  the 
war.  Doctor  Bane  practiced  with  his  father,  and  in 
1924  the  practice  became  limited  to  Ophthalmol- 
ogy. After  his  father’s  death,  he  was  joined  in  his 
practice  by  Dr.  Harry  Shankel,  and  this  partner- 
ship continued  until  thirty-two  years  later  when 
he  retired  January  1,  1970,  at  the  age  of  83. 

Doctor  Bane  was  a member  of  the  Denver  and 
Colorado  medical  societies,  as  well  as  the  Denver 
Clinical  and  Pathological  Society,  the  Colorado 
Ophthalmological  Society,  the  American  Medical 
Association,  the  American  College  of  Surgeons, 
the  American  Ophthalmological  Society,  the 
American  Academy  of  Ophthalmology  and  Oto- 
laryngology, and  the  American  Association  of 
Ophthalmology. 

Doctor  Bane  is  survived  by  his  four  daughters, 
Mrs. 'Isabel  Boyle,  Denver,  Mrs.  Barbara  Chappell, 
La  Jolla,  California;  Janet  Bane,  New  York  City, 
and  Mrs.  Marilyn  Woods,  Denver. 


298 


Colorado  Medicine  /or  August,  1980 


It’s  been  a long  time  in  the  making,  but  the  Physician’s  Directory  has  been  “put  to  bed.’’  That 
means:  it’s  in  print  and  almost  ready  for  distribution.  The  Physician’s  Directory  for  1980  is  differ- 
ent, in  many  respects,  from  any  Directory  in  the  past: 


1.  New  listings  for  allied  health  agencies,  including  the  important  contacts  and 
telephone  numbers. 

2.  New  information  for  a variety  of  emergency  and  non-emergency  health  and 
medical  services,  with  telephone  numbers. 

3.  All-new  continuing  medical  education  guide,  with  services  provided  by  Colorado 
Medical  Society  Scientific  Education  Division  and  Council.  Relicensure  procedures 
and  requirements  for  Colorado  physicians. 

4.  Public  health  agencies  and  contact  phone  numbers. 

5.  State-wide  hospital  listings. 

6.  Guide  to  services  provided  by  the  Colorado  Medical  Society,  and  contact  persons 
for  th©s©  s©rvic©s 

7.  Listing  of  physicians  by  SPECIALTIES,  LOCATION  OF  PRACTICE  AND  REMOTE 
OFFICES  AND  CLINICS,  all  listings  by  TOWN  or  CITY,  by  COMPONENT 
SOCIETY  MEMBERSHIP,  areas  of  LIMITED  PRACTICE. 

8.  COMPONENT  SOCIETY  officers  and  execs,  with  telephone  numbers  for  that 
needed  information  contact. 

9.  Colorado  SPECIALTY  SOCIETY  listing,  with  personnel  and  telephone  numbers. 

10.  Listings  of  key  persons  in  CMS  and  component  auxiliaries,  hospital  and  other 
health-related  auxiliaries,  medical  assistants  and  related  organization  contact 
numbers. 

11.  Listing  of  health-related  organizations. 

12.  CMS  Code  of  Cooperation,  with  complete  information  concerning  grievance 
procedures,  media  contacts,  guide  to  handling  medically-related  information  for 
public  consumption. 


These  are  just  a few  of  the  listings  in  this  all-new  book,  which  will  be  a serviceable,  interesting 
adjunct  to  your  office  and  practice.  If  you  are  not  a member  of  Colorado  Medical  Society  but 
have  been  accepted  in  the  past  as  eligible  to  purchase  one  of  the  Physician’s  Directory,  orders 
are  now  being  taken.  Call  CMS,  in  Denver  at  (303)  861-1221,  extension  261,  to  place  your  order. 
There  are  only  a limited  number  of  Directories  that  will  be  available  (in  August),  so  don’t  wait 
too  long  to  place  your  order.  This  is  a COLORADO-ONLY  DIRECTORY,  and  does  not  include 
surrounding  states. 


Colorado  Medicine  /or  August,  1980 


299 


Gastro  aortic  fistula 


Complication  Following  Thai  Patch  and  Nissen  Fundoplication 

James  T.  Harwood,  MD,  John  B.  Moore,  MD,  and  Ernest  E.  Moore,  MD,  Denver,  Colorado 


Chronic  obstructive  pulmonary  disease 
comprises  a category  of  pulmonary  disease 
characterized  by  expiratory  airway  obstruction. 
Best  managed  when  the  pathophysiology  of  the 
disease  is  understood  and  a comprehensive 
approach  utilizing  nurses  and  respiratory  therapy 
personnel  is  employed,  it  is  ideally  treated  by 
several  of  the  newer  anhydrous  theophyline 
preparations  including  selective  Beta 2 agonists, 
and  inhaled  steroids  which  reduce  morbidity  and 
mortality  and  improve  the  quality  of  life  of 
patients  with  COPD. 

Introduction 

The  approach  to  the  advanced  benign  esophageal  stricture 
secondary  to  reflux  esophagitis  is  technically  challenging,  and 
therefore  is  associated  with  significant  complications.  A gastro- 
aortic  fistula  developed  two  years  postoperatively  in  a patient 
who  had  undergone  an  esophagoplasty  with  combined  Thai 
fundic  patch  and  Nissen  fundoplication.  To  our  knowledge,  this 
is  a previously  unreported  complication.  A detailed  case  his- 
tory and  discussion  of  pathogenesis  are  presented. 

CASE  REPORT 

F.K..  a 70-year-old  lady  presented  to  Denver  General  Hospi- 
tal (DGH)  Emergency  Room  after  an  episode  of  syncope  and 
hypotension  secondary  to  a massive  upper  gastrointestinal 
hemorrhage. 

This  chronic  alcohol  abuser  had  multiple  prior  admissions  to 
DGH  for  medical  problems.  The  pertinent  history  began  in 
1970  when  she  presented  to  another  Denver  hospital  complain- 
ing of  recent  dysphagia  and  weight  loss.  Workup  showed  an 
esophageal  stricture  secondary  to  reflux  esophagifis.  She  had 
intermittent  dilatations  but  was  lost  to  followup. 

The  patient  presented  at  DGH  in  July,  1974  complaining  of 
intermittent  sharp  left  chest  pain  associated  with  continued 
dysphagia  and  weight  loss.  Upper  gastrointestinal  .series  dis- 
closed a stricture  at  the  gastroesophageal  junction  with  a slid- 
ing hiatal  hernia  and  esophageal  reflux.  Endoscopy  demon- 
strated a stricture  at  the  35  cm  level  not  allowing  passage  of  the 
endoscope.  Multiple  biopsies  were  taken  and  reported  as  be- 
nign. She  underwent  serial  dilatations  up  to  a 40  Hurst  dilator 
and  was  discharged  for  outpatient  dilatations  and  antireflux 
medical  therapv. 

In  July,  1975,  she  was  readmitted  to  DGH  because  of  inabili- 
ty to  tolerate  solid  foods.  Upper  gastrointestinal  series  revealed 
a fixed  narrowing  at  the  gastroesophageal  junction  2 cm  in 
length.  Because  of  failure  to  respond  to  dilatation  and  antire- 
flux medical  therapy,  the  patient  underwent  a modified  Thai 
esophagoplasty  and  Nissen  fundoplication  through  a left  poste- 
rior lateral  thoracotomy.  The  strictured  area  was  opened  longi- 
tudinally on  the  lateral  surface  including  2 cm  proximallv  on 


the  esophagus  and  another  2 cm  distally  onto  the  gastric  fun- 
dus. A number  50  Hurst  dilator  was  then  pas,sed  from  above  by 
the  anesthesiologist  through  the  opened  area  into  the  stomach. 
The  longitudinal  esophagotomy  was  closed  transversely  in  a 
two  layered  manner,  and  the  fundus  of  the  stomach  was 
brought  up  and  anchored  over  the  esophagoplasty  closure  (not 
a true  Thai  patch).  The  remainder  of  the  fundus  was  used  to 
perform  a Nissen  fundoplication.  Multiple  4-0  silk  sutures  were 
placed  between  the  esophageal  hiatus  and  the  serosa  of  the 
stomach  to  prevent  further  herniation  of  the  stomach.  The  hi- 
atus admitted  four  fingers  and  was  felt  adequate  to  prevent  ob- 
struction of  the  fundus.  UGI  series  one  week  postoperatively 
was  consistent  with  the  above  surgery  demonstrating  an  8 cm 
fundoplication. 

In  November,  1975  the  patient  arrived  at  DGH  with  an  acute 
upper-gastrointestinal  bleed  after  an  aspirin  overdose  and 
heavy  alcohol  ingestion  requiring  a two  unit  transfusion,  UGI 
showed  no  ulcer  with  a stable  fundoplication.  Bleeding  was  at- 
tributed to  gastritis  and  resolved. 

She  did  well  until  May,  1977  when  she  presented  with  recur- 
rent pneumonia.  She  also  complained  of  intermitent  sharp  epi- 
gastric pain  awakening  her  at  night  and  occasional  melenotic 
stools.  The  admission  hematocrit  was  28  per  cent,  but  stools 
were  hemitest  negative.  UGI  demonstrated  no  change.  Lower 
gastrointestinal  evaluation  was  significant  only  for  left  colon 
diverticulosis.  The  anemia  was  therefore  attributed  to  chronic 
disease  and  alcoholism,  and  after  a three  unit  transfusion  she 
was  discharged  with  a hematocrit  of  44  per  cent. 

She  returned  to  surgery  clinic  six  weeks  later  complaining  of 
left  upper  quadrant  pain  over  a two  day  period.  Physical  exam- 
ination was  unremarkable  except  for  mild  epigastric  tender- 
ness. The  stool  was  mildly  hematest  positive.  Hematocrit  was 
36  per  cent,  clotting  studies  and  amylase  were  normal,  and  the 
abdominal  X-ray  series  were  unremarkable.  She  was  started  on 
a vigorous  antacid  regimen  for  possible  peptic  ulcer  symptoms. 

One  week  later  she  was  brought  to  DGH  Emergency  Room 
after  a syncopal  episode  with  hypotension  and  diaphoresis.  Sys- 
tolic pressure  was  60  mm  Hg,  Nasogastric  aspirate  was  grossly 
bloody  and  hematocrit  was  30  per  cent.  Vigorous  resuscitation 
was  undertaken  with  multiple  large  bore  intravenous  lines  us- 
ing crystalloid  fluid  initially  and  then  type  specific  blood.  At- 
tempts at  iced  saline  lavage  were  futile  with  continuous  out- 
pouring of  gross  bright  red  blood.  Chest  X-ray  showed  dilation 
of  the  hiatal  hernia  and  the  possibility  of  strangulation  was  en- 
tertained. Because  of  the  massive  exanguinating  hemorrhage, 
the  diagnosis  of  aortge'nteric  fistula  from  an  aortic  aneurysm 
was  also  entertained,  but  a cross  table  lateral  X-ray  failed  to 
demonstrate  evidence  of  an  aortic  aneurysm.  The  patient  re- 
ceived 7 units  of  blood  over  a 45  minute  period  without  stabil- 
zation  of  hypotension.  Left  thoracotomy  with  cross  clamping 
of  the  thoracic  aorta  was  considered,  but  thought  contraindi- 
cated in  light  of  her  previous  surgery.  Aortography  was  also  a 
consideration,  but  with  unresponsive  hypotension,  urgent  ex- 
ploration was  felt  to  be  indicated. 

Celiotomy  disclosed  gross  free  intraperitoneal  blood  and  a 
massively  dilated  stomach.  No  strangulation  of  the  stomach 
was  noted  and  an  anterior  gastrotomy  was  performed.  Two  and 
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one-half  liters  of  blood  clot  were  quickly  removed  from  the  lu- 
men of  the  stomach  and  a 5 x 5 cm  perforation  on  the  posteri- 
or wall  of  the  stomach  was  noted.  At  this  time  the  blood  pres- 
sure fell  and  cardiac  arrest  ensued,  which  was  unresponsive  to 
resuscitation. 

Postmortem  examination  revealed  a gastroaortic  fistula 
through  the  base  of  a benign  gastric  ulcer  in  the  supradia- 
phragmatic stomach,  4,  cm  from  the  gastroesophageal  suture 
line.  The  ulcer  was  4 cm  lateral  and  posterior  to  the  gastro- 
esophageal junction  and  was  in  an  area  of  stomach  that  was 
firmly  adherent  to  pleura  and  posterior  mediastinal  structures. 
The  ulcer  was  3.5  x 5 cm  in  size,  and  the  stomach  wall  was 
notably  attenuated  in  this  area.  An  8x10  mm  area  in  the  cen- 
ter of  the  ulcer  had  eroded  through  the  wall  of  the  descending 
thoracic  aorta  (Fig.  1).  No  malignancy  was  associated  with  this 
ulcer. 


Fig.  I.  Postmortem  specimen  with  arrow  denoting  fistula  be- 
tween stomach  and  aorta. 

Comment 

The  surgical  approach  to  advanced  benign 
strictures  of  the  distal  esophagus  secondary  to 
esophageal  reflux  ranges  from  dilatation  and  anti- 
reflux procedure  to  plastic  repairs  of  the  distal 
esophagus  to  actual  resection  and  intestinal  inter- 
position. Most  benign  reflux  strictures  can  be  de- 
finitively managed  with  intra-operative  dilatation 
and  anti-reflux  repair.'  ^ The  Nissen  fundoplica- 
tion,  Hill  posterior  gastropexy  and  Belsey  IV  fun- 
doplasty  remain  the  established  antireflux  proce- 
dures.^ ® In  the  unusual  patient  with  transmural 
fibrosis  and/or  marked  esophageal  shortening,  the 
more  complex  procedures  may  be  necessary.  A va- 
riety of  ingenious  esophagoplasties  and  resection 
procedures  have  been  advocated.'’ 

The  combined  Thai  fundic  patch  and  Nissen 
fundoplication  was  selected  in  this  patient  because 
of  the  presence  of  a tight  stricture  localized  to  the 
distal  esophagus  with  transmural  fibrosis.'"  Be- 
cause of  significant  esophageal  shortening,  a con- 
siderable portion  of  gastric  fundus  was  mobilized 
into  the  chest  to  perform  the  fundoplication,  and 
approximately  one-third  of  the  stomach  was  left 


within  the  thorax.  The  gastric  serosa  was  sutured 
to  the  esophageal  hiatus  to  prevent  further  migra- 
tion. Vagotomy  and  pyloroplasty  were  not  added 
to  this  procedure  because  of  the  lack  of  evidence 
for  associated  peptic  ulcer  disease. ' ' 

This  patient  developed  a gastric  ulcer  within  the 
intrathoracic  portion  of  the  fundus  of  the  stomach. 
The  etiology  of  this  ulcer  is  of  interest.  There  was 
no  prior  history  of  ulcer  disease,  and  examination 
of  the  intraabdominal  portion  of  stomach  dis- 
closed no  ulceration  or  gastritis.  The  esophageal 
hiatus  was  approximately  8 cm  in  diameter.  De- 
spite this,  review  of  postoperative  chest  roentgeno- 
grams showed  air-fluid  levels  within  the  intrathor- 
acic segment  of  stomach  at  various  times,  suggest- 
ing some  degree  of  stasis  either  due  to  anatomic  or 
functional  obstruction.  This  particular  anatomic 
situation  is  not  unlike  a paraesophageal  hiatal 
hernia  in  which  Hill  has  reported  a 30  per  cent  in- 
cidence of  ulceration  with  incarceration. '"  Other 
complications  of  incarcerated  paraesophageal 
hernia,  such  as  free  perforation  or  hemorrhage 
from  gastritis,'"  could  also  conceivably  occur  in 
this  situation. 

Controversy  exists  regarding  the  need  for  re- 
turning the  stomach  and  the  gastroesophageal 
junction  to  the  abdomen  following  fundoplica- 
tion. However,  most  recent  evidence  suggests  that 
restoration  of  lower  esophageal  .sphincter  compe- 
tence is  a function  of  the  fundoplication  rather 
than  returning  the  distal  esophagus  to  the  abdo- 
men."' '"  Thus,  most  surgeons  do  not  feel  com- 
pelled to  plaee  their  fundoplications  below  the  di- 
aphragm in  difficult  cases.  In  this  case,  however, 
an  excessive  segment  of  stomach  was  mobilized. 
In  retrospect,  perhaps  we  should  have  considered 
the  Coll  is  gastroplasty  combined  with  Belsey 
fundoplasty  and  intraoperative  esophageal  dilata- 
tion.*' 

The  subject  of  intestinovascular  fistulae  has 
been  extensively  reviewed  by  Webster  and  Carey. 
The  most  common  etiology  today  is  aortic  recon- 
struction, usually  with  prosthetic  graft  material. 
Aortoesophageal  fistulae  have  occurred  with  car- 
cinoma of  the  esophagus  and  lung,  tuberculous 
adenitis,  thoracic  aneurysms,  and  following  co- 
arctation repair.  Spontaneous  communication  be- 
tween the  abdominal  aorta  and  gastrointestinal 
traet  has  been  described  from  the  esophagus  to  the 
sigmoid  colon.  The  most  common  cause  is  erosion 
of  an  arteriosclerotic  abdominal  aortic  aneurysm 
into  the  duodenum.  Other  causes  of  abdominal 
aorta-enteric  fistulae  include  mycotic,  syphilitic, 
tuberculous  and  traumatic  aortic  and  visceral  ar- 
terial aneurysms,  carcinoma  of  the  pancreas,  cer- 
vix and  colon,  perforated  duodenal  diverticulitis 
and  duodenal  ulcer,  penetrating  trauma,  foreign 
body  perforation,  A-V  malformations,  tuberculous 
adenitis.  Rarely,  no  demonstrable  cause  is  discov- 
ered. Aortogastric  fistula  has  been  described  as  a 
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complication  of  aortic  reconstruction,'^  with  sur- 
vival by  direct  suture  repair. 

Most  aorta-enteric  fistulae  present  as  upper  and/ 
or  lower  gastrointestinal  bleeding,  but  tbe  magni- 
tude is  quite  variable.  Often  the  hemorrhage  is  in- 
termittent, and  usually  the  first  episode  is  non- 
lethal.  This  has  been  explained  by  temporary  seal- 
ing of  the  fistulae  by  thrombus  and/or  contraction 
of  the  intestinal  wall.  Our  patient  presented  with 
abrupt  massive  hematemesis  which  may  be  more 
typical  of  an  aorto-gastric  fistula.  Our  patient  al- 
so complained  of  moderately  severe  epigastric 
pain,  which  is  unusual  for  aortoenteric  fistula. 
The  pain  was  probably  due  to  massive  gastric  di- 
lation and  resultant  perforation. 


Spontaneous  gastrocolic  fistula  has  been  de- 
scribed as  a complication  of  benign  gastric  ulcer, 
but  we  are  unable  to  identify  a report  describing 
spontaneous  communication  with  the  aorta. 

Esophagogastric  fistulae  have  been  described 
following  combined  procedures  for  benign  esoph- 
ageal stricture.  In  these  cases  the  pathogenesis  was 
felt  to  be  related  to  bringing  the  altered  esophagus 
in  suture  apposition  to  the  stomach."’  In  our  pa- 
tient, however,  the  suture  line  was  at  least  4 cm 
from  the  gastric  ulcer  bed  and  site  of  aortic  perfor- 
ation. • 

Address  for  correspondence  and  reprints:  Ernest  E.  Moore,  MD,  Department  of 
Surgery,  Denver  General  Hospital,  W.  8th  Ave.  and  Cherokee  St..  Denver,  Colorado 
80204,  (303)893-7045. 
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council  on 
l^isiotion 


The  major  item  of  business  on  the  agenda  for 
the  June  19th  meeting  of  the  Council  on  Legisla- 
tion was  mental  health,  Carol  Tempest  stated 
that  the  fact  that  mental  health  is  being  studied 
in  two  interim  committees  (judiciary  and  HEWI) 
indicates  the  importance  that  the  legislature  has 
placed  on  the  issue.  A position  paper  prepared 
by  the  Denver  Medical  Society's  Committee  on 
Mental  Health  was  presented  by  Dr,  Jack  Klap- 


per.  The  Council  on  Legislation  recommended  to 
the  Board  of  Trustees  that  the  Colorado  Medical 
Society  adopt  the  position  and  recommenda- 
tions of  the  Denver  Medical  Society. 

The  Council  is  in  the  process  of  revamping  the 
KeyMan  program  and  all  former  KeyMen  may 
expect  to  receive  information  on  the  new  Key 
Contact  program  in  the  near  future. 
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want  cds 


MEDICAL  OPPORTUNITIES 

COLORADO  SPRINGS-EMERGENCY  MEDICINE  OPPOR 
TUNITY  AVAILABLE;  Emergency  Medicine  residency  or  two 
full  years  full-time  experience  required.  Excellent  compensa- 
tion plus  bonus.  Malpractice  provided.  Contact;  William 
Salmo,  Chase  Stone  Center,  Holly  Sugar  Building,  Suite  440, 
Colorado  Springs,  Colorado  80903.  Phone;  (303)  471-4981. 

880-1-2B 

AMERICAN  PARA  PROFESSIONAL  SYSTEMS  seeks  physi- 
cians to  do  basic  examinations  on  mobile  basis.  Flexible  hours, 
full  or  part  time.  Looking  for  physicians  in  Denver  area  and  rest 
of  state.  Call;  Martin  Seldin,  Director,  (303)  758-3124,  or  write 
APPS,  2020  South  Oneida  Street,  Suite  #11,  Denver,  Colorado 
80224.  1179-22-TFB 

WANTED-FAMILY  PRACTITIONER  to  take  over  V2  of  busy, 
two-physician  Family  Practice  in  Denver,  Colorado  suburb. 
Salary  with  incentives  first  year  - opportunity  to  buy  into  cor- 
poration at  one  year.  Please  send  resume  to  Englewood  Family 
Practice  Clinic,  PC,  3555  South  Sherman  St.,  Englewood, 
Colorado  80110.  680-2-3B 

FAMILY  PRACTITIONER  WANTED  for  Green  River,  Wyo- 
ming, to  perform  general  medical  and  obstetrical  services  in 
clinic  and  hospital.  Salary;  $45,000  per  year.  Must  be  eligible 
for  licensure  in  Wyoming.  Contact;  Bob  Storti,  Castle  Rock 
Hospital  District,  131  E.  Railroad  Avenue,  Green  River,  Wyo- 
ming 82935.  780-4-3B 

EMERGENCY  DEPARTMENT  DIRECTORSHIP  AVAILABLE. 
A full-time  ER  position  available  immediately  in  Scottsbluff, 
Nebraska.  New  ED  and  ICU  facilities.  The  Hospital  is  the  trauma 
and  paramedic  base  station  for  Western  Nebraska.  Located 
ninety  miles  northeast  of  Cheyenne,  the  hospital  encompasses 
a 30,000  service  area.  Contact;  M.L.  Mooradian,  PO.  Box 
8013,  Fresno,  California  93747,  or  Call;  (209)252-1618.  780-5-3B 

PHYSICIAN'S  ASSISTANT.  5 years  in  general  practice  with 
special  interest  in  pediatrics  and  emergency  care.  For  about  2 
years  1 have  been  looking  for  a small  area,  preferably  in  the 
mountains  and  served  by  one  or  two  physicians.  Charles  Scott, 
PA,  917  Larimer,  Pratt,  Kansas,  or  call;  (316)  672-2969. 

780-6-3B 


PRACTICE  OPPORTUNITIES  IN  ALASKA;  FAIRBANKS, 
ALASKA;  GENERAL  SURGEON,  BOARD  CERTIFIED,  thor- 
acic/vascular training  preferred.  ANCHORAGE,  ALASKA; 
FAMILY  PRACTICE,  BOARD  CERTIFIED  and/or  Board 
Eligible.  OB/GYN,  BOARD  CERTIFIED  and/or  Board  Eligible. 
Denali  Medical  Services  is  Alaska's  largest  multispecialty  group 
practice  organization.  Liberal  benefits  and  salary.  Partnership 
opportunities.  Openings  are  immediate.  Contact;  A1  Finneseth, 
Fairbanks,  Alaska  99707.  Phone;  (907)  452-1761.  680-7-3B 


PROPERTIES  — FOR  LEASE 

FOR  LEASE;  PROFESSIONAL  OFFICE  SPACE  in  rapidly 
growing  Lakewood,  Colorado.  New  building  opening  in  late 
March  with  competitive  rates,  ample  parking  and  building. 
Enjoys  services  of  pharmacy.  X-ray,  and  laboratory.  Investment 
opportunities  are  available  as  option  for  tenants.  Lakewood 
Medical  Center.  Call;  (303)  779-6721.  780-13-2B 


FOR  LEASE;  Medical  office  space  in  Lakewood,  Colorado 
building.  Suite  for  one  doctor  and  some  equipment  available. 
Immediate  referrals.  Call;  (303)  238-4811.  579-12-TFB 

FOR  RENT ; KAUAI,  HAWAII  - Deluxe  ocean  bluff  condo  in 
Princeville  Resort.  Golf,  pool,  free  tennis.  One  bedroom. 
$60. 00/night.  Two  bedroom,  $70. 00/night.  Weekly  rates  avail- 
able. Write  or  Call;  F.E.  Acker,  5928  Routt  Street,  Arvada, 
Colorado  or  (303)  424-6595.  880-4-3B 

FOR  RENT  and  possible  sale.  Twenty-four  room  clinic  and 
FOR  SALE;  Large  well-established  practice.  1620  Gaylord 
Street,  Denver,  Colorado  80206.  Phone;  (303)  688-5088. 

880-2-lB 

FOR  LEASE;  Share  medical  office  space,  Aurora.  Two  exam- 
ining rooms,  consultation  and  waiting  area.  Available  full  or 
part  time.  Superbly  decorated,  partially  furnished.  Near  Aurora 
Presbyterian  Hospital  1-225  and  6th  Avenue.  Dave  Simon,  MD, 
344-8120.  880-8-lB 

PROPERTIES  — FOR  SALE 

FOR  SALE;  4,300  sq.  ft.  contemporary  mansion  complete 
with  built-in-Victorian  antiques.  Broadmoor  Hills,  Colorado 
Springs.  $270,000.  Terms  negotiable.  Contact;  Dr.  Barry  Kraft, 
4025  Wakefield  Drive,  Colorado  Springs  80906.  780-12 -2B 

FOR  SALE;  COLORADO  MOUNTAIN  VALLEY,  equidis- 
tant from  Denver,  Colorado  Springs,  and  Breckenridge.  Very 
private  retreat,  surrounded  by  Pike  National  Forest.  Price; 
$250,000  to  $300,000,  depending  on  terms.  Contact;  Hay 
Creek  Ranch,  P.O.  Box  1214,  Breckenridge,  Colorado  80424. 

880-5-2B 

FOR  SALE;  Vail  Racquet  Club  Condominium,  East  Vail.  Two 
bedroom,  two  baths,  garden  level,  full  carpet,  tennis  (summer 
& winter),  squash,  racquetball,  hand  ball,  pool,  jacuzzi. 
$130,000.  Call  Chuck  Seibert;  (303)  871-7760  (Home)  or  789-6080 
(Office).  880-6-lB 

SERVICES 

ATTORNEYS  AT  LAW.  We  handle  serious  motorcycle,  auto- 
mobile, and  on-the-job  accidents.  We  offer  your  patient  acron- 
tingency  fee  arrangement  and  initial  free  consultation.  Call; 
Malman  & Malman,  Denver;  892-0543,  and  Evergreen;  574-3315. 

580-15-5B 

MISCELLANEOUS 

FOR  SALE;  Burdick  EK4  EKG,  $775;  Cambridge  VS3  EKG, 
$725;  Birtcher  Monitor  w/rate  meter,  $850;  A/O  Monitor, 
$750;  Diathermy,  $650;  Exam  table,  $375;  Cold  quartz  lamp, 
$120;  Infrared  lamp,  $65;  MDT  chemical  sterilizer,  $450;  Baum 
mercury  BP,  desk  type,  $50  each;  Spot  quartz  lamp,  $110;  Port- 
able TNS  machine,  $175;  new  mayo  stand,  $50.  All  equipment 
is  in  very  good  condition  and  comes  with  a warranty.  We  also 
buy  and  repair  medical  equipment  and  buy  used  X-ray  film. 
Aquarian  Medical,  8711  Norwich  Street,  Westminster,  Colo- 
rado 80030,  or  Call;  (303)  427-2867.  880-3-lB 

MEDICAL  EQUIPMENT  AVAILABLE,  new  and  used  at  reason- 
able prices.  We  also  purchase  used  serviceable  medical  equip- 
ment. Concerning  your  particular  needs  contact  Medical  In- 
strumentation Labs,  9260  Knox  Court,  Westminster,  Colorado 
80030„(303)  426-3276.  580-13-6B 

FOR  SALE;  30MA  Prof-X-Ray  Unit  with  bucky  pad  and  stir- 
rups. S and  S Floor  screen  and  wall-mounted  chest  cassette 
holder,  $1,500.00.  Write  or  call;  R.S.  Squires,  MD,  12128  East 
14th  Avenue,  Aurora,  Colorado  80011,  or  (303)  366-5830. 

780-3-3B 
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To  The  Editor 
Colorado  Medicine 


Contrary  to  Doctor  Carlton  Dean's  statement, 
in  your  June  issue  Page  188,  I quote  a statement 
made  June  1977  by  a long-time  member  of  the 
Radiological  Standard  Review  Committee,  Doc- 
tor Lauriston  S.  Taylor.  Doctor  Taylor  has  been 
active  in  the  Standard  Review  since  the  1928 
Stockholm  meeting.  He  states  ".  . . during  all  of 
the  periods  since  1934  the  changes  in  permissable 
dose  standards  which  have  been  introduced 
were  not  because  of  new  data  indicating  radia- 
tion to  be  more  hazardous  than  previously 
thought.  The  changes  were  introduced  primarily 
because  of  the  practicability  of  accomplishing 
lower  radiation  exposure  levels  in  keeping  with 
the  practical  needs  of  the  scientific,  medical, 
and  engineering  community."  My  underlining. 

Sincerely  yours, 

William  S.  Curtis,  M.D. 

Radiologist 


Our  Cover: 

Prescription:  Good  Government 

No  one  person  can  write  a prescription  for  good  government; 
however,  the  combined  knowledge  and  effort  of  the  members 
of  the  medical  profession  can  go  a long  way  in  helping  local, 
state  and  federal  candidates  and  office-holders  achieve  this 
goal.  1980  is  an  important  year  on  all  levels  of  government,  and 
physician  participation  is  vitally  needed  in  these  Colorado 
campaigns.  Jack  Warren,  MD,  Chairman  of  the  CMS  Legisla- 
tive Council,  has  some  helpful  tips  on  how  you  can  be  involved 
and  very  meaningful,  not  only  to  this  election  year  but  in  shap- 
ing government  during  the  years  to  come.  Page  297  "Advice 
From  the  Politicians." 
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Individual  Condominiunn  Units 
Now  Being  Sold 


GEORGIAN— style  Architecture 
TWO-STORY— walk-out  balcony  and 
skylights 

SOLAR— dollar-saving  potential 
PARKING— Large,  well-designed  area 
PRIVATE— Underground  parking  for 
doctors 

GAIN— equity,  appreciation  and  tax 
advantages  of  ownership 

Located  in  the  heart  of  Aurora’s 
medical  community  just  south  of 
Mississippi  Avenue  within  a short 
distance  of  both  Aurora  Community  and 
Aurora  Presbyterian  hospitals;  within 
a few  blocks  of  the  Aurora  Mall 
Shopping  Center,  at  the  edge  of  newly 
planned  Aurora  City  Center,  and  close 
to  several  schools  in  a youthful  area. 

FOR  INFORMATION: 

Call  Dr.  Trompeter  1-303-364-2608 
evenings:  1-303-688-3838 
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OUR  COVER 

This  month's  cover  is  an  original  watercolor  by  Dr. 
Karon  Aronson.  Dr.  Aronson  is  a member  of  the  Col- 
orado Medical  Society.  In  addition  to  practicing 
medicine,  she  does  medical  illustrations  and  water- 
color  painting.  Stationery  cards  with  the  cover  paint- 
ing and  prints  of  the  painting  are  available  for  pur- 
chase; call  321-0142  for  information. 

Colorado  Medicine  gratefully  acknowledges  Dr. 
Aronson's  donation  of  the  color  separations  for  our 
September  cover.  Copyright  of  the  painting  remains 
with  Dr.  Aronson. 
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Visits  CMS-DMS 

United  States  Representative  Tim  Wirth  provides 
some  insight  to  physicians  and  Society  leader- 
ship about  Washington  attitudes  on  health, 
HMOs,  cost-containment  and  where  the  private 
practice  fits  (or  doesn't  fit)  in. 
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Hospitals 

Denver  Medical  Society  task  force  makes  study 
of  needs  of  the  metropolitan  area  and  how  the 
public  general  hospitals  are  meeting  these  needs, 
politically,  financially  and  in  quality-care  terms. 
335  Environmental  Radiation  Concerns  in 
Perspective 

Another  in  the  series  of  articles  presenting  the 
case  of,  by  and  for  the  continuation  of  the  Rocky 
Flats  plant  and  related  health  concerns  of  Colo- 
radans. Rockwell  International  experts  review 
radiation  studies  and  their  impact. 

339  Adoption  of  Children 

Another  in  a series  of  articles  from  the  Profes- 
sional-Patient Relations  Division  and  Council 
( regarding  the  legal,  moral  and  medical  questions 
of  child  adoption). 
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The  abc’s  of  lasers* 


Arlen  D.  Meyers,  MD,  FACS,  Denver,  Colorado 


Introduction 

Recent  advances  in  laser  technology  have  herald- 
ed a new  generation  of  biologic  applications.  With 
the  advent  of  devices  which  can  control  laser  ener- 
gy through  an  operating  microscope  and  an  artic- 
ulated arm,  several  authors  began  reporting  uses 
of  lasers  in  the  management  of  various  diseases.' 
Indeed,  in  a few  short  years  since  the  advent  of  the 
laser,  the  device  has  quickly  become  a method  of 
choice  in  the  management  of  various  laryngeal 
and  aerodigestive  problems.^  ^ 

To  understand  lasers  and  their  effect  on  tissue,  a 
fundamental  knowledge  of  physics  is  essential. 
This  review  is  presented  to  familiarize  the  reader 
with  those  basic  physical  principles  employed  in 
laser  technology  in  an  effort  to  clarify  the  present 
modes  of  laser  therapy  and  stimulate  further  re- 
search into  other  adaptations. 

The  Nature  of  Matter 

All  matter  is  made  of  atoms,  particles  that  move 
in  random  motion.  As  atoms  get  closer  to  each 
other,  they  repel  each  other  and  as  they  get  farther 
apart,  they  attract  each  other.  Atoms  are  com- 
posed of  a nucleus  composed  of  positively  charged 
protons  and  neutral  neutrons,  and  circulating 
electrons,  which  are  negatively  charged.  The 
chemical  properties  of  a substance  depend  on  the 
number  of  circulating  electrons. 

When  negative  particles  are  placed  close  to 
positive  particles,  the  particles  feel  a force.  The 
ability  to  produce  a force  is  called  an  electric 
field.  The  electromagnetic  waves  oscillate  at  vary- 
ing frequencies.  The  rate  at  which  a charge  will 
move  back  and  forth  will  determine  the  number  of 
oscillations  or  cycles  per  second.  Visible  light  oc- 
curs when  the  range  of  frequency  is  5 x lO'"*  to 
5 X 10'^  cycles  per  second.  Frequencies  below  this 
range  are  infrared  and  those  above  it  ultraviolet. 
Higher  frequency  waves  are  X-rays  and  gamma 
rays  are  still  higher. 

Although  early  physicists  portrayed  oscillating 
particles  in  terms  of  waves,  Einstein  developed  the 
Quantum  theory  and  noted  that  at  extreme  high 
frequencies  waves  behave  more  like  particles  than 
waves. 

The  present  concept  of  the  subatomic  structure 
of  atoms  is  a tiny  solar  system.  Electrons  rotate 
around  a small  dense  accumulation  of  protons 


and  neutrons.  The  number  of  positively  charged 
protons  in  a nucleus  is  equal  to  the  atomic  number 
of  the  atom  which  is  equal  to  the  number  of  nega- 
tively charged  electrons  outside  the  nucleus.  The 
atomic  weight  of  an  atom  is  equal  to  the  total 
number  of  protons  and  neutrons  in  the  nucleus. 

Electrons  reside  in  rings  or  shells  around  the 
nucleus.  Only  two  electrons  can  occupy  the  shell 
closest  to  the  nucleus.  Eight  can  occupy  the  second 
shell,  eighteen  can  occupy  the  third  shell,  and  thir- 
ty-two the  fourth  shell.  In  each  succeeding  ring  or 
shell,  the  electrons  are  found  to  be  at  a higher 
energy  level  with  respect  to  the  atom  as  whole. 
The  energy  level  shells  are  labelled  K.L.M.N.  and 
so  forth. 

Within  a given  shell,  the  electrons  exhibit  differ- 
ent energy  levels  and  are  located  in  one  or  more 
subshells.  The  K shell  has  one  energy  level,  the  L 
shell  has  two  sub  levels,  the  M shell  has  three  sub 
levels  and  the  N shell  has  four  sub  levels.  The  low- 
est subshell  of  a given  energy  level  is  designated  S, 
the  next  highest  P,  followed  by  D and  F. 

Interaction  of  Light  with  Matter 

Light  is  usually  defined  as  electromagnetic 
radiation  having  a wave  length  between  300 
microns  and  .01  microns.  Electromagnetic  radia- 
tion can  interact  with  matter  in  three  ways:  1.  ab- 
sorption, 2.  spontaneous  emission,  and  3.  stimulat- 
ed emission. 

Radiation  is  absorbed  or  omitted  in  bundles  of 
energy  referred  to  as  quanta.  An  important  char- 
acteristic of  quanta  of  electromagnetic  radiation 
is  that  absorption  or  emission  can  occur  only  if 
their  energy  is  equal  to  the  difference  in  energy  be- 
tween two  allowed  energy  levels  in  the  atoms, 
ions,  or  molecules  making  up  the  materia!  with 
which  they  interact.  As  electrons  go  from  a high 
energy  state  to  a low  energy  state,  quanta  of  ener- 
gy are  released.  As  quanta  are  absorbed,  a low 
energy  electron  is  elevated  to  a higher  energy  state 
(that  is,  occupies  an  electron  shelf  further  from  the 
nucleus).  If  the  difference  in  the  energy  levels  is  E, 
then  the  frequency  (V)  of  the  radiation  is  equal  to 
E H,  where  H equals  6.62  x 10  (Planck’s 

constant).  If  the  emission  of  radiation  occurs  in 
the  absence  of  any  quanta  it  is  called  spontaneous 
emission.  If  emission  is  induced  by  the  presence  of 
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quanta,  it  is  called  stimulated  emission.  Where 
spontaneous  emission  goes  in  all  directions,  stim- 
ulated emission  tends  to  be  emitted  in  the  same 
direction  as  the  stimulating  quanta. 

Given  a population  of  high  energy  level  and  low 
energy  level  electrons,  the  probability  of  absorp- 
tion occurring  and  stimulated  emission  occurring 
is  almost  equal.  Whether  one  or  the  other  occurs, 
therefore,  depends  on  the  number  or  population  of 
high  energy  state  electrons  compared  to  low  ener- 
gy state  electrons.  If  stimulated  emission  is  to  pre- 
dominate, a large  number  of  high  energy  electrons 
is  required.  In  short,  there  needs  to  be  a “popula- 
tion inversion”. 

How  is  Laser  Light  Produced 

The  laser  is  a device  which  converts  energy 
(light,  heat,  electricity)  into  radiate  energy  of  one 
or  more  wave  lengths.  The  word  laser  is  an  acronym 
derived  from  the  first  letters  of  the  words  Light 
Amplification  by  Stimulated  Emission  of  Radia- 
tion. As  previously  described,  the  phenomenon  of 
stimulated  emission  occurs  in  a carbon  dioxide 
laser  when  electrically  stimulated  electrons  of  the 
CQ2  molecules  attain  a high  energy  state.  The 
pumping  means  is  an  electric  current  flowing 
through  a mixture  of  carbon  dioxide,  nitrogen, 
and  helium  gases  contained  in  a glass  tube.  Mir- 
rors at  either  end  of  the  tube  reflect  the  omitted 
waves  which,  after  interacting  with  other  high 
energy  molecules,  cause  further  stimulated  emis- 
sion of  waves  of  the  same  wave  length  as  the  photon 
which  struck  it.  Eventually,  all  the  waves  are  re- 
flected back  and  forth  between  the  mirrors  and, 
via  a shutter-like  apparatus,  energy  is  released. 
The  wave  of  energy  which  leaves  the  laser  tube 
has  unique  characteristics.  It  is  monochromatic 
(all  the  waves  are  of  the  same  wave  length),  co- 
herent (all  in  phase  with  one  another),  and  col- 
limated (all  parallel  to  each  other). 

How  Laser  Light  Interacts  with 
Biologic  Tissue 

As  laser  energy  strikes  biologic  tissue,  light  ener- 
gy becomes  heat  energy.  The  heat  elevates  the  am- 
bient temperature  of  the  tissue  to  100  degrees  centi- 


grade and  flash  vaporization  takes  place.  When 
viewed  with  high  speed  cameras,  the  epithelium 
takes  on  the  appearance  of  a blister,  which  bursts 
as  expanding  vapors  reach  the  tolerance  point  of 
the  tissues.  As  the  blister  breaks,  the  edges  retract 
and  an  inverted  bell-shaped  crater  is  formed. 

The  crater  formed  is  approximately  2 mm.  in 
diameter  when  a 400  mm.  lens  is  utilized.  The 
depth  of  the  crater  varies,  depending  on  the  power 
of  the  laser,  the  time  of  laser  exposure  and  charac- 
teristics of  the  tissue  being  radiated.  Since  the 
ability  of  tissues  to  absorb  laser  energy  is  high  (ab- 
sorption coefficient)  there  is  little  spread  of  heat 
around  the  crater  and  little  adjoining  tissue  de- 
struction. As  a matter  of  fact,  there  is  no  notice- 
able destruction  to  be  seen  500  to  600  microns 
from  the  edge  of  the  crater  when  it  is  viewed 
microscopically. 


TABLE  1 


LASER 

SPECTRUM 

DELIVERY  SYSTEM 

MOST  FREQUENT 
USE 

CO^ 

Invisible 

1 . Ar 1 1 cu 1 ated  a rm 

2.  Microscope 

3 . Cu 1 poscope 

Ep i the  1 i a 1 
Dyspl as i as 

Argon  (skin) 

B 1 ue-g  reen 

FI beropt i c 
Handp i ece 

Super f I c i al 
Vascular 
Les Ions 

Argon  (eye) 

B 1 ue-g  reen 

SI  i t- 1 amp 

Diabetic 
Ret i nopat  hy 

Summary 

As  laser  technology  is  perfected,  it  is  clear  an  ex- 
panded role  in  the  treatment  of  many  disorders 
will  be  found.  Even  today,  fiberoptic  delivery  sys- 
tems are  being  perfected,  and  more  powerful  and 
precise  laser  generators  are  forthcoming.  In  the 
near  future,  every  specialist  will  find  himself  tak- 
ing advantage  of  the  qualities  of  this  unique 
device.  • 

•From  the  Department  of  Otolaryngology,  University  of  Colorado  Health  Sciences 
Center,  and  the  Institute  for  Laser  Medicine,  St.  Joseph’s  Hospital,  Denver,  Co.  Ad- 
dress reprint  requests  to:  Arlen  D.  Meyers,  MD,  FACS,  2005  Franklin  St.,  Suite  650, 
Denver,  Co  80205. 
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Rep.  Wirth  Shares  Some  Thoughts 


Representative  Tim  Wirth  met  with  a small 
group  of  Denver  Medical  Society  physicians  and 
with  staff  representatives  of  DMS,  the  Colorado 
Medical  Society  and  the  Colorado  Foundation 
for  Medical  Care  at  the  Medical  Society  Building 
the  morning  of  J uly  14. 

He  was  anxious  to  talk  about  the  budget  pro- 
cess, the  overall  expenditures  by  the  federal  gov- 
ernment, and  medical  care  which  has  climbed  in 
three  years  from  8%  of  the  total  federal  expendi- 
ture to  10%.  Of  the  $61  billion  expenditure  for 
the  next  fiscal  year,  $54  billion  are  for  Medicare 
and  Medicaid  only. 

“If  we  are  not  able  to  figure  out  how  we  are 
going  to  control  Titles  XVI I and  XIX,  there  is  going 
to  be  very  little  way  that  we  can  expect  to  be  do- 
ing anything  else  in  the  area  of  medical  care  . . . 
the  frustration  is  immense,"  he  said.  The  Society 
Security  program,  medical  programs,  and  veter- 
ans' programs  will  be  big  factors  in  driving  up 
the  federal  budget  from  20%-22%  of  the  Gross 
National  Product  to  25%-28%  of  the  GNP,  Rep. 
Wirth  feels.  Coupled  with  the  increased  de- 
mands for  more  defense  spending  and  a tax  cut 


on  the  other  side,  he  says  one  gets  the  feeling 
“you  can't  get  there  from  here."  He  feels  his 
position  on  the  budget  committee  is  one  of  the 
hottest  seats  in  Congress  at  the  moment  and  de- 
scribed the  “budget  process  as  an  effort  to  try  to 
get  some  kind  of  rationality  into  an  increasingly 
insane  situation." 

He  feels  government  is  going  to  have  to  say: 
“No,  you  can't  have  any  more  money"  to  many 
areas  and  also  say:  “We  are  going  to  have  to  cut 
out  some  programs"  in  other  areas.  “We  are  not 
going  to  be  talking  about  any  major  new  health 
insurance  programs;  we  are  not  going  to  be  talk- 
ing about  any  new  major  initiatives  in  anything 
. . . until  we  are  able  to  change  a lot  of  these  pro- 
grams that  are  now  lodged  in  legislation." 

Discussion  ranged  from  the  validity  of  the 
government  pushing  HMOs  to  the  costs  of  run- 
ning for  public  office  today,  the  future  of  PSROs, 
the  possibility  of  a statutorial  limit  on  the  U.S. 
budget,  proposed  changes  in  the  components  of 
the  Consumer  Price  Index  on  which  so  many  of 
our  economical  calculations  are  based,  includ- 
ing the  Cost  of  Living  Index. 


You  deserve  the  newest  idea  in 
Key  Man  Insurance^': 


People  in  high-pressure  professions 
like  yours  need  a “getaway 
place"  to  let  off  steam. 

That's  why  many  business 
and  professional  groups 
today  are  investing  in 
private  corporate!  retreats. 

And  in  Colorado,  the  pres- 
tige location  for  such  a re- 
treat is  a spectacular  600- 
acre  mountain  estate 
called  The  Ruby  Ranch. 

Here,  engulfed  by  the 
tranquil  beauty  of  Eagles 
Nest  Wilderness  Area  and 
Arapahoe  National  Forest, 
you'd  never  believe  you're 
only  a 75-minute  drive 
from  Denver.  Or  just  min- 
utes from  6 major  ski 
resorts,  plus  superb  boat- 
ing, fishing  and  hunting. 
sYour  Ruby  Ranch  retreat  is 


Copper  Mtn 
Vai 


A project  of  JMC  Co. 


P.O.  Box  C,  Silverthorne,  CO  80498 
(303)  468-6561  • (303)  468-6291 


ideal  for  executive  seminar,  confer- 
ence, convention,  employee 
incentive,  vacation  and  client 
entertainment  usage.  The 
tax  and  investment  consi- 
derations are  obvious. 
Lots  are  available  from  4 to 
22  acres.  And  whether  you 
wish  to  buy  only  the  land, 
or  a competely  finished 
“getaway  place"  built  to 
your  needs.  The  Ruby 
Ranch  can  arrange  it  all. 
For  more  ideas  on  owning 
a private  corporate  retreat 
through  your  business  or 
professional  group,  call 
us  today. 

Because  for  sustaining 
peak  performance  in  your 
associates  and  yourself. 
The  Ruby  Ranch  is  the 
finest  “Key  Man  Insur- 
ance" you  can  buy! 
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NOTICE  TO  MED  EXECS: 

COLORADO  MEDICINE  was  notified  in  August  of  the  resignation  of  Ed  Collins 
as  Executive  Director  of  the  American  Association  of  Medical  Society  Exec- 
utives, effective  September  1,  1980.  John  Reinman,  President  of  the 
AAMSE,  has  asked  that  we  publicize  the  position  opening,  stating  that: 

"Ed's  contributions  for  these  three  and  one-half  years  have  been 
most  effective  and  we  are  indeed  sorry  to  see  him  leave.  However, 
we  must  continue  to  move  forward  and  we  desire  to  fill  the  position 
with  the  most  capable  person  available. 

I have  been  asked  by  the  Board  of  Directors  of  AAMSE  to  serve  as 
Chairman  of  the  Search  Committee.  We  have  received  a number  of 
applications  for  the  position  but  are  most  anxious  to  generate  as 
many  candidates  as  possible  before  the  Search  Committee  makes  a 
final  decision." 

Interested  parties  should  respond  directly  to: 

John  Reinman,  President,  AAMSE 
Pennsylvania  Medical  Society 
20  Erford  Road, 

Lemoyne,  Pennsylvania  17043 

All  applications  will,  of  course,  be  held  in  the  strictest  confidence. 


COLLEGE  TO  EXPAND  MEMBERSHIP  DEVELOPMENT 

Fellows  of  the  American  College  of  International  Physicians,  Inc.,  have 
recommended  to  the  college's  Board  of  Trustees  an  expanded  membership 
development  program  to  recruit  more  interested  physicians  into  the 
college. 

The  College  provides  a forum  for  discussion  of  issues  of  vital  Interest 
to  international  physicians  and  international  medicine.  It  is  active- 
ly working  to  help  create  a climate  conducive  to  the  development  of  the 
full  potential  of  all  international  physicians  now  practicing  in  the 
American  continent  and  is  helping  to  formulate  the  national  interest  in 
international  health  activities  because  of  the  unique  internationality 
of  its  Fellowship  and  its  expertise  in  the  health  needs  of  countries 
abroad. 

Fellowship  information  and  application  forms  cana  be  obtained  by  writing 
the  College's  office  at  3030  Lake  Avenue,  Fort  Wayne,  Indiana,  46805,  or 
by  calling  (219)  424-7414. 


INFLATION  AND  CMS  - THE  EFFECT  ON  YOUR  DUES  DOLLARS 


What  is  the  national  and  local  inflation  doing  to  your  dues  dollars? 

With  the  publication  in  August  of  the  Consumer  Price  Index  the  dollar 
is  severely  taxed  to  keep  up  the  works  of  the  Colorado  Medical  Society. 
Using  1967  as  a "base  year"  (100.00),  inflation  has  risen  to  the  level  of 
an  estimated  267.5  in  the  Denver  area. 


Looking  at  the  dues  dollars  in  CMS  over  a three  year  period,  here's  what 
has  happened: 


CMS  FISCAL  YEAR  8/1/77  186.5 

8/1/80  267.5 

During  those  three  fiscal  years,  then,  inflation  is  up  81  points,  or 
43.3$  in  three  years. 


Nationally,  a view  of  the  Consumer  Price  Index  (C.P.I.)  for  1967  throgh 
1975  shows  the  following: 


Base  year 

1967 

100.0 

1973 

138.5 

1975 

166.3 

1977 

191.5  ** 

1978 

214.2  »* 

1979 

246.6  «» 

Estimated  

— 1980  (August) 

267.5  ** 

An  example  of  what  effect  inflation  will  have  on  CMS  expenses  over  the 
next  five  years  using  an  8?  inflationary  factor  and  NO  program  changes: 


$1 ,400,000 
1 ,512,000 
1,632,960 
1 ,763,597 
1 ,904,685 
2,057,059 


Present  year 
1st  year 
2nd  year 
3rd  year 
4th  year 
5th  year 


47$  MORE  DOLLARS  NEEDED  TO  MERELY  MAINTAIN  EXISTING  PROGRAMS! 

If  inflation  were  at  12?  per  year,  it  would  take  76?  more  dollars  to 
maintain  existing  programs. 


American  Medical  Association 


PRINCIPLES  OF  MEDICAL  ETHICS 

as  adopted  by  the  AMA  House  of  Delegates 
July  22,  1980 


Preamble:  The  medical  profession  has  long  subscribed  to  a body  of 

ethical  statements  developed  primarily  for  the  benefit 
of  the  patient.  As  a member  of  this  profession,  a 
physician  must  recognize  responsibility  not  only  to 
patients,  but  also  to  society,  to  other  health  profes- 
sionals, and  to  self.  The  following  Principles  adopted 
by  the  American  Medical  Association  are  not  laws,  but 
standards  of  conduct  which  define  the  essentials  of 
honorable  behavior  for  the  physician. 

I.  A physician  shall  be  dedicated  to  providing  competent  medical 
service  with  compassion  and  respect  for  human  dignity. 

II.  A physician  shall  deal  honestly  with  patients  and  colleagues, 
and  strive  to  expose  those  physicians  deficient  in  character 
or  competence,  or  who  engage  in  fraud  or  deception. 

III.  A physician  shall  respect  the  law  and  also  recognize  a respon- 
sibility to  seek  changes  in  those  requirements  which  are  contrary 
to  the  best  interests  of  the  patient. 

IV.  A physician  shall  respect  the  rights  of  patients,  of  colleagues, 
and  of  other  health  professionals,  and  shall  safeguard  patient 
confidences  within  the  constraints  of  the  law. 

V.  A physician  shall  continue  to  study,  apply  and  advance  scientific 
knowledge,  make  relevant  information  available  to  patients,  col- 
leagues, and  the  public,  obtain  consultation,  and  use  the  talents 
of  other  health  professionals  when  indicated. 

VI.  A physician  shall,  in  the  provision  of  appropriate  patient  care, 
except  in  emergencies,  be  free  to  choose  whom  to  serve,  with  whom 
to  associate,  and  the  environment  in  which  to  provide  medical 
services. 

VII.  A physician  shall  recognize  a responsibility  to  participate  in 
activities  contributing  to  an  improved  community. 


MINUTES  OF  THE  MEETING  OF  THE  COUNCIL  ON  INTERPROFESSIONAL  RELATIONS 

August  14,  1980,  5:00  p.m. 

Digest  of  Minutes  and  Actions. 

1 . The  Council  endorsed  the  Rocky  Mountain  Drug  Consultation  Center  as  a con- 
scientious attempt  to  keep  physicians  up-to-date  on  proper  drug  usage.  The 
Council  will  ask  the  editors  of  COLORADO  MEDICINE  to  accomodate  articles  by 
the  Center  as  space  allows.  The  Council  has  asked  the  Center  for  the  right  to 
let  Pharmacy  Committee  members  audit  its  medical  advisory  board  meetings. 

2.  It  was  agreed  that  the  Medical  Society  must  oppose  continued  attempts  by 
the  pharmacy  profession  to  regulate  physician  prescribing  and  dispensing 
habits.  A letter  will  be  written  to  the  Colorado  State  Board  of  Pharmacy 
opposing  any  attempts  to  limit  physicians’  historical  and  legislative  rights. 
The  Pharmacy  Committee  is  to  appoint  some  of  its  members  to  become  knowledge- 
able about  the  physician-pharmacy  interface.  Those  members  might  then  become 
speakers  for  Society-sponsored  legislation  clarifying  physician  rights 
vis-a-vis  pharmacy  board  regulation. 

3.  Members  discussed  a draft  dated  May  14,  1980,  which  proposed  a new  kind  of 
worker,  the  Health  Care  Technician,  for  provision  of  patient  care  at  Denver 
General  Hospital.  The  Council  is  opposed  to  technicians  as  portrayed  in  the 
May  14  draft  for  the  same  reason  that  it  supported  amendments  to  the  most 
recent  Nurse  Practice  Act.  We  are  opposed  to  people  practicing  medical  acts 
who  are  not  qualified  for  their  role  by  virtue  of  their  formal  training. 

4.  The  Council  saw  no  reason  to  activate  the  Joint  practice  Committee  at  this 
time. 

5.  The  Council  approved  the  submission  of  a resolution  supporting  imprint 
identification  of  legend  drugs  for  the  discussion  of  the  House  of  Delegates  of 
CMS  at  the  I98O  Annual  Session  in  September. 

Wallace  H.  Livingston,  M.D. 

COLORADO  MEDICAL  SOCIETY  GETS  NEW  EXECUTIVE  DIRECTOR 

Effective  the  first  week  of  September,  the  Exeutive  Director  of  Program 
Administration,  Colorado  Medical  Society,  is  CHUCK  MARCUS,  who  has  been 
the  Director  of  the  Data  Systems  and  Technical  Support  Division  of  the 
Colorado  Foundation  for  Medical  Care  since  December  of  1979. 

Chuck  has  been  with  CFMC  since  May  of  1977  when  he  came  from  Blue  Cross/ 

Blue  Shield  with  5 years  experience  in  a variety  of  their  programs,  giving 
him  a broad  base  in  health  care  and  Insurance  industry. 

Chuck  Marcus  graduated  from  Wentworth  Military  Academy  with  a degree  in 
Political  Science  and  Economics.  He  served  two  years  as  a Commissioned  Officer 
in  the  U.S.  Army  Military  Intelligence,  assigned  to  South  America,  the 
Panama  Canal  Zone  and  Southeast  Asia  (Viet  Nam)  as  a decorated  member  of  the 
Green  Beret. 

Chuck  is  a native  Coloradan.  He  is  married  and  has  two  children.  One  of  his 
primary  hobbies  is  work.  As  soon  he  is  totally  oriented  to  the  Colorado 
Medical  Society  responsibilities.  Chuck  plans  to  continue  his  graduate- level 
study  in  economics  at  the  University  of  Colorado.  We  welcome  Chuck  Marcus 
to  Colorado  Medical  Society  and  view  his  inclusion  to  the  staff  as  a valuable 
addition. 


OTERO  COUNTY  MEDICAL  SOCIETY 

PRESIDENT 

Paul  T.  Yoder, 

1200  Carson  Avenue 
La  J unta,  Colorado  81050 
384-8766 

SECRETARY/TREASURER 

GuyD.  Calonge 
315  Santa  Fe  Avenue 
La  J unta,  Colorado  81050 
384-2564 

FREMONT  COUNTY  MEDICAL  SOCIETY 

PRESIDENT 

Frederick  Kenny,  MD 
610  Yale  Place 
Canon  City,  Colorado  81212 
275-4151 

VICE  PRESIDENT 

Michael  D.  Barnard,  MD 
616  Yale  Place 
Canon  City,  Colorado  81212 
275-2301 

SECRETARY  TREASURER 

Terry  C lower,  MD 

610  Yale  Place 

Canon  City,  Colorado  81212 

275-4151 

UMC  STUDENT  MEDICAL  SOCIETY 

VICE-PRESIDENT 

Robert  S.  Baumgartner 
P.O.  Box  631 

La  Junta,  Colorado  81050 
384-8181 

SECRETARY/TREASURER 

(Change  of  Address) 

Mary  Ruth  Salazar 
363  South  Troy  Street 
Aurora,  Colorado  80010 
343-0823 


BETH  ISRAEL 
CONFERENCE  PROGRAM 

1981  WINTER  SCHEDULE 

February  7-14, 1981 

Third  Annual  Vail  Emergency 
Medicine/Critical  Care  Conference 
The  Mark  Resort,  Vail,  Colorado 
Second  Annual  Vail  General  Dentistry 
Conference 

Lion  Square  Lodge,  Vail,  Colorado 

February  14-21, 1981 

Seventh  Annual  Vail  OB/GYN  Conference 

The  Mark  Resort,  Vail,  Colorado 

Sixth  Annual  Vail  Psychiatry  Conference 

Lion  Square  Lodge,  Vail,  Colorado 

Third  Annual  Vail  Geriatric 

Medical  Conference 

The  Lodge  at  Vail,  Vail,  Colorado 

February  21-28, 1981 

Eleventh  Annual  Aspen  Radiology  Conference 
Aspen  Institute  for  Humanistic  Studies 
Second  Annual  Vail  Pathology  Conference 
Kiandra-Talisman  Lodge,  Vail,  Colorado 
February  28-March  7, 1981 
Fourth  Annual  Vail  Cancer 
Treatment  Conference 
Kiandra-Talisman  Lodge,  Vail,  Colorado 
Third  Annual  Vail  Sports  Medicine  Conference 
Lion  Square  Lodge,  Vail,  Colorado 
March  7-14, 1981 

Sixth  Annual  Vail  Family  Practice  Conference 
The  Mark  Resort,  Vail,  Colorado 
Sixth  Annual  Vail  General  Surgery  Conference 
Lion  Square  Lodge,  Vail,  Colorado 
Fourth  Annual  Vail  Urology  Conference 
Kiandra-Talisman  Lodge,  Vail,  Colorado 
March  14-21, 1981 

Sixth  Annual  Vail  Internal  Medicine 
Conference 

Lion  Square  Lodge,  Vail,  Colorado 
Third  Annual  Vail  Pediatrics  Conference 
The  Mark  Resort,  Vail,  Colorado 
Second  Annual  Vail  Clinical 
Brain  Conference 

Kiandra-Talisman  Lodge,  Vail,  Colorado 

22  HOURS  AMA  CATEGORY  1 CREDIT  FOR 
EACH  CONFERENCE 
22  HOURS  AAFP  PRESCRIBED  CREDIT 
EXPECTED 

For  information  regarding  registration  and 
housing,  contact: 

Beth  Israel  Conference  Program 
P.O.  Box  11366 
Denver,  Colorado  80211 
(303)  629-5333  or 

(800)  525-5810  (toll-free  outside  Colorado) 
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Imagine... 

...if  there  weren't  an 
American  Medicai  Association 


Who  WtouM... 

represent  your  interests  and  your  patients  before  Congress, 
the  courts,  regulatory  agencies,  the  media  and  other 
important  pubUc  forums? 

NO  ONE! 

]oin  the  AMA  and  make  sure  that  there  is  an  organizahon  to 
represent  ah  physicians. 


For  more  information  or  an  application,  call  or  write  the  AMA  Office  of 
Membership  Development  at  312-751-6410,  535  N.  Dearborn  St.,  Chicago,  IL  60610. 


It  occurs  to  me  that  this  is 
the  last  opportunity  I will 
have  to  address  you  from  this 
perspective  in  COLORADO 
MEDICINE  and,  although  I 
will  still  have  an  opportunity 
to  stand  before  you  or  your 
delegates  at  the  Annual  Ses- 
sion of  the  House  of  Delegates  later  this  month, 
I won't  be  able  to  say  all  I would  like  about  my 
experience  as  your  President  before  I leave  of- 
fice. In  fact.  I'll  probably  be  thinking  and  talking 
about  this  year's  experience  for  the  rest  of  my 
life.  It  has  been  that  meaningful 

Most  important  at  this  writing,  however,  is  to 
recall  a few  of  the  things  I have  learned  in  this 
job:  after  the  many  years  that  I have  been  in 
practice  I have  re-learned  just  how  complex  life 
is  beyond  the  office,  the  clinic  or  the  hospital; 
after  being  associated  with  so  many  of  you  in  the 
Medical  Society  and  in  the  medical  profession  in 
general,  I have  come  to  know  you  on  an  entirely 
different  plane,  and  it  was  as  if  I had  never 
known  you  before.  I learned,  or  was  reminded 
again,  of  the  complexities  of  corporate  business 
and  how  dependant  an  executive  officer  must  be 
on  his  staff  and  on  his  associates  for  advice  and 
direction.  I was  also  taught  the  joys  of  some 
minor  (or  major)  victories  in  the  marketplace, 
and  fraught  with  the  sorrows  of  the  minor  (or  ma- 
jor) defeats.  These  things,  these  ups  and  downs, 
peaks  and  valleys,  happened  to  me  on  a daily 
basis  during  the  entire  time  I have  held  this  of- 
fice. Interestingly  enough,  there  is  a saving 
grace:  though  the  daily  pressures  of  the  peaks 
and  valleys  tend  to  have  a serious  affect  on  a 
person's  overall  abilities,  temperament,  emo- 
tions, etc.,  the  peaks  were  nicely  offset  by  the 
valleys,  and  vice  versa. 

During  this  year  we  have  made  some  major, 
productive  strides: 

• The  Colorado  Medical  Society  has  entered 
the  decade  of  the  '80s  in  a progressive  attitude 
and  posture. 

• The  reorganization  of  the  Society  to  con- 
form to  the  needs  of  this  decade  have  now  been 
reshaped  and  redirected  to  make  for  a more  effi- 
cient flow  of  business  before  the  House  of  Dele- 
gates and  the  Board  of  Trustees. 

• Goals  of  the  Society  have  been  studied  and 
strengthened,  objectives  and  activities  have 


presldente 

letter 


been  restructured. 

• The  Colorado  Medical  Society  has,  for  the 
first  time  in  recent  history,  taken  a pro-active 
stance  in  matters  of  the  good  of  the  public 
health. 

• CMS  has  accomplished  a more  positive  pub- 
lic image  through  its  efforts. 

• The  new  slate  of  officers  has  a firm  footing 
on  which  to  begin  their  term  of  office  and  con- 
tinue to  build  a better  professional  organization. 

• The  first  Component  Society  Officers'  Meet- 
ing was  held  and  was  a success. 

• The  CMS  relationships  and  communications 
with  the  component  groups  have  been  steadily 
improving  during  this  year 

• A campaign  to  return  the  motorcycle  helmet 
law  to  the  Colorado  statute  books  did  not  put 
the  proposal  on  the  ballot,  but  it  was  successful 
in  alerting  the  public  to  a crying  need  for  the  ef- 
fort to  thwart  this  growing,  dismal  statistic  of  in- 
jury and  death  The  public  reaction  was  positive, 
throughout  the  campaign. 

• The  Colorado  General  Assembly  is  primed  to 
carry  the  helmet  law  on  the  1981  call,  with  the 
support  of  the  Society. 

• The  CMS  Auxiliary  has  had  one  of  its  most 
productive  years  ever,  with  contributions  from 
every  component  of  the  Auxiliary  in  the  state, 
and  with  excellent  response  from  the  public  and 
private  sectors. 

• The  Colorado  6th  Rural  Health  Conference 
will  be  held  in  October,  but  it  will  be  the  forerun- 
ner to  the  National  Rural  Health  Conference, 
which  will  be  held  in  Denver  in  March,  1981.  This 
is  indicative  of  the  interest  and  progress  in  Colo- 
rado's rural  health.  Colorado  Medical  Society 
has  had  a long  and  continuing  participation  in 
the  rural  health  field. 

There  is  no  way  to  fully  explain  the  rigors  of 
the  honor  and  the  responsibility  that  go  with  the 
job  of  President  of  Colorado  Medical  Society. 
There  is  only  one  way  to  express  my  apprecia- 
tion to  each  of  the  members  of  this  Society  for 
having  helped  me  every  step  of  the  way  through 
this  totally  new  experience:  My  heartfelt  thanks 
to  each  of  you  for  your  patience,  your  considera- 
tion, your  support  and  your  continued  personal 
and  professional  friendship 

/oj  A, 


ColoradoMedicine  /or September,  1980 


317 


obituaries 


Doctor  Henry  B.  Strenge  of  Boulder  died  July  7, 
1980  at  the  age  of  66. 

Doctor  Strenge  was  born  in  New  York  City 
April  21,  1914,  attending  public  schools  in  that 
city  before  entering  Rensselaer  Polytechnic  Insti- 
tute for  his  pre-medical  work. 

He  received  his  MD  from  Yale  School  of  Medi- 
cine in  1939,  and  interned  at  New  Haven,  Connec- 
ticut Hospital,  New  Haven.  He  took  additional 
training  in  pediatrics  at  John  Hopkins  University 
Hospital,  Baltimore,  and  at  Strong  Memorial  Hos- 
pital, Rochester,  New  York. 

He  served  during  World  War  II  in  the  U.S. 
Army  Medical  Corps  overseas  with  the  100th  Gen- 
eral Hospital.  Following  his  return,  he  took  a 
second  year  of  pediatrics  training  at  Rochester. 

From  1947  until  1957  when  he  came  to  Colora- 
do, Doctor  Strenge  was  professor  of  pediatrics  at 
the  University  of  Oklahoma  Medical  School. 

In  1957  he  joined  the  University  of  Colorado 
Health  Sciences  Center  as  clinical  professor  of 
pediatrics. 

As  a member  of  the  Boulder  County  Medical 
Society  he  was  chairman  of  its  School  Health 
Committee.  Earlier  he  was  president  of  the  Colo- 
rado chapter  of  the  American  Academy  of  Pedia- 
trics. He  was  a member  of  the  Colorado  Medical 
Society. 

He  is  survived  by  his  widow,  Mrs.  Kathryn 
Strenge,  and  a daughter,  Christina  Mitchell,  Long- 
mont, and  a son,  Stephen  N.,  Lafayette. 


New  Staff  Assistant  for  Colorado 
Consortium  for  CME 

Virginia  Adler  has  just  assumed  the  position  of 
half-time  Program  Assistant  to  the  Colorado 
Consortium  for  Continuing  Medical  Education. 
She  replaces  Kathy  Gardiner  who  left  to  take  a 
full-time  supervisory  position.  Virginia  has  had 
specialized  education  and  training  in  the  area  of 
health  administration  and  education,  which  in- 
cludes being  a licensed  RN,  having  a BA  Degree 
in  Community  Health  Education,  and  an  MS 
Degree  in  Health  Administration  from  the  Uni- 
versity of  Colorado. 

Virginia  will  assume  responsibility  for  several 
on-going  projects  of  the  Consortium,  including 
"Hot  Topics"  which  will  provide  general  physi- 
cians with  information  about  specialized  clinical 
topics  which  should  be  of  interest  to  them. 


In  Washington 

As  anticipated,  a bill  has  been  introduced  by 
Representative  Richard  Gephardt  (D-Mo.)  and 
Representative  David  Stockman  (R-Mich.)  which 
is  intended  to  deregulate  the  health  care  indus- 
try. The  new  plan  would  replace  $60  billion  in 
federal  Medicare/Medicaid  outlays  and  IRS  tax 
expenditures  with  consumer  choice  vouchers 
and  hopefully  would  improve  the  quality,  equity, 
and  efficiency  of  our  current  system.  The  legisla- 
tion would  provide  for  government  health  care 
subsidization  to  a stated  limit,  of  an  individual's 
health  care  cost;  and  that  individual  could 
choose  the  plan  of  his  choice.  These  plans  could 
be  sponsored  by  physicians,  hospitals.  Blue 
Cross-Blue  Shield,  commercial  insurance  carri- 
ers, etc.;  thus,  the  free  market  disciplines  would 
replace  government  regulation. 

Early  reports  indicate  a guarded  acceptance 
of  the  concept  by  national  physician  and  hos- 
pital organizations. 

CHA  Executive  Praises  New  CME 
Handbook 

In  a recent  letter,  Larry  Wall,  Vice  President  of 
Rural  Hospitals  and  Operations  at  the  Colorado 
Hospital  Association,  wrote  as  follows  about  the 
new  CME  Handbook  published  by  the  Colorado 
Consortium  for  Continuing  Medical  Education: 

".  . . I find  the  document  to  be  an  excellent  re- 
source for  those  physicians  responsible  for  con- 
tinuing medical  education.  It  is  also  a fine  re- 
source for  other  individuals  in  the  hospital  set- 
ting who  might  be  involved  in  education  but 
have  little  or  no  training  in  educational  process- 
es. All  of  the  chapters  provide  quite  specific  and 
pragmatic  information  regarding  educational 
processes. 

"Of  special  interest  and  detail  are  the  chap- 
ters regarding  choosing  the  right  methods  for 
teaching  and  learning,  evaluating  the  continuing 
medical  education  teacher,  evaluating  the  effect 
of  an  educational  program  on  participants,  and 
preparing  and  using  visual  aids  in  CME  teaching. 

"The  handbook  also  contains  an  excellent  bib- 
liography on  where  one  can  gain  access  to  addi- 
tional educational  materials.  The  handbook  is 
easily  readable  and  provides  basic  information 
in  a very  straightforward  practical  fashion. 

"Having  met  the  challenge  of  creating  an  ex- 
cellent document  which  speaks  to  the  how-to  of 
the  educational  process,  it  seems  as  though  the 
next  step  for  the  consortium  is  to  develop  a simi- 
lar handbook  on  the  how-to  for  medical  care 
evaluation  for  the  small  rural  hospital  medical 
staff  of  3-4  physicians.  Keep  up  the  good  work." 
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Peripheral  vascular  disease* 


A Comparison  Between  the  Vascular  Laboratory  and  M Arteriogram  in 

Diagnosis  and  Management 


Charles  O.  Brantigan,  MD,  Denver,  Colorado 


Interest  in  noninvasive  technic  for  evaluation  of 
peripheral  vascular  disease  arose  in  the  1950’s 
with  the  advent  of  arterial  reconstructive  surgery. 
Early  investigators  studied  the  use  of  segmental 
limb  pressures,'  arm  to  ankle  indicies,'^  doppler 
flow  meters,^  plethysmography,^  and  exercise  test- 
ing,"* often  comparing  results  with  surgical  find- 
ings rather  than  arteriography,  which  was  embry- 
onic at  that  time.  Each  technic  had  its  advantages 
and  disadvantages,  but  by  1960  Travis  Winsor  et 
al.’’  combined  noninvasive  technics  to  produce  a 
system  which  would  give  valuable  and  accurate 
diagnostic  information.  Arteriography  developed 
at  the  same  time  rapidly  became  the  sine  qua  non 
of  vascular  surgery.  Arteriography  produced  a 
very  precise  map  for  the  surgeon  planning  a re- 
construction. In  the  1970’s  it  became  apparent 
that  physiologic  information  as  well  as  anatomic 
information  was  required  to  plan  a vascular  re- 
constructiveprocedure  intelligently.  Arteriography 
had  a very  limited  role  in  patient  screening  and 
followup  evaluations.  Interest  in  physiologic  non- 
invasive testing  was  thus  again  stimulated,  and 
the  concept  of  the  vascular  laboratory  emerged. 

Building  on  the  work  of  others,  Raines  et  al.^ 
combined  doppler  segmental  pressures  with  seg- 
mental plethysmography  and  exercise  testing  into 
a system  virtually  identical  to  that  devised  by 
Winsor  a decade  before.  Standards  for  diagnosis 
were  established.  The  PVR  machine  was  packaged 
and  marketed  by  Life  Sciences  Inc.  as  a vascular 
laboratory  which  could  be  purcha,sed  and  used 
immediately.  Testing  could  be  earried  out  by  a 
technician  and  compiled  into  a report  read  by  a 
physician,  usually  a vascular  surgeon.  Physiologic 
data  became  a permanent  part  of  the  patient’s  rec- 
ord and,  like  the  electrocardiogram,  was  available 
for  subsequent  comparison.  Tests  used  are  pain- 
less, noninvasive,  virtually  without  risk,  and  are 
available  on  the  request  of  any  physician.  The 
availability  of  equipment  in  an  easily  used  form 
complete  with  established  standards  has  led  to  the 


establishment  of  vascular  laboratories  in  most 
hospitals  in  Denver. 

In  attempting  to  define  the  use  of  this  new  mo- 
dality of  testing  it  must  be  compared  to  more  es- 
tablished methods  of  diagnosis  such  as  arteriogra- 
phy. Arteriography  is  considered  the  definitive  di- 
agnostic test  for  arterial  occlusive  disease  by  most 
physicians.  It  is  entirely  an  anatomic  test.  Al- 
though comparing  anatomy  and  physiology  is  a 
bit  like  comparing  apples  and  oranges,  the  present 
study  was  undertaken  to  determine  the  correlation 
between  noninvasive  physiologic  testing  and  inva- 
sive anatomic  testing.  By  examining  the  concor- 
dance between  the  two  modalities  of  testing  and 
by  studying  their  differences  of  opinion  the  role  of 
the  vascular  laboratory  in  the  management  of 
peripheral  vascular  disease  can  be  easily  defined. 
In  addition,  the  strength  and  weaknesses  of  the 
two  modalities  of  testing  can  be  determined  as 
well  as  the  areas  in  which  the  two  modalities  of 
testing  are  complementary.  Such  a comparison 
will  define  for  physicians  the  role  of  noninvasive 
testing  in  the  diagnosis  and  management  of  pe- 
ripheral arterial  disease. 

Materials  and  Methods 

The  Noninvasive  Vascular  Laboratory  was  es- 
tablished at  Presbyterian  Medical  Center  in  Denver 
in  1977.  Since  that  time  345  arterial  evaluations  of 
the  lower  extremity  have  been  carried  out,  210 
with  treadmill  testing.  97  venous  .studies  have 
been  done.  Cerebrovascular  testing  was  added  in 
1978,  and  223  of  these  evaluations  have  been  car- 
ried out.  The  present  study  included  the  first  57 
patients  who  had  both  arteriography  and  vascular 
lab  evaluations  of  the  lower  extremities  carried 
out  in  close  enough  proximity  for  comparison. 

The  vascular  lab  evaluations  included  segmen- 
tal limb  pressures  and  segmental  plethysmography 
tracings  carried  out  using  the  technics  described 
by  Raines  et  al.^  Rutherford  and  Kempczinski' 
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and  others.**  Exercise  testing  was  used  when  ap- 
propriate, and  EKG  monitoring  was  used  only  in 
patients  considered  at  risk  for  the  development  of 
cardiac  difficulties.  Single  plane  arteriography 
was  carried  out  using  standard  technics.  For  pur- 
poses of  comparison,  each  leg  was  considered  to 
be  made  up  of  three  segments,  the  aortoiliac,  ex- 
tending to  the  femoral  artery  bifurcation,  the  su- 
perficial femoral  segment,  extending  to  the  popli- 
teal trifurcation,  and  the  tibioperoneal  segment, 
extending  to  the  ankle.  Information  was  occasion- 
ally generated  concerning  more  distal  vessels  - feet 
and  toes  can  be  studied  by  both  modalities.  Since 
this  data  is  useful  in  only  specific  circumstances,  it 
will  not  be  considered  further.  Arteriograms  were 
read  by  the  radiologists  performing  the  study,  and 
vascular  lab  studies  were  interpreted  by  the  au- 
thor. For  each  segment  of  each  leg,  the  arterio- 
gram report  and  vascular  laboratory  were  com- 
pared. If  an  opinion  concerning  a degree  of  occlu- 
sion of  any  segment  was  reported  in  an  ambiguous 
fashion,  or  the  studies  disagreed,  they  were  reread 
by  a radiologist  and/or  by  the  author  as  appropri- 
ate. Some  segments  on  some  patients  could  not  be 
evaluated  by  both  modalities  for  a variety  of  rea- 
sons. The  most  prominent  of  these  reasons  includ- 
ed amputations,  necrotic  lesions,  preventing  appli- 
cation of  lab  in.struments,  limited  studies  or  pro.x- 
imal  disea.se  so  severe  that  distal  flow  could  not  be 
demonstrated  by  one  or  the  other  modality.  As  a 
result,  the  number  of  data  points  is  different  for 
each  leg  segment. 

Results 

Review  of  arteriograms  generally  resulted  in  re- 
finement of  readings  rather  than  a change  in  diag- 
nosis. A reading  such  as  “moderate  diffuse  arterio- 
sclerosis” was  reread  as  “moderate  diffuse  arterio- 
sclerosis producing  a 60%  narrowing”  or  “moder- 
ate diffuse  arteriosclerosis  with  no  areas  of  signifi- 
cant stenosis.”  Such  rereadings  produced  an  up- 
grading of  the  significance  of  the  lesion  in  many 
patients,  particularly  in  the  aortoiliac  segment, 
and  led  to  an  improved  concordance  between  the 
two  modalities  of  testing.  Review  of  vascular 
studies  showed  one  error  made  by  the  author  in 
reading  a femoropopliteal  segment,  and  one  error 
in  reading  a po.sterior  tibial  segment. 

Data  concerning  the  aortoiliac  segment  could 
be  compared  in  109  arteries.  The  initial  concor- 
dance between  the  studies  was  88  per  cent.  Review 
of  the  arteriograms  upgraded  this  concordance  to 
96  per  cent.  One  extremity  of  the  109  had  a lesion 


involving  the  orifice  of  the  superficial  femoral 
and  profunda  femoris  arteries.  This  was  read  by 
the  vascular  laboratory  study  as  aortoiliac  dis- 
ease, and  was  considered  a correct  diagnosis  as  it 
fits  the  definition  of  the  segments.  There  were 
three  other  patients  who  had  disease  involving  the 
orofices  of  the  profunda  femoris  artery  and  super- 
ficial femoral  artery,  but  these  patients  also  had 
aortoiliac  disease,  and  were  interpreted  correctly. 
In  this  segment  there  were  four  discrepancies  of 
interest.  One  patient  who  had  a hemodynamically 
significant  aortoiliac  lesion  by  physiologic  testing, 
but  whose  lesion  was  felt  not  to  be  arteriographic- 
ally  significant  healed  his  gangrenous  great  toe  af- 
ter bypassing  that  lesion.  One  patient  whose  aor- 
toiliac lesion  was  deemed  significant  by  physio- 
logic testing  but  not  by  arteriography  was  relieved 
of  claudication  and  had  an  appropriate  improve- 
ment in  noninvasive  testing  following  bypass  of 
that  segment.  One  patient  whose  aortoiliac  lesion 
on  the  asymptomatic  side  was  considered  insig- 
nificant by  physiologic  testing  but  significant  by 
arteriographic  testing  remained  asymptomatic 
following  bypass,  showed  no  change  in  his  postop- 
erative vascular  laboratory  examination.  In  one 
patient,  whose  aortoiliac  segment  was  considered 
hemodynamically  normal  by  vascular  laboratory 
but  abnormal  by  arteriography,  both  studies 
agreed  that  the  most  significant  lesion  was  the  oc- 
cluded superficial  femoral  artery  on  that  side.  No 
postoperative  data  is  available  for  comparison  in 
this  patient.  With  the  exception  of  the  above  reser- 
vations, no  patient  with  a normal  arteriogram 
was  read  as  abnormal  by  the  vascular  laboratory, 
and  no  superficial  femoral  artery  occlusion  was 
misinterpreted  as  aortoiliac  disease. 

In  the  superficial  femoral  segment  there  were 
101  arteries  available  for  comparison.  The  initial 
concordance  was  89  per  cent  which  was  upgraded 
to  91  per  cent  following  reinterpretation  of  studies. 
In  the  tibioperoneal  segment  81  arteries  were 
available  for  comparison.  The  initial  concordance 
was  90  per  cent  and  after  reinterpretation  of  the 
studies  the  concordance  was  96  per  cent.  The  tibi- 
operoneal segment  was  considered  normal  if  one 
of  the  three  vessels  was  normal.  Adding  all  of  the 
arterial  segments  together,  there  were  291  arterial 
segments  available  for  comparison.  The  initial 
concordance  was  89  per  cent,  and  after  reinter- 
pretation of  the  studies  the  concordance  was  95 
per  cent. 

The  vascular  laboratory  evaluation  was  most 
accurate  in  identifying  patients  who  were  without 
hemodynamically  significant  arterial  occlusive 
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disease  and  patients  with  disease  confined  to  one 
arterial  segment  per  extremity.  The  patients  in  this 
series  however  included  a large  number  of  pa- 
tients with  complex  multisegment  di.sease.  Forty- 
four  extremities  in  these  57  patients  had  combined 
aortoiliac  and  superficial  femoral  artery  lesion. 
Of  these  forty-four  extremities,  physiological  and 
anatomic  testing  agreed  in  37  patients.  Aortoiliac 
disease  was  missed  by  the  vascular  laboratory 
evaluation  in  two  patients,  and  the  superficial  fe- 
moral disease  was  missed  in  five  patients.  The  pa- 
tients in  whom  aortoiliac  disease  was  missed  had  a 
mild  aortoiliac  lesion  compared  to  the  superficial 
femoral  lesion.  Although  the  concordance  be- 
tween noninvasive  testing  and  arteriography  was 
not  as  great  in  this  group  of  complex  patients,  the 
most  significant  lesion  was  identified  correctly  in 
all  patients,  and  an  isolated  superficial  femoral  le- 
sion was  never  interpreted  as  an  aortoiliac  lesion. 

Discussion 

Many  physicians  believe  that  the  diagnosis  of 
peripheral  arterial  disease  is  simple,  requiring 
only  a good  history  and  physical  examination.  Al- 
though the  diagnosis  may  often  be  easy,  particu- 
larly to  an  experienced  vascular  surgeon,  accurate 
evaluation  of  peripheral  vascular  disease  may  be 
very  difficult.  Although  the  clinical  evaluation,  in- 
cluding history  and  physical  examination,  is  im- 
portant, not  only  has  it  real  limitations,  but  it  may 
be  misleading  as  well.  The  medical  literature  is 
full  of  enthusiastic  reports  of  now  abandoned 
forms  of  therapy  evaluated  solely  by  patient  testi- 
mony. The  history  of  claudication,  cramping  or 
pain  in  the  calf  or  buttocks  aggravated  by  walk- 
ing, and  requiring  that  the  patient  stop,  is  a char- 
acteristic history.  Claudication  may  evolve  into  is- 
chemic rest  pain,  which  is  characteristically  se- 
vere and  not  relieved  even  by  narcotics.  Unfortun- 
ately, compression  of  the  cauda  equina  by  bone 
spurs  or  discs  can  produce  the  typical  history  of 
claudication  as  well.  In  addition,  neuropathy 
most  commonly  caused  by  diabetes  can  produce 
pain  in  the  extremities,  and  even  pain  which  ap- 
pears to  be  ischemic  rest  pain. 

Physical  examination  adds  information  to  the 
history  but  also  has  very  severe  limitations,  both 
in  the  way  it  is  performed  and  in  the  information 
it  provides.  Measurement  of  blood  pressure  in  the 
arm  is  part  of  a routine  physical  examination,  but 
how  often  is  ankle  blood  pressure  measured?  Ar- 
terial hypotension  is,  after  all,  one  of  the  most  reli- 
able physical  findings  in  peripheral  vascular  dis- 
ease. The  most  commonly  used  objective  physical 


finding  is  the  presence  or  absence  of  pulses.  Al- 
though palpitation  of  pulses  may  provide  valuable 
information,  there  is  a high  degree  of  observer 
variability  in  documenting  the  presence  or  ab- 
sence of  pulses.  Lubdbrook  et  al.  (1962)  in  a study 
of  239  subjects  found  that  there  was  no  more  than 
an  even  chance  that  when  one  observer  found  a 
missing  dorsalis  pedis  pulse  that  the  other  two  ob- 
servers in  the  three  man  study  would  agree  with 
him.  Similar  variability  was  observed  in  detecting 
the  posterior  tibial  pulse.  If  observer  variability 
were  not  a problem,  congenital  absence  of  a pulse 
could  provide  misleading  information.  The  dor- 
salis pedis  is  congenitallv  absent  in  from  4 per 
cent  to  12  per  cent  of  subjects,  and  the  posterior 
tibial  congenitally  absent  in  from  0.24  per  cent  to 
12.8  per  cent  of  subjects.'"  To  complicate  things 
further,  a patient  may  have  arteriosclerosis  with 
loss  of  one  of  the  pedal  pulses,  but  not  have  arteri- 
osclerosis as  the  cause  for  symptoms.  Pulses  may 
disappear  in  calcific  medial  sclerosis  without  sig- 
nificant compromise  of  flow.  Trophic  changes  of 
the  skin  of  the  extremity  are  important  clinical 
signs.  In  examining  the  patient  with  arterial  occlu- 
sive disease,  one  looks  for  thin  shiny  skin  with 
atrophy  of  the  nails,  and  hair  loss  over  the  ex- 
tremity. Cyanosis  and  ulcers  are  important  physi- 
cal findings  as  well.  Unfortunately,  cyanosis  can 
be  caused  by  vasospa.stic  disease  as  well  as  arterio- 
occlusive  disease.  Ulcers  are  commonly  caused 
either  by  arterial  insufficiency,  venous  insufficien- 
cy or  diabetic  neuropathy.  In  more  complicated 
situations  a patient  may  have  the  presence  of  sev- 
eral coexisting  diseases.  While  the  presence  of  ar- 
teriosclerosis may  be  identified  on  physical  exam- 
ination, other  coexisting  di.seases  may  be  more  im- 
portant than  the  arteriosclerosis.  Arteriosclerosis 
thus  detected  may  be  clinically  insignificant. 

The  failure  of  clinical  evaluation  to  identify  the 
significance  of  arterial  occlusive  disease  has  been 
objectively  documented.  Barnes  et  al.  (1976)"  in 
assessment  of  50  patients  undergoing  53  below  the 
knee  amputations  found  no  correlation  between 
the  incidence  of  healing  and  appearance  of  the 
skin  short  of  gangrene,  level  of  the  most  distal 
pulse,  presence  of  diabetes,  or  even  with  bleeding 
noted  during  the  time  of  surgery.  Marinelli  et  al. 
(1979)  studied  458  diabetic  patients  using  clinical 
evaluation  and  noninvasive  testing.  Eleven  per 
cent  of  the  patients  in  this  study  with  a history  of 
claudication  were  hemodynamically  normal.  Of 
the  patients  with  no  history  of  arterial  occlusive 
disease  31  per  cent  had  hemodynamically  signifi- 
cant arterial  occlusive  disease.  One  fifth  of  the  pa- 
tients with  a normal  physical  examination  had 
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hemodynamically  significant  arterial  occlusive 
disease.  While  history  and  physical  give  some  in- 
formation concerning  the  presence  or  absence  of 
an  arterial  occlusive  disease,  clearly  a more  defin- 
itive evaluation  is  required. 

Arteriography,  either  by  the  translumbar  or 
transfemoral  route,  is  the  diagnostic  test  which 
makes  vascular  surgery  possible.  Arteriography, 
the  standard  against  which  all  other  diagnostic- 
studies  are  measured,  provides  an  accurate  arteri- 
al roadmap,  and  thus,  it  is  indispensible  to  the  sur- 
geon who  must  know  the  condition  of  the  vessel  at 
the  point  where  he  plans  to  operate.  The  test  is  ex- 
pensive and  invasive  and  carries  a certain  morbid- 
ity of  its  own.  Arteriography  cannot  be  reasonably 
used  in  the  serial  followup  of  patients  with  known 
arterial  disease  or  previous  vascular  surgery  and 
is  not  undertaken  merely  on  the  suspicion  of  ar- 
terial disease.  In  most  institutions  arteriography  is 
carried  out  in  a single  plane  and  thus  gives  only  a 
two  dimensional  view  of  a three  dimensional  ves- 
sel. In  addition,  although  highly  accurate  in  iden- 
tifying lesions,  it  can  give  no  information  about 
their  physiologic  significance. 

The  limitations  of  aortography  in  accurately  as- 
sessing the  physiologic  significance  of  lesions  in 
the  aortoiliac  system  is  well  known.  Most  experi- 
enced vascular  surgeons,  in  fact,  assume  that  the 
arteriogram,  particularly  in  this  segment,  will 
usually  underestimate  the  extent  of  lesions  present. 
Haimovici  (1967)'^  concluded  “with  the  present 
angiographic  technics  it  is  important,  therefore, 
to  bear  in  mind  that  the  pathologic  findings  are 
much  more  pronounced  than  the  arteriographic 
outline  would  suggest.”  The  errors  produced  by  a 
single  plane  arteriography  are  very  well  di- 
agrammed in  an  article  by  Moore  et  al.  in  1971.'^ 
If  there  is  a large  posterior  plaque  in  the  common 
iliac  artery,  the  dye  may  spread  out  in  a thin  rib- 
bon across  the  full  diameter  of  the  artery,  giving 
the  appearance  of  a normal  artery  in  the  AP  view. 
A lateral  x-ray  would  show  the  thin  ribbon  and 
obstructing  lesion.  In  addition,  changes  in  the  vis- 
coelastic properties  of  the  vessel  as  well  as  irregul- 
ar surfaces  producing  turbulance  are  not  accur- 
ately portrayed  in  an  arteriogram.  Vascular  sur- 
geons have  been  concerned  about  this  limitation 
of  arteriography  as  the  most  common  cause  of 
failure  of  a distal  reconstruction  with  presence  of 
unrecognized  proximal  disease.  Moore  et  al. 
(1971)''’  studied  40  patients  with  intermittent  clau- 
dication whose  aortograms  failed  to  show  iliac 
stenosis.  Direct  femoral  artery  pressure  measure- 
ments before  and  after  exercise  showed  that  28  of 
the  40  patients  had  hemodynamically  significant 


aortoiliac  disease  in  addition  to  the  documented 
superficial  femoral  artery  disease.  Seventeen  of 
these  28  patients  underwent  simple  correction  of 
their  aortoiliac  disease  with  resolution  of  symp- 
toms in  95  per  cent  of  patients.  They  concluded 
that  “making  physiologic  interpretations  from  an- 
giographic data  can  lead  to  surgical  errors.”  Had 
the  diagnosis  in  these  patients  been  limited  to  ar- 
teriography, 18  of  the  28  patients  would  have  been 
considered  for  an  ill-advised  femoropopliteal  re- 
construction. 

Other  means  of  physiologic  testing  have  been 
combined  with  arteriography.  Brenner  et  al.  in 
1974'^  recommended  combination  of  arteriog- 
raphy with  reactive  hyperemia  and  direct  femoral 
artery  pressure  measurement.  A fall  in  femoral  ar- 
tery pressure  of  greater  than  15  per  cent  after  in- 
duction of  reactive  hyperemia,  confidently  predict- 
ed the  presence  of  a proximal  lesion.  Their  study 
of  90  limbs  showed  that  in  three-fourths  of  the  in- 
stances in  which  the  pressure  study  was  normal 
the  arteriogram  showed  “moderate”  or  “severe 
disease.  Despite  this  conflict,  femoropopliteal 
grafting  was  successfully  carried  out  in  all  15  pa- 
tients with  objective  improvement  demonstrated 
physiologically.  In  addition,  despite  the  fact  that 
94  per  cent  of  the  patients  with  an  abnormal  fem- 
oral artery  pressure  study  were  felt  to  have  “mod- 
erate to  severe”  morphologic  abnormalities  by 
aortography,  only  half  (9  of  17)  were  felt  to  have 
hemodynamically  significant  lesions.  Proximal  re- 
constructions were  carried  out  with  objective 
physiologic  improvement  documented  in  all  pa- 
tients. These  authors  found  that  aortography 
could  be  misleading  even  in  two  planes.  Similar 
results  were  documented  by  Quin  et  al.  (1975).'® 
In  the  present  study,  two  patients  in  whom  hemo- 
dynamically significant  aortoiliac  lesion  diag- 
nosed physiologically  were  not  confirmed  arterio- 
graphically.  Objective  improvement  following 
aortofemoral  bypass  was  documented.  Sethi  et  al. 
(1977)'^  summarized  the  limitations  of  single 
plane  aortography,  recommending  that  arterio- 
graphic studies  be  repeated  in  two  or  more  planes 
if:  1.  The  symptoms  fail  to  correlate  with  the  ar- 
teriographic findings;  2.  The  patient  has  had  a 
previous  bifurcation  graft;  3.  The  patient  is  being 
considered  for  femoropopliteal  bypass  grafting  - 
elimination  of  proximal  obstruction  is  critical  in 
these  patients;  4.  The  patient  has  a focal  iliac  le- 
sion - to  make  sure  that  there  are  no  others;  5.  The 
patient  needs  an  evaluation  of  the  profunda  fem- 
oris  artery  - orifice  lesions  are  not  accurately  iden- 
tified in  an  AP  view.  In  summarizing  the  work  of 
these  authors  we  can  conclude  that  pressure  gradi- 
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ents  across  a 75  per  cent  diameter  stenosis  read  by 
arteriography  will  generally  be  significant.  Pa- 
tients who  have  an  entirely  normal  arteriogram 
will  probably  have  no  demonstrable  pressure  gra- 
dients. Patients  in  the  middle  group  (20%  to  75% 
stenosis)  will  not  have  the  hemodynamic  signifi- 
cance of  their  lesions  predicted  accurately  by  ar- 
teriography, and  further  physiologic  testing  will 
be  required  using  direct  pressure  measurements  or 
by  vascular  laboratory  study.  Physiologic  testing 
thus  compliments  arteriography. 

Many  individual  physiologic  tests  have  been 
proposed  in  an  attempt  to  diagnose  peripheral 
vascular  disease  noninvasively  and  to  quantitate 
its  physiologic  effects.  Our  preference  has  been  to 
use  the  simple  methods.  The  use  of  segmental  pres- 
sures to  determine  the  location  of  peripheral  vas- 
cular lesions  has  been  used  since  the  classic  article 
by  Travis  Winsor  in  1950.  ‘ He  documented  what 

TABLE  1 


NORMAL  VALUES  FOR  SEGMENTAL  LIMB  PRESSURES 
UNIVERSITY  OF  COLORADO  DATA 


Pressure 

Ratio 

Brachial 

128  + 27 

1 

Thigh 

158  + 31 

1.24 

Calf 

148  + 34 

1.16 

Ankle 

138+28 

1.08 

constituted 

a normal 

pressure  measured  at  the 

thigh,  above  the  knee,  below  the  knee,  at  the 
ankle,  metatarsal  level  and  great  toe  level.  Similar 
studies  have  been  carried  out  by  many  authors 
since  that  time.  (Table  1)  In  general,  due  to  arterial 
elasticity  and  reflected  waves,  the  thigh  blood 
pressure  should  be  somewhat  higher  than  the 
brachial  blood  pressure.  A gradient  of  20  mm  Hg 
between  the  blood  pressure  measured  at  each  of 
these  segments  or  between  corresponding  seg- 
ments of  the  opposite  extremity  is  considered  sig- 
nificant in  localizing  a lesion.  Some  investigators 
have  reduced  this  data  to  a ratio,  but  we  have  not 
found  this  helpful.  Such  testing,  although  reliable 
in  identifying  arterial  occlusive  disease,  has  limi- 
tations when  used  by  itself.  Since  the  blood  flow 
to  a claudicating  extremity  is  normal  at  rest,  there 
may  not  be  a pressure  gradient  across  a critical 
level  of  stenosis  which  compromises  flow  only 
during  exercise.'^  In  addition,  since  the  proximal 


blood  pressure  cuff  really  encircles  the  proximal 
superficial  femoral  artery  instead  of  the  common 
femoral  artery,  simple  doppler  blood  pressure  de- 
termination is  unable  to  distinguish  between  a 
proximal  superficial  femoral  artery  lesion  and  a 
lesion  in  the  aortoiliac, system. ' In  addition,  severe 
medial  sclerosis,  commonly  seen  in  diabetes,  may 
make  the  artery  incompressible  and  lead  to  falsely 
elevated  blood  pressure  readings.  If  a foot 
looks  ischemic,  and  the  ankle  pressure  is  greater 
than  300mm  Hg,  this  problem  is  easily  detected. 
If,  on  the  other  hand,  the  patient  has  an  ischemic 
looking  foot  and  an  ankle  pressure  of  80mm  Hg, 
blood  pressure  recorded  may  be  falsely  high  and 
lead  to  wrong  decisions.  Clearly,  more  informa- 
tion is  required  than  that  provided  by  segmental 
pressure  readings. 

Segmental  plethysmography  is  not  deceived  by 
medial  sclerosis.  Using  the  same  positions  as  used 
for  segmental  blood  pressure  measurements,  a 
plethysmographic  tracing  is  recorded.  A segment- 
al plethysmographic  tracing  is  virtually  superim- 
posable  upon  the  tracing  obtained  by  arterial 
puncture  at  that  level. Assessment  of  morphology 
allows  prediction  of  stenosis.  According  to  Win- 
sor,22  as  a ve.ssel  becomes  more  stenotic,  the  re- 
flected wave  (“dicrotic  notch”)  disappears.  The 
upstroke  of  the  tracing  becomes  slurred,  and  the 
amplitude  decreases.  The  crest  time  (time  from  the 
onset  of  the  systolic  pressure  wave  to  its  peak) 
lengthens.  (Fig.  1)  Attempts  have  been  made  to 
quantitate  these  changes,  and  heavy  reliance  has 
been  placed  on  amplitude  of  the  signal.  Our  ex- 
perience has  shown  a qualitative  appraisal  of 


Fig.  I.  Segmental  Pulse  Volume  and  Pressures 

This  is  a typical  record  from  a patient  who  has  an  isolated  iliac  lesion.  The  plethys- 
mographic tracing  of  the  right  thigh  shows  slurring  of  the  upstroke  and  loss  of  the 
reflected  wave  compared  to  the  left  thigh.  Augumentation  of  the  plethysmographic 
tracing  at  the  right  calf  indicates  that  the  superficial  femoral  artery  is  open.  The  re- 
fected wave  is  missing  in  this  tracing  because  of  the  proximal  obstruction.  The  re- 
fected wave  is  well  preserved  in  the  tracing  of  the  left  calf.  This  figure  demonstrates 
the  diagnostic  morphologic  features  of  the  plethysmographic  tracing. 
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morphology  is  most  accurate.  Segmental  plethys- 
mography has  its  disadvantages  too.  AV  shunting 
in  the  peripheral  circulation,  as  sometimes  seen  in 
liver  disease,  will  cause  a dramatic  increase  in  the 
amplitude  of  the  tracing  but  will  not  necessarily 
change  its  morphology.  The  presence  of  a pro.x- 
imal  stenosis,  hemodynamically  significant  only 
with  exercise,  may  not  be  detected  plethysmo- 
graphically.  The  presence  or  absence  of  aortoiliac 
disease  associated  with  superficial  femoral  disease 
can  usually  be  read  by  an  appraisal  of  the  up- 
stroke of  the  plethysmographic  tracing.  Although 
we  have  been  very  accurate  in  our  predictions, 
this  is  a very  subjective  evaluation,  and  it  is  in 
this  area  that  our  highest  error  rate  exists.  The  er- 
ror rate  would  be  even  higher  had  amplitude  been 
the  onlv  criterion.  Some  investigators,  whose 
work  is  described  above, have  recommended 
direct  puncture  of  the  common  femoral  artery  in 
this  situation,  but  we  have  preferred  to  use  instead 
an  analysis  of  the  doppler  tracing  of  the  common 
femoral  artery. 


Fig.  2.  Doppler  Velocity  TYacings  of  the  common  Femoral 
Artery 

A.  Unobstructed  arteries  showing  reversal  of  flow  during  diastole. 

B.  Obstruction  of  the  superficial  femoral  artery  showing  the  break  in  the  down  slope 
of  the  curve. 

C.  Obstruction  proximal  to  the  common  femoral  artery  showing  decrease  in  ampli- 
tude and  lack  of  reverse  flow  during  diastole. 

D.  Occlusion  of  the  artery  showing  a marked  decrease  in  amplitude  and  in  the  slope 
of  the  upward  and  downward  portion  of  the  tracing. 

Nicolaides  et  al.  (1976)^^  used  a directional  dop- 
pler coupled  with  a chart  recorded  to  study  blood 
velocity  in  arteries  such  as  the  femoral  artery.  A 
normal  arterial  signal  is  triphasic  and  shows  flow 
reversal  in  diastole  with  return  to  forward  flow 
during  late  diastole.  Obstruction  of  the  artery 
eliminates  flow  reversal  and  outflow  obstruction 
produces  a late  flattening  of  the  downscope  of  the 
curve  (Fig.  2).  Using  all  of  the  above  modalities  of 


testing,  we  have  only  rarely  had  to  resort  to  femo- 
ral arterial  puncture. 

Exercise  may  cau.se  a five-fold  increase  in  blood 
flow  to  the  lower  extremity.  Lesions  not  comprom- 
ising blood  flow  at  rest  may  compromise  blood 
flow  with  exercise.  For  this  reason,  we  add  a stan- 
dard exercise  te.st  to  the  above  tests  when  appro- 
priate to  improve  accuracy  and  to  document  the 
true  physiologic  importance  of  lesions  which  have 
been  identified. 

The  use  of  exercise  testing  in  patients  with 
peripheral  arterial  disease  impo.ses  a certain  risk 
to  the  patient.  Arteriosclerosis  is,  after  all,  a sy.s- 
temic  disease.  At  least  one  death  has  been  reported 
from  exercise  testing  for  vascular  diagnosis. 2''  In- 
creasing support  for  EKG  monitoring  in  these  pa- 
tients is  appearing  in  the  literature.  Carroll  et  al. 
(1978)^^  studied  81  consecutive  patients  undergo- 
ing treadmill  testing  as  part  of  a peripheral  vas- 
cular evaluation.  Their  testing  used  a higher  per 
cent  grade  and  a more  rapid  speed  than  is  our 
practice,  but  in  all,  11.2  per  cent  of  the  tests  were 
stopped  prematurely  because  of  EKG  abnormali- 
ties and  an  additional  7.5  per  cent  were  stopped 
because  of  the  clinical  appearance  of  the  patient. 
Some  of  these  patients  developed  angina  on  the 
treadmill.  In  their  patients  the  number  of  EKG  ab- 
normalities increased  from  40.6  per  cent  at  rest  to 
60.5  per  cent  with  exercise.  Premature  systoles  are 
not  uncommon  in  exercise  testing,  however,  and 
often  are  of  no  con.sequence.  Cutler  et  al.  using 
the  Bruce  protocol,  again  a more  strenuous  test 
than  our  standard,  noted  that  46  of  100  patients 
had  ventricular  dysrrhythmia  or  ischemia  docu- 
mented electrocardiographicallv-  This  usually  oc- 
curred without  symptoms.  They  believed  that  all 
patients  undergoing  evaluation  of  peripheral  ar- 
terial disease  should  at  the  same  time  undergo  ex- 
ercise EKG  testing,  both  for  patient  protection 
during  exercise  testing,  and  because  coronary  ar- 
tery disease  is  one  of  the  leading  cau.ses  of  death 
following  a major  vascular  reconstruction  and 
should  be  detected  preoperatively. 

In  discussion  of  this  study,  Brewester^'  ques- 
tioned whether  this  tvpe  of  testing  was  cost  effec- 
tive. Cutler  replied  that  EKG  monitoring  added 
approximately  $75.00  to  the  cost  of  the  study.  In 
neither  of  the  two  above  studies  were  there  any 
sequelae  of  the  exercise  testing.  Both  groups  would 
have  you  believe  that  this  was  because  of  their 
careful  EKG  monitoring.  We  have  exerci.sed  210 
patients  within  the  past  two  and  one-half  years. 
We  have  employed  EKG  monitoring  in  these  pa- 
tients considered  high  risk  to  develop  a cardiac 
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problem.  We  have  been  careful  not  to  exercise  pa- 
tients who  appeared  to  be  at  high  risk,  and  not  ex- 
ercise them  beyond  the  level  that  occurs  in  their 
daily  life.  In  this  setting  our  only  detectable  ad- 
verse effect  has  been  one  patient  who  developed 
angina  during  treadmill  testing.  Since  exercise 
testing  in  our  hands  has  been  benign,  we  have 
been  reluctant  to  increase  the  cost  of  our  testing 
procedure  by  adding  EKG  monitoring  and  its  re- 
quired physician  supervision.  When  referring 
physicians  have  requested  cardiac  as  well  as  vas- 
cular data,  we  have  collaborated  with  a cardiol- 
ogist, using  his  graduated  e.xercise  test  as  the  exer- 
cise component  of  the  vascular  examination. 

In  spite  of  the  wide  popularity  of  this  combina- 
tion of  tests,  there  have  been  few  studies  offering  a 
direct  comparison  between  the  results  of  this  type 
of  testing  and  arteriography.  Kempczinski  and 
Rutherford'  in  1978  documented  a correlation  of 
95  per  cent  in  the  aortoiliac  system  and  an  ac- 
curacy of  97  per  cent  in  diagnosing  superficial 
femoral  artery  occlusion.  The  details  of  this  .study 
are  not  given,  and  their  emphasis  in  the  superficial 
femoral  segment  has  been  on  occlusion,  which  is 
obviously  easier  to  diagnose  than  obstruction. 
They  made  no  comment  on  their  accuracy  in  the 
tibioperoneal  segment.  A similar  study  was  car- 
ried out  by  Rutherford  et  al.  in  1979.^*  Although 
their  data  are  difficult  to  interpret,  they  compared 
arteriography  with  their  vascular  laboratory  test- 
ing in  217  limbs.  Their  overall  accuracy  was  97 
per  cent  and  no  errors  were  made  in  normal  limbs 
or  limbs  with  an  isolated  lesion.  As  can  be  seen, 
our  concordance  of  96  per  cent  in  the  aortoiliac 
system,  91  per  cent  in  the  superficial  femoral  seg- 
ment, and  96  per  cent  in  the  tibioperoneal  seg- 
ment correspond  very  nicely  to  the  data  reported 
in  the  literature,  and  indicate  that  this  combina- 
tion of  tests  is  highly  accurate  compared  to  arteri- 
ography. Because  of  the  noninvasive  nature  of  this 
testing  and  the  high  degree  of  accuracy  achieved 
and  the  ability  of  the  vascular  laboratory  to  pro- 
vide information  which  supplements  that  provid- 
ed by  arteriography,  the  Intersociety  Commission 
for  Heart  Disease  Resources  has  concluded  that  a 
vascular  laboratory  is  desirable  in  all  institutions 
carrying  out  arteriography  or  treating  arterial  in- 
sufficiency.  These  labs  should  be 
able  to  achieve  accuracies  similar  to  the  ones  re- 
ported here.  In  hospitals  where  vascular  labora- 
tories are  used  extensively,  there  has  been  a pro- 
found effect  on  arteriographic  practice.  Although 
the  incidence  of  arteriography  has  not  decreased, 
the  incidence  of  negative  arteriographic  studies 


has  decreased.  Patients  with  physical  findings  not 
indicating  arteriography  have  been  found  to  have 
hemodynamically  significant  lesions,  and  then 
have  had  arteriography  in  preparation  for  surgic- 
al repair.  Patients  with  clearly  inoperable  disease, 
documented  by  the  vascular  laboratory,  have  been 
spared  an  arteriogram.  Aggressive  use  of  the  vas- 
cular laboratory  can  change  the  ratio  of  arterio- 
grams to  vascular  reconstructive  operations  from 
3:1  to  1:1.^°  It  has  become  increasingly  clear  that 
the  role  of  angiography  should  be  to  outline  the 
anatomical  distribution  of  arterial  disease  and  not 
guess  its  functional  significance,  or  even  make  the 
initial  diagnosis.  Conversely,  the  purpose  of  the 
noninvasive  vascular  laboratory  should  be  to  di- 
agnose the  presence  of  arterial  disease  and  to  de- 
fine^' physiology  rather  than  to  guess  at  anatomic 
detail. 

Civen  this  degree  of  reliability,  the  noninvasive 
vascular  laboratory  has  many  appropriate  uses. 
The  noninvasive  evaluation  of  patients  with  pe- 
ripheral vascular  disease  is  valuable  in  selecting 
patients  for  arteriography.  The  vascular  labora- 
tory provides  additional  physiologic  information 
which  supplements  that  provided  by  arteriog- 
raphy and  leads  to  more  accurate  identification  of 
significant  proximal  disease,  the  most  common 
cause  of  a failure  of  a distal  reconstruction.  Physi- 
ologic information  has  proven  highly  reliable  in 
predicting  the  healing  of  lesions  of  the  foot  or  the 
healing  of  amputations.  Followup  of  patients  with 
known  arterial  disease  or  with  a previous  arterial 
reconstruction  can  be  carried  out  on  a routine  ba- 
sis using  noninvasive  testing.  Perhaps  the  most 
valuable  u,se  of  the  noninvasive  laboratory  is  in 
the  patient  who  has  arterial  insufficiency  com- 
bined with  some  other  disease,  such  as  diabetes  or 
venous  stasis,  which  can  produce  the  same  symp- 
toms. In  these  patients  it  is  possible  to  determine 
how  much  of  the  patient’s  symptoms  and  how 
much  disability  is  associated  with  peripheral  vas- 
cular disease,  and  how  rhuch  is  caused  by  some- 
thing else.  Arterial  disease  can  be  placed  in  its 
proper  place  relative  to  other  diseases  existing  in 
the  same  patient. 

Summary 

The  concept  of  the  noninvasive  vascular  labora- 
tory has  become  extremely  popular  in  the  past  few 
years.  Vascular  laboratories  are  proliferating  in 
most  of  the  hospitals  in  Denver.  Our  comparison 
of  arteriography  in  vascular  laboratory  studies 
has  documented  a 96  per  cent  concordance  in  the 
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aortiliac  segment,  91  per  cent  concordance  in  the 
superficial  femoral  segment,  and  a 96  per  cent 
concordance  in  the  tibioperoneal  segment.  The 
vascular  laboratory  has  proven  highly  accurate 
not  only  in  identifying  patients  who  have  periph- 
eral vascular  disease,  but  also  in  assessing  its  phys- 
iologic significance.  Because  of  its  accuracy,  it  has 
proven  a valuable  adjunct  to  the  arteriogram  in 
the  management  of  peripheral  arterial  disease.  • 


•Charles  O.  Braniigan,  MD,  is  Assistant  Clinical  Professor  of  Surgery,  University  of 
Colorado  Medical  Center,  and  at  Department  of  Surgery,  Presbyterian  Medical 
Center,  Denver,  Colorado.  Address  correspondence  and  reprint  requests  to: 
Charles  O.  Brantigan,  MD,  1839  High  Street,  Denver,  Colorado  80218. 
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THANKS  FOR  HELPING  I 
TO  KEEP  UNITED  WAY  f 
IN  BUSINESS. 


Every  year,  United  Way  successfully  continues  to 
support  local  human  service  agencies  in  communities  all 
across  the  United  States. 

A lot  of  the  credit  for  this  success  goes  to  the 
dedicated  efforts  of  people  in  business— to  top  corporate 
leaders  who 
volunteer  their 
organizational 
skills  and  financial 
expertise,  to 
middle-manage- 
ment people  who 
work  lunch-hours 
and  evenings  to 
help  organize  local 
campaigns  and 
collect  money, 
to  the  newest 
mailroom  clerk 
who  swallows  his 
shyness  and  asks 
his  fellow  workers 
for  a last-minute  contribution. 

And  by  operating  like  any  other  modem,  well-run 
business  enterprise.  United  Way  succeeds  in  delivering 
the  maximum  in  human  services  for  the  dollars  — ^ 

that  are  collected. 

Thanks  again  ioxyour  help. 

^ .d....i.n9c.unc,i  Thaoks  to  you,  it  worKs.  Tof  all  oF US.  UnibedWSat| 


Denver  Task  Force  Studies  Public 
General  Hospitals 

The  Denver  Medical  Society  Task  Force  on 
Public  General  Hospitals  has  held  more  than  a 
dozen  meetings  in  the  course  of  which  wide- 
ranging  discussions  have  been  held  with  rep- 
resentatives of  the  two  hospitals  — Denver  Gen- 
eral Hospital  and  University  Hospital. 

Representatives  meeting  with  this  Task  Force 
and  related  Society  committees  have  included 
medical  studentsT  administrators,  house  staff, 
and  physicians  involved  in  administration.  While 
primary  emphasis  has  focused  on  the  current 
status  of  medical  education  and  research,  under- 
lying concerns  have  necessarily  addressed  the 
service  aspects  of  both  institutions.  The  Task 
Force  has  also  been  mindful  of  the  time  and  at- 
tention devoted  to  these  two  institutions  by  the 
Colorado  State  Legislature  over  the  past  four 
years.  At  various  times,  legislative  efforts  have 
been  directed  toward  an  understanding  of  the 
programs  and  relationships  of  the  facilities 
quantitatively  and  qualitatively.  More  recent 
legislative  efforts  directed  toward  resolving  the 
problem  of  providing  care  for  the  medically  in- 
digent is  commonly  recognized  as  having  prob- 
able major  impact  on  the  programs  of  both 
institutions. 

A document  is  being  developed  in  an  effort  by 
the  Denver  Medical  Society  to  recommend  a 
course  of  action  that,  in  the  opinion  of  the  Task 
Force,  would  benefit  both  programs,  the  com- 
munity at  large,  and  most  especially  the  pa- 
tients. Findings  will  be  based  on  the  perception 
of  the  Task  Force  of  the  current  realities  of  pro- 
gram for  both  hospitals,  their  relationships  to 
one  another  and  to  the  private  sector  of  the 
medical  community.  The  Task  Force  has  attempt- 
ed to  take  into  account  that  which  is  politically 
feasible,  financially  cost  effective,  and  consis- 
tent with  quality  medical  care.  The  document, 
when  completed,  will  be  considered  by  the  DMS 
Commission  on  Health  Care  Delivery,  the  DMS 
Board  of  Directors,  and  the  DMS  Council. 


ACP  Doctors  Honored 

Four  Colorado  physicians  were  honored  to  be 
elected  as  Fellows  of  the  American  College  of 
Physicians  in  May  of  1980.  They  include  Thomas 
M.  Hyers,  and  Gerald  S.  Kidd  II,  both  of  Aurora, 
John  M.  Vierling  of  Denver,  and  John  E.  Truell,  of 
Englewood.  The  Fellows  were  announced  during 
the  61st  annual  meeting  held  in  New  Orleans  in 
May. 


ENJOY 

THE  BROADMOOR 


sort  Address,"  its  5,000  ocres  nesfled  dong 
the  front  range  of  the  nnojestic  Pocky 
Mountains. 


Beautifully  appointed  occonnmodQtions 
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South  and  Broodmoor  West.  Dining  and  bev- 
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phisticated Charles  Court,  the  elegont 
Penrose  Boom  atop  Broodmoor  South  ond 
the  rustic  Tovern,  to  the  Orientol  richness  of 
the  Loke  Terroce  Lounge,  the  rollicking 
Golden  Bee  English  pub,  ond  the  Alpine 
warmth  ot  Winter  House  during  the  ski  seo- 
son.  The  Broodmoor  woy  of  life  olso  meons 
entertoinment  from  doncing  ond  listening 
enjoyment  in  Spec's  Spot  to  hondclopping 
sing-olong  ot  The  Golden  Bee. 

Every  conceivoble  recreotionol  focility 
owoits  guests,  including  golf  on  three  chom- 
pionship  18-hole  courses,  swimming  in 
three  heoted  outdoor  pools,  tennis  on  1 6 
courts— two  under  cover  in  winter,  snow 
skiing,  indoor  ice  skoting,  skeet  ond  trop 
shooting  plus  sightseeing  ventures  in  the 
wonderful  world  of  the  Pikes  Peok  Region! 

For  informotion  ond  reservotions:  (303) 
634-771  1. 
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Colorodo  Springs,  Colorodo  80901 
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Poor  Patient  Scheduling— 

It  May  Cost  You 

Are  you  rushed  at  the  office?  Do  your  patients 
grumble  in  the  waiting  room  as  your  schedule 
slips  behind  by  30  minutes,  then  an  hour?  Below 
are  some  basic  tips  which  may  help: 

1 . Define  your  patient  population 
Routine  - pre-scheduled 
Urgent  - pre-scheduled  or  walk-in 
Emergency  - walk-in 

2.  Assess  your  patient  mix  and  time  required 
to  deal  with  different  medical  problems 

Long  - 15  minutes 
Medium  - 10  minutes 
Short  - 5 minutes 

3.  Schedule  on  the  basis  of  each  hour.  Leave 
20-30  minutes  unscheduled  at  the  end  of  the 
hour  for  over-runs  or  work-ins. 

4 Start  on  time. 

These  are  basics.  If  you  have  practice  patterns 
that  suggest  a problem,  send  yourself  or  some- 
one in  the  office  to  a practice  management  sem- 
inar. These  problems  can  devastate  an  office. 
They  cost  you  patient  satisfaction  and  money.  As 
an  example,  a physician  was  recently  billed 
$75.00  by  another  professional  for  time  wasted 
in  the  waiting  room.  The  physician  also  lost  fu- 
ture business  from  the  patient.  Scheduling  is 
important. 


CME  Records  File  Received  by  CMS 
Members 

A blue  and  white  continuing  medical  educa- 
tion (CME)  records  file  should  have  arrived  at 
most  Colorado  Physicians'  offices  about  August 
15th.  The  file  has  been  provided  by  CMS  as  a ser- 
vice for  member  physicians  to  assist  them  in  re- 
cording their  CME  hours.  The  file  contains  print- 
ed suggestions  for  use  as  well  as  a summary  of 
the  Board  of  Medical  Examiners  regulations  gov- 
erning CME  requirements  for  relicensure. 

Members  who  have  not  received  a CME  rec- 
ord file  or  are  not  sure  how  to  use  it,  may  call  the 
Division  of  Continuing  Education  at  861-1221 
X 262  (or  toll-free  outside  the  Denver  metro  area 
at1-800-332-4150x262). 


Ex-Patient  Commends  Physician 

June  15,  1980 

Mr.  Brian  Stutheit 
Colorado  Medical  Society 
1601  E.  19th  Avenue 
Denver,  Colorado  80219 

RE:  Dr.  R.IT.  Altmix 
Hampden  Medical  Group 
221  E.  Hampden  Ave. 

Englewood,  Colo.  80110 

Dear  Mr.  Stutheit: 

1 wish  to  commend  for  your  information  the 
above  named  physician. 

Your  records  may  or  may  not  show  that  Dr.  Alt- 
mix  suffered  a stroke  some  two  years  ago,  and  has 
not  been  in  practice  since  that  time.  Dr.  Altmix 
was  the  family  physician  for  over  thirty  years,  and 
was  always  quick  to  recognize  a problem  and 
medicate  or  advise  for  the  mo.st  satisfactory 
conclusion. 

Last  March,  1 fainted  and  my  daughter,  not 
knowing  whom  to  call,  called  Dr.  Altmix  at  his 
home.  ...  He  of  course  very  wisely  told  her  to  call 
the  fire  department.  The  rescue  squad  of  course 
took  me  to  Swedish. 

The  real  show  of  concern  was  that  Dr.  Altmix 
found  someone  to  drive  him  to  Swedish  emergen- 
cy room,  and  he  dragged  himself  in  to  offer  assist- 
ance. He  of  course  very  wisely  turned  me  over  to 
another  physician. 

With  the  medical  profession  being  in  real  troub- 
le and  held  up  to  .so  much  criticism,  if  more  doc- 
tors would  take  a page  from  the  book  of  Dr.  Alt- 
mix better  feelings  would  result. 

The  future  medical  practice  of  Dr.  Altmix  is  of 
course  very  uncertain,  but  I did  want  your  Society 
to  hear  something  good  for  a change. 

Yours  truly, 

Arthur  W.  Hill 

1474  W.  Parkhill  Ave. 

Littleton,  Colo.  80120 
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THE  ARVADA  MEDICAL  CENTER 

Located  in  the  heart  of  Arvada  at  8859  Ralston  Road  has  a retail  space  and  two 
medical  suites  now  available  for  lease. 


RETAIL  SPACE 

Located  in  the  front  of  the  building  on  ground  level  and  adjacent 
to  building  entrance.  Large  display  windows  easily  visible  from 
Ralston  Road.  Private  restroom.  Ideal  for  small  pharmacy,  hear- 
ing aid  center  or  other  medically  related  sales  or  service.  Will 
refurbish  to  your  requirements.  Rent  is  $405/month. 

MEDICAL  SUITES 

1,095  square  foot  suite  consisting  of  a business  and  reception 
area.  Consultation  office,  three  examination  rooms,  large  x-ray 
room  with  leaded  walls  and  leaded  doors  with  passthrough  to 
dark  room  and  lab,  file  room,  storage  closets  and  private  rest- 
room. Suite  is  in  excellent  condition  but  we  will  wallpaper  or 
panel  to  suit  your  taste.  Rent  is  $776/month. 

606  square  foot  suite  consisting  of  a business  and  reception 
area.  Consultation  office,  two  examination  rooms,  small  lab  and 
a private  restroom.  Rent  is  $430/month. 


THE  ARVADA  MEDICAL  CENTER 

has  excellent  visibility,  good  identity  and  an  excellent  reputation.  The  Arvada 
Medical  Center  is  on  the  RTD  busline,  has  good  off-street  parking  and  a wheel- 
chair ramp  to  provide  easy  access  when  needed.  Common  area  waiting  lounges 
are  tastefully  decorated  with  hanging  plants,  rich  wood  paneling,  paintings, 
metal  sculptures,  skylights,  fine  carpeting  and  custom-designed  furniture.  For 
an  appointment  to  see  these  suites,  call  MR.  BOB  LEINO  (owner)  at  FULLER 
AND  COMPANY  — 292-3700. 


FIRST  ANNUAL  “ROBERT  L.  PERKIN  MEDIA  AWARDS  FOR  MEDICAL  REPORTING’’ 


A panel  of  judges  has  announced  its  decision  of  winners  in  the  first 
annual  "Robert  L.  Perkin  Media  Awards  for  Medical  Reporting."  Judges  in 
this  first  state-wide  competition,  sponsored  by  the  Colorado  Medical 
Society,  were;  Thomas  M.  Vernon,  MD,  Assistant  Director,  Colorado 
Department  of  Health  and  a member  of  the  CMS  Council  on  Public  Health,  Sam 
Archibald,  Associate  Professor  of  Journalism,  University  of  Colorado, 
Stewart  Perimeter,  Technical  Director-Producer,  University  of  Colorado 
Health  Sciences  Center  Department  of  Biomedics,  and  Robert  A.  O'Dell,  MD, 
Chairman,  Public  Information  Committee,  Colorado  Medical  Society. 

Awards  were  given,  based  on  the  technical  information  presentation, 
technical  production  of  the  story  or  the  feature  series,  ability  of  the 
reporter  to  convey  the  message  in  a factual  but  engaging  journalistic 
manner,  quality  of  photography  (where  photography  was  judged  to  be  an 
integral  part  of  the  report),  and  the  timeliness  of  the  story. 

There  were  two  categories  of  stories  in  the  competition;  Spot  News 
(meaning  news  stories  which  were  immediate  and  were  being  produced  in 
keeping  with  a daily  or  established  deadline),  and  Feature  Reports  (one 
of  a continuing  series  concerning  a single  subject). 

Judges  considered  the  entries  from  three  sources;  radio,  television 
and  newspaper — periodicals.  The  first  yearly  competition  produced  28 

entries  representing  all  three  areas  of  reporting.  The  following  are  the 
winners; 

Newspaper  Feature  Reports;  First  Place  to  Pamela  Avery,  Rocky 

Mountain  News.  "'80s  Seen  As  A Golden  Age  In  Disease  Work." 

Newspaper  Feature  Reports;  Second  Place  to  Pamela  Avery,  Rocky 

Mountain  News.  "What's  Up  Doc?. ...  Health  Care  Costs." 

Newspaper  Spot  News;  First  place  to  Louis  Kilzer,  Rocky  Mountain 
News.  "Vipoint Compound  X." 

Newspaper  Spot  News;  Second  place  to  Bill  S3nnons,  The  Denver  Post. 
"Transplant  of  Kidney  Links  Brother,  Sister." 

Television  Feature  Reports;  First  place  to  Jim  West,  KOA-TV  News, 
Denver.  "Reyes  Syndrome." 

Television  Feature  Reports;  Second  place  to  Burt  Gurule' , KMGH-TV 
News,  Denver.  "Children's  Burns." 

Television  Spot  News;  First  place  to  Sharon  Wright,  KMGH-TV  News, 
Denver.  "Toxic  Shock  Syndrome." 

Television  Spot  News;  Second  Place  to  Sharon  Wright,  KMGH-TV  News, 
Denver.  "Violence  In  Mental  Health." 

Radio  Feature  Reports;  No  award  given 

Radio  Spot  News;  No  award  given 

Presentation  of  the  awards  will  be  made  by  the  Officers  and  Trustees 
of  the  Colorado  Medical  Society  at  its  Annual  Session  of  the  House  of 
Delegates,  September  23-27,  1980,  at  the  Broadmoor  Hotel  in  Colorado 
Springs. 
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SEPTEMBER  1980 

14th-18th 

HOSPITAL  MEDICAL  STAFF  CONFERENCE  AND 
HOSPITAL  TRUSTEE  FORUM.  Estes  Park.  Contact: 
Estes  Park  Institute,  P.O.  Box  400,  Englewood,  CO 
80151.  761-7709. 

15th-18th 

PULMONARY  MEDICINE  - 1980:  AN  UPDATE  FOR 
THE  CLINICIAN.  Vail.  Contact:  Dale  E.  Braddy, 
Director  of  Education,  American  College  of  Chest 
Physicians,  811  Busse  Highway,  Park  Ridge,  IL 
60068.  (20  hours  of  AMA  Category  1 credit). 

21st-24th 

VASCULAR  SURGERY.  Denver.  Contact:  Office  of 
Postgraduate  Medical  Education,  University  of 
Colorado  Health  Sciences  Center,  4200  E.  9th  Ave., 
C-295,  Denver  80262.  394-5241. 

22nd-24th 

5TH  ANNUAL  VASCULAR  SURGERY  SYMPOSIUM. 

Brown  Palace  Hotel,  Denver.  Contact:  Office  of  Post- 
graduate Medical  Education,  University  of  Colorado 
School  of  Medicine,  4200  E.  9th  Ave.,  C-295,  Denver, 
CO  80262.  394-5241.  (18  hours  of  Category  1 AMA 
credit). 

24th 

COLORADO  REGIONAL  NEURORADIOLOGY  & 
COMPUTERIZED  TOMOGRAPHY  MEETING.  De- 
partment of  Radiology,  St.  Luke’s  Hospital,  Denver. 
Contact:  Leatha  Kibel,  394-7773.  (3  hours  of  AMA 
Category  1 credit). 

24th-27th 

110TH  ANNUAL  SESSION:  COLORADO  MEDICAL 
SOCIETY.  Broadmoor  Hotel,  Colorado  Springs.  Con- 
tact: Virginia  Bell,  Colorado  Medical  Society,  1601  E. 
19th  Avenue,  Denver,  CO  80218.  861-1221,  ext.  247. 

25th 

THROMBOEMBOLISM  AND  THROMBOLYTIC 
THERAPY.  Denison  Auditorium,  University  of  Colo- 
rado School  of  Medicine,  Denver.  Contact:  Office  of 
Postgraduate  Medical  Education,  University  of  Colo- 
rado School  of  Medicine,  4200  E.  9th  Ave.,  C-295, 
Denver,  CO  80262.  394-5241. 

25th-26th 

THE  RELATION  OF  ENVIRONMENTAL  POLLUTION 
TO  THE  CANCER  PROBLEM  IN  COLORADO.  AMC 

Cancer  Research  Center  and  Hospital,  Lakewood. 
Contact:  AMC  Cancer  Research  Center  and  Hospi- 
tal, 6401  W.  Colfax  Ave.,  Lakewood,  CO  80214. 
233-6501,  ext.  209. 


26th-27th 

9TH  ANNUAL  MONTROSE  FALL  CLINICS.  Mont- 
rose, CO.  Contact:  Kathy  Holman,  Montrose  Memo- 
rial Hospital,  800  S.  Third  St.,  Montrose,  CO  81401. 
249-2211.  (10  hours  of  AMA  Category  1 credit). 

27th 

CARDIOLOGY:  DIAGNOSIS  & SURGERY. The  Broad- 
moor, Colorado  Springs.  Contact:  Barbara  Porter, 
American  Association  of  Medical  Assistants,  6825 
Cliff  Palace,  Colorado  Springs,  Colorado  80911. 
(6  hours  CEU). 

OCTOBER  1980 

2nd 

ASSOCIATION  OF  PLANNED  PARENTHOOD  PHY- 
SICIANS POSTGRADUATE  PROGRAM.  Denver 
Hilton.  Contact:  Association  of  Planned  Parenthood 
Physicians,  810  7th  Ave.,  New  York  10019.  (404) 
329-3131.  (6  prescribed  hours  of  AAFP  credit). 

2nd 

NEUROPSYCHIATRIC  GRAND  ROUNDS.  Colorado 
State  Hospital,  Pueblo.  Contact:  Jay  Scully,  M.D., 
1600  W.  24th  Street,  Pueblo,  CO  81003.  543-1170. 
(APA  approved  for  Category  1 credit). 

12th-18th 

POSTGRADUATE  COURSE  ON  CLINICAL  MANAGE- 
MENT & CONTROL  OF  TUBERCULOSIS.  National 
Jewish  Hospital,  Denver.  Contact:  Paul  T.  David- 
son, M.D.,  Department  of  Medicine,  National  Jewish 
Hospital  & Research  Center,  3800  E.  Colfax  Ave., 
Denver  80206.  (48  hours  of  AMA  Category  1 credit; 
48  prescribed  AAFP  hours;  48  Colorado  Nurses 
Association  contact  hours). 

13th-18th 

26TH  ANNUAL  FAMILY  PRACTICE  REVIEW.  Denver. 
Contact:  Office  of  Postgraduate  Medical  Education, 
University  of  Colorado  Health  Sciences  Center, 
4200  E.  9th  Avenue,  Denver,  CO  80262.  394-5241. 

15th 

CARDIOLOGY  UPDATE  FOR  THE  FAMILY  PRAC- 
TITIONER. 6th  Floor  Classroom,  St.  Joseph’s  Hos- 
pital, Denver.  Contact:  Mary  Jean  Berg.  837-7598. 
(8  prescribed  hours  of  AAFP  credit). 

22nd 

COMMON  PROBLEMS  IN  PEDIATRIC  PRACTICE. 

Julesburg,  CO.  Contact:  Martin  J.  Rubinowitz,  M.D., 
The  Denver  Clinic,  701  E.  Colfax  Avenue,  Denver, 
CO  80203.  (AMA  Category  1 credit  and  AAFP  pre- 
scribed credit). 


22nd 

REGIONAL  COMPUTERIZED  TOMOGRAPHY/NEU- 
RORADIOLOGY/ULTRASOUND CONFERENCE.  St. 

Joseph’s  Hospital,  Denver.  Contact:  Leatha  Kibel. 
394-7773.  (3  hours  of  AMA  Category  1 credit). 

NOVEMBER  1980 

3rd-8th 

DENVER  POSTGRADUATE  INSTITUTE  IN  EMER- 
GENCY MEDICINE.  Denver  General  Hospital.  Con- 
tact: Peter  D.  Bryson,  M.D.,  Denver  General  Hos- 
pital, West  8th  Avenue  & Cherokee,  Denver,  CO 
80204.  893-7034. 

6th 

NEUROPSYCHIATRIC  GRAND  ROUNDS.  Colorado 
State  Hospital,  Pueblo.  Contact:  Jay  Scully,  M.D., 
1600  W.  24th  Street,  Pueblo,  CO  81003.  543-1170. 
(APA  approved  for  Category  1 credit). 

12th 

REGIONAL  COMPUTERIZED  TOMOGRAPHY/NEU- 
RORADIOLOGY/ULTRASOUND CONFERENCE. 

University  Hospital,  Denver.  Contact:  Leatha  Kibel. 
394-7773.  (3  hours  of  AMA  Category  1 credit). 

AMA  Receives  Golden  Trumpet 
Award 

The  AMA  will  receive  a "Golden  Trumpet 
Award"  for  its  membership  recruitment  and  re- 
tention campaign.  The  award  from  the  Publicity 
Club  of  Chicago  cites  a 16-mm  film  titled  "What 
is  the  AMA?  The  AMA  is  You";  a membership  kit 
called  "Organized  Medicine  Working  for  You"; 
AMA  Highlights,  a biweekly  newsletter  geared  to 
promote  membership;  Federation  Membership 
News,  which  shares  recruitment  tips  with  state 
and  county  medical  society  executives;  and  a 
mobile  van  unit  which  brought  information  on 
Association  activities  to  the  field. 
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14th-16th 

4TH  NATIONAL  CONFERENCE  ON  JOINT  PRAC- 
TICE. Brown  Palace  Hotel,  Denver.  Contact:  Wil- 
liam B.  Schaffrath,  Ph.D.,  The  National  Joint  Prac- 
tice Commission,  35  E.  Wacker  Dr.,  Suite  1990,  Chi- 
cago, IL  60601.  (312)  236-8920. 

DECEMBER  1980 

4th 

NEUROPSYCHIATRIC  GRAND  ROUNDS.  Colorado 
State  Hospital,  Pueblo.  Contact:  Jay  Scully,  M.D., 
1600  W.  24th  Street,  Pueblo,  CO  81003.  543-1170. 
(APA  approved  for  Category  1 credit). 

11th-13th 

THE  MANAGEMENT  OF  PATIENTS  WITH  BURN 
INJURIES.  Hilton  Hotel,  Denver.  Contact:  John  A. 
Boswick,  Jr.,  M.D.,  4200  E.  9th  Avenue,  Box  C-309, 
Denver,  CO  80262.  394-8718.  (18  hours  of  AMA  Cate- 
gory 1 credit). 

17th 

REGIONAL  COMPUTERIZED  TOMOGRAPHY/NEU- 
RORADIOLOGY/ULTRASOUND CONFERENCE. 

University  Hospital,  Denver.  Contact:  Leatha  Kibel. 
394-7773.  (3  hours  of  AMA  Category  1 credit). 


AMA  Takes  Stand  On  Marijuana 
Legislation 

A proposed  amendment  to  marijuana  legislation 
now  before  Congress,  which  would  maintain  ex- 
isting criminal  penalties  for  simple  possession, 
may  be  too  extreme,  the  AMA  told  the  Senate 
Judiciary  Committee.  In  a previous  statement  to 
the  House  judiciary  Committee,  the  AMA  urged 
Congress  to  be  "especially  careful  not  to  convey 
to  young  people  and  their  parents  the  message 
that  society  now  sanctions  marijuana  use."  How- 
ever, the  Association  expressed  concern  over 
"the  stigma  that  any  period  of  imprisonment  or  a 
felony  conviction  attaches  to  a young  person's 
record  and  the  lifelong  barriers  to  many  avenues 
of  employment  and  other  future  development 
that  may  result  from  sporadic  use  of  marijuana 
or  even  a moment  of  youthful  misdirection."  The 
AMA  called  for  a middleground  treatment  of 
people  found  guilty  of  simple  possession  of 
marijuana  and  for  severe  penalties  for  those  who 
traffic  in  the  illicit  marketing  of  controlled  sub- 
stances, including.marijuana. 


Environmental  radiation  concerns  in 

•perspective 

D.C.  Hunt,  PhD,  and  T.R.  Crites,  PhD,  MPH,  Golden,  Colorado 


Natural  Radiation  in  the  Environment 

We  are  all  radioactive  to  a measurable  extent 
and  live  in  a world  which  contains  a number  of  ra- 
dioactive elements  (about  70)  distributed  around 
us  in  the  air,  water,  and  soil.  Several  excellent  refer- 
ences exist  on  the  quantities  of  radioactive  materi- 
als which  are  found  in  the  environment;  from  text 
books’  to  reports  by  special  study  groups. ^ ^ 

The  soil  contains  many  of  the  heavier  natural  ra- 
dioisotopes, such  as  uranium,  thorium,  and  radium. 
Even  plutonium  is  found  in  nature  due  to  sponta- 
neous fission  neutron  interactions  in  uranium  de- 
posits. Isotopes  of  these  elements  are  generally  al- 
pha emitters  which  may  be  deposited  in  the  body 
through  inhalation  of  resuspended  dust  and  gase- 
ous decay  products  or  ingestion.  Average  lung  dos- 
es of  100  mrem/yr  due  to  these  alpha  emitters  are 
typical,  with  some  lung  regions  receiving  much 
higher  doses. ^ These  materials  also  are  generally 
present  in  water  supplies  where  concentrations 
may  vary  by  several  orders  of  magnitude.  Radium- 
226  intake  from  this  source  alone  may  reach  90 
pCi  per  day.  Potassium-40,  a naturally  occurring 
beta  emitter,  is  readily  incorporated  into  body  tis- 
sue. The  typical  person  contains  0.1  Ci  and  re- 
ceives a yearly  gonadal  dose  of  19  mrem  from 
this  isotope. 

Radioisotopes  are  continuously  produced  in  na- 
ture through  the  interaction  of  cosmic  rays  with 
atmospheric  nuclei.  Tritium  and  carbon-14  are 
two  which  are  incorporated  into  human  tissue 
and  can  be  measured  in  natural  systems. 

Radioactive  materials  in  the  environment  also 
contribute  to  external  exposures.  Combined  with 
the  radiation  exposure  we  receive  from  cosmic 
rays,  these  amount  to  from  70  to  175  mrem/yr  in 
the  United  States.  Variations  exist  due  to  differ- 
ences in  altitude,  the  mineral  content  of  soil  and 
the  living  conditions  of  area  residents.  Though 
radiation  exposures  to  significant  population 
groups  could  be  cut  in  half  by  geographic  relo- 
cation, no  one  has  yet  suggested  this  to  be  a 
worthwhile  change. 


Man  Made  Environmental  Sources  of 
Radiation 

while  natural  background  radioactivity  con- 
tributes significantly  to  the  average  person's  ra- 
diation dose,  nearly  half  of  the  total  expected 
exposure  originates  from  the  activities  of  man. 
Weapons  testing  fallout,  mining  activities,  burn- 
ing of  fossil  fuel,  nuclear  facility  operation,  med- 
ical procedures,  and  certain  consumer  products 
all  contribute  to  this  exposure.  These  will  be  con- 
sidered individually  as  follows: 

1.  Weapons  Testing  Fallout  - Since  nuclear 
weapons  testing  commenced  in  1945,  some  801 
nuclear  detonations  have  been  announced  by  six 
countries  with  a total  yield  of  about  325  mega- 
tons.'' Of  these  detonations,  approximately  270 
megatons  have  been  exploded  in  the  atmo- 
sphere hence  making  the  associated  fallout  di- 
rectly available  environmentally.  Most  of  the  en- 
vironmental fallout  injection  ceased  17  years 
ago  with  signing  of  the  limited  test  ban  treaty. 

A number  of  materials  are  environmentally  in- 
troduced by  nuclear  detonations.  These  include 
a wide  variety  of  radioactive  fission  products  (of 
which  ‘"'Sr  and  ”^Cs  are  perhaps  of  the  most  con- 
cern) and  also  unburned  uranium  and/or  plutoni- 
um. It  is  estimated^  that  seven  tons  of  plutonium 
have  been  released  into  the  atmosphere  from 
weapons  testing  and  further  that  about  0.25 
gram  of  this  plutonium  has  been  ingested  or  in- 
haled by  the  world's  population.  This  results  in 
an  estimated  population  dose^  equal  to  between 
0.1%  and  2%  of  the  natural  background  total. 

2.  Mining  - All  mining  operations  have  the  po- 
tential for  enhancing  environmental  radiation 
levels  by  bringing  to  the  surface  materials  with 
elevated  radioactivity  levels.  Phosphate  mining 
in  Florida,  as  an  example,  brings  to  the  surface 
rock  whose  total  alpha  activity  is  200pCi/g''  com- 
pared to  4 pCi/g  activity  in  typical  environmental 
rock  samples.’  Uranium  mining  is  the  activity 
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which  brings  to  the  surface  material  of  the  high- 
est specific  natural  alpha  activity.  These  are  typi- 
cally 5,000  pCi/gram  of  ore  or  12,500  times  usual 
environmental  alpha  activities.  The  mining  oper- 
ations themselves  emit  levels  of  radon  ranging 
from  0.5  to  20/uCi/min/1000  ft^  of  air  exhausted 
from  the  mine.  These  levels  of  radon  emission 
are  equivalent  to  the  natural  emissions  from 
about  0.2  km^  of  the  earth's  surface.^  Additional- 
ly the  mills  at  which  the  ores  are  concentrated 
generate  tailings  piles  and  settling  ponds  con- 
taining uranium  related  radioactivity.  Current 
practice  is  to  stabilize  tailings  piles  with  topsoil 
and  plantings  and  to  line  settling  ponds.  Lack  of 
such  precautions  in  the  past  has  led  to  radium 
activity  in  waterways  near  mills  of  10  to  100 
times  normal  environmental  levels  and  airborne 
radon  levels  near  tailings  piles  which  approach 
permitted  environmental  concentraions. 

3.  Fossil  Fuel  Consumption  - The  use  of  natural 
resources  frequently  increases  the  availability  of 
radioactive  materials  in  man's  environment. 
Coal  fired  plants  release  millions  of/iCi's  of  al- 
pha emitting  radionuclides  each  year  (290  milli- 
on of  uranium-238  and  250  million  of  thorium- 
232  in  1976)  and  give  rise  to  annual  fence  line  ex- 
posures comparable  to  existing  nuclear  power 
plants.  Bone  doses  are  estimated®  to  be  even 
higher.  The  use  of  natural  gas  for  cooking  causes 
doses  to  parts  of  the  lung  from  2 to  9 mrem/yr 
due  to  radon  gas.^ 

4.  Nuclear  - Emissions  of  radionuclides  from 
nuclear  facilities  such  as  nuclear  electrical  gen- 
erating stations  or  plants  like  Rocky  Flats  which 
handle  nuclear  materials  are  carefully  moni- 
tored, reported,  and  controlled.  Estimates’^  of 
radiation  to  the  general  public  from  nuclear 
power  plant  operation  are  .03  mrem/year  whole 
body  dose  or  about  .015%  of  the  natural  back- 
ground radiation  for  persons  in  the  Denver  area. 
Even  for  the  infamous  Three  Mile  Island  reactor 
accident,  the  average  whole  body  dose  to  those 
living  within  50  miles  of  that  plant  was  1.5  mrem 
or  0.75%  of  the  background  dose  (less  difference 
than  a two  week  vacation  to  Denver  for  those  in- 
volved). Plants  such  as  Rocky  Flats  also  contri- 
bute negligibly  small  radiation  levels  to  the  sur- 
rounding areas.  Estimates  from  the  most  recent 
Rocky  Flats  Monitoring  Report”  show  a maxi- 
mum probable  site  boundary  bone  dose  of  1.2 
mrem.  This  is  0.71%  of  the  area  background 
bone  dose  level.  Hence,  while  the  potential  ex- 


ists for  accidents  which  would  lead  to  exposures 
approximately  equivalent  to  annual  natural  radi- 
ation doses,  the  current  "track  record"  of  nucle- 
ar facilities  has  been  exceptionally  good  with  re- 
gard to  environmental  exposures  of  populations 
in  surrounding  areas. 

5.  Medical  - The  medical  use  of  radioactive 
isotopes  also  introduces  a potential  for  exposure 
to  members  of  the  general  public.  Though  the 
consequences  of  dose  to  individual  patients  is 
considered  justified  in  the  patient's  treatment, 
their  excreta  and  the  disposal  of  these  medicines 
by  hospitals  or  clinics  increases  the  quantity  of 
radioactive  material  in  the  environment.  Month- 
ly use  rates  of  one  million  ^Ci  of  iodine-131  and 
eight  to  nine  million  /xCi  of  technetium-99m  have 
been  reported  for  a single  hospital.’^  Current 
practice  is  to  release  a patient  from  control 
while  still  containing  thousands  of/^Ci's  of  activi- 
ty, Individually,  these  isotopes  are  generally 
less  radiotoxic  than  some  of  the  longer  lived  iso- 
topes. The  medical  exposures  contributed  to  the 
general  public  give  rise  to  concern  over  the  ade- 
quacy of  their  control.’®  The  ERA  has  estimated 
an  average  radiation  dose  of  75  mrem  per  year 
per  person  due  to  medical  sources. 

6.  Consumer  Products’-  Advancing  technology 
has  led  to  the  incorporation  of  radioactive  ma- 
terials into  a number  of  products  generally  avail- 
able to  the  public.  Hundreds  of/iCi's  of  tritium 
and  tens  of/,tCi's  of  promethium-147  are  incor- 
porated into  individual  wrist  watches  to  provide 
illumination.  Emergency  exit  signs  may  contain 
as  much  as  three  million /x  Ci's  of  tritium  each. 
The  disasterous  use  of  radium  for  similar  pur- 
poses has  ceased,  but  some  radium  dials  still  re- 
main. Smoke  detectors  commonly  contain  sever- 
al pi  Ci's  of  the  alpha  emitter  americium-241  and 
commercial  units  contain  an  average  of  50  |x  Ci's 
each.  This  material  is  involved  in  fires  at  a great- 
er annual  rate  than  the  Rocky  Flat  Plant  emits 
the  less  radiotoxic  plutonium.  Use  of  radioiso- 
topes in  such  diverse  products  as  static  eliminat- 
ors, depth  gauges,  well  logging,  radiography, 
etc.,  have  become  so  common  that  many  people 
don't  even  realize  their  presence. 

Monitoring 

Radionuclide  monitoring  is  performed  exten- 
sively on  scales  ranging  from  global  to  local.  The 
monitoring  of  worldwide  weapons  test  fallout 
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has  been  done  by  the  Department  of  Energy's 
Environmental  Measurements  Laboratory  (EML) 
since  1954.  As  an  example,  global  ‘'“Sr  deposition 
and  concentration  in  precipitation  has  been 
monitored  since  1954  at  77  land  and  ocean  sites. 
Air  sampling  for  12  radionuclides  (including  ^^«Pu 
and  2^“Pu)  at  51  stations  worldwide  (including  up 
to  four  stations  near  the  Rocky  Elats  Plant)  has 
occurred  since  1963.  Other  routine  surveillance 
operations  include  analysis  of  milk  and  tap  wat- 
er at  several  U S.  locations.  Results  from  these 
programs  are  given  in  EML  Reports. 

Nationwide,  environmental  radionuclide  sur- 
veillance is  currently  performed  by  the  U S.  En- 
vironmental Protection  Agency  (USEPA).  The 
USEPA  conducts  special  surveillance  activities 
such  as  the  determination  of  environmental 
plutonium  levels  near  the  Trinity  Test  Site’^  and 
measurement  of  radionuclides  in  cattle  near 
the  Nevada  Test  Site.^®  The  major  USEPA  routine 
surveillance  activity  for  radionuclides  is  in 
the  Environmental  Radiation  Ambient  Monitor- 
ing System  (ERAMS).  This  was  established  in 
1973  by  the  USEPA  Office  of  Radiation  Pro- 
grams (ORP)  and  provides  country-wide  meas- 
urements of  radionuclides  in  air  and  water  as 
well  as  ambient  gamma  level  determinations. 
Airborne  plutonium  and  uranium  levels  are  de- 
termined at  22  sampling  stations.  Eifty-eight  sur- 
face water  sampling  stations  (either  background 
or  near  nuclear  facilities)  measure  tritium  and 
total  gamma  levels,  while  drinking  water  sam- 
ples are  obtained  from  78  sites.  These  results  are 
given  in  a series  of  USEPA-ORP  Reports. 

Within  Colorado,  the  general  radionuclide  en- 
vironmental monitoring  is  done  by  the  Colorado 
Department  of  Elealth  (CDH).  Monitoring  near 
nuclear  facilities  and  operations  such  as  the  Eort 
St.  Vrain  Nuclear  Generating  Station  or  the 
Rocky  Elats  Plant  is  performed  by  the  facility  op- 
erators with  confirmatory  surveillance  supplied 
by  CDH  and  in  a few  cases  by  County  Health  De- 
partments. In  the  case  of  the  Rocky  Elats  Plant, 
these  monitoring  results  are  presented  monthly 
at  public  "data  exchange  meetings"  and  report- 
ed in  associated  surveillance  documents. 

Controlling 

Numerous  organizations  exist  for  the  control 
of  radioactive  emission  to  the  environment.  The 
Nuclear  Regulatory  Commission  (NRC)  has  en- 
acted legislation  for  the  regulation  of  commer- 
cial (licensed)  activities.  The  Department  of 
Energy  regulates  the  limits  on  its  contractors. 


The  EPA  has  recently  been  promulgating  nation- 
al requirements  in  air,  water,  and  soil  radioactivi- 
ty. In  the  past,  agencies  such  as  the  Public 
Health  Service,  Eederal  Radiation  Council,  NCRP, 
etc.,  have  been  involved.  Additionally  State  and 
local  governing  bodies  may  enact  requirements 
of  their  own. 

Operators  of  nuclear  facilities  are  in  a posi- 
tion to  control  their  release  of  radioactive  ma- 
terial to  the  environment  and  so  are  carefully 
regulated.  Controls  on  ventilation  (filtration), 
water  processes,  and  operations  are  used  along 
with  sophisticated  monitoring  equipment  to  pro- 
vide assurances  of  minimal  environmental  im- 
pact. Based  on  a zero  risk  approach,  these  emis- 
sions have  been  reduced  to  the  point  that  they 
now  contribute  considerably  less  dose  to  the 
population  than  other  similar  radiations  in  na- 
ture.Regulations  on  where  people  live,  their 
type  of  housing,  etc.,  could  now  have  a greater 
effect  on  reducing  population  exposure  than  ad- 
ditional controls  on  nuclear  operations. 

Control  of  radiation  dose  due  to  the  natural 
environment,  even  though  offering  greater  dose 
reduction,  may  not  be  desirable.  Likewise,  the 
expenditure  of  funds  to  reduce  further  nuclear 
plant  emissions  so  far  below  the  natural  back- 
ground may  offer  no  health  benefit. 

Comparative  Aspects  of  Radiation  Risks 

Estimates  of  Sagan^°  (from  calculations  made 
by  Professor  Ralph  Lapp  based  on  BEIR  Commit- 
tee results)  indicate  that  of  the  approximately 
400,000  cancer  cases  and  350,000  genetic  effects 
expected  each  year  from  all  causes,  about  1.5% 
and  0.1%  respectively  would  be  radiation  in- 
duced. The  radiation  induced  health  effects  may 
then  be  further  broken  down  into  numbers  of 
health  effects  due  to  radiation  exposures  from 
various  sources.  Thus  51%  of  those  genetic  ef- 
fects and  cases  of  cancer  thought  to  be  radiation 
induced  would  be  associated  with  natural  back- 
ground radiation,  43.3%  with  medical  diagnostic 
procedures  and  5.7%  with  other  causes.  The 
other  causes  include  2.5%  from  technologically 
enhanced  (e  g.,  burning  coal,  mining  phosphates) 
radiation  and  3.2%  from  fallout,  nuclear  power 
generation,  and  nuclear  facility  operation.  On  a 
probability  basis  then,  an  individual's  annual 
chance  of  experiencing  a somatic  health  effect 
as  a result  of  exposure  to  weapon's  testing  fall- 
out, nuclear  power  generation,  or  nuclear  facili- 
ty operation  is  7.1  out  of  10,000,000  and  their 
chance  of  genetic  effect  is  4.7  out  of  100,000,000. 
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Summary 


One  other  interesting  comparison  can  be 
made,  namely  a specification  of  the  actual 
health  effect  causing  potential  of  plutonium  in 
relation  to  other  common  carcinogenic  environ- 
mental pollutants.  This  is  done  by  (1)  determining 
the  ratio  of  the  estimated  environmental  emis- 
sions of  the  pollutants^^  in  question  to  that  of 
plutonium  and  (2)  dividing  this  by  the  ratio  of  the 
amount  of  pollutant  permitted  in  water  or  air^'* 
to  that  permitted  for  plutonium.  This  was  done 
for  eight  materials  - selenium,  chromium,  benzo- 
a-  pyrene  (BAP),  arsenic,  asbestos,  nickel,  vanadi- 
um, and  cadmium.  The  results  show  that  all  eight 
pollutants  are  much  more  of  an  environmental 
threat  than  plutonium.  The  relative  threat  values 
for  airborne  material  ranged  from  4.8  X 10^  for 
BAP  to  79  for  cadmium  with  an  average  of  6.26 
X 10^(i.e.,  they  are  six  million  times  more  threat 
than  plutonium).  The  corresponding  relative 
health  effect  values  for  waterborne  material 
ranged  from  2.86  X 10^  for  cadmium  to  7.69  X 
10^  for  chromium  with  an  average  of  5.16  X 10^. 
Additionally  many  of  these  materials  have  an  in- 
finite environmental  half-life. 


We  live  in  a sea  of  radiation,  most  of  which  is 
either  natural  background  or  due  to  medical 
therapeutic  and  diagnostic  procedures.  This 
amount  of  radiation  contributes  a very  small  (2 
chances  in  100,000  per  year)  health  effect  risk 
compared  to  other  commonly  accepted  hazards 
of  everyday  life  (20  in  100,000  per  year  auto  fa- 
tality, 100  in  100,000  per  year  tobacco  smoking 
deaths).  A disproportionate  amount  of  money, 
time,  and  effort  has  none-the-less  been  spent  on 
attempting  to  monitor  and  control  man-made  ra- 
diation sources.  As  an  example^^  this  country  is 
planning  now  to  spend  $200,000,000  per  fatality 
averted  on  the  containment  of  high  level  de- 
fense related  nuclear  waste  while  spending 
$75,000  per  fatality  averted  for  hypertension 
control  or  $70,000  per  fatality  averted  in  lung 
cancer  screening  and  care.  At  a time  when  we 
are  beginning  to  learn  the  limits  of  our  national 
resources,  it  is  necessary  to  increase  the  sense  of 
perspective  brought  to  environmental  radiation.  • 
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Adoption  of  Children 

This  article  outlines  the  statutory  prerequi- 
sites to  adoption  in  Colorado.  Except  in  very 
limited  circumstances  involving  succession  to 
an  estate,  the  statute  affords  the  only  legal 
method  of  adoption.  Keep  in  mind  that  the  cri- 
teria for  who  may  adopt  and  availability  for 
adoption  are  baseline  minimums.  People  peti- 
tioning to  adopt  a child  will  still  face  evaluation 
of  financial  well-being,  morals,  and  other  consid- 
erations for  the  child's  good.  As  the  Colorado 
Supreme  Court  once  stated,  adoption  laws  were 
drafted  as  an  attempt  to  reconcile  the  right  to 
custody  of  their  own  chidren  which  nature  gives 
to  parents  with  the  primary  consideration  of  the 
welfare  of  the  child.  (Emphasis  added.) 

Who  May  Adopt; 

a)  A person  over  the  age  twenty-one 

b)  A minor,  with  court  approval 

c)  Spouses  who  are  not  legally  separated  and 
desire  to  adopt  a child  must  petition  jointly 

d)  If  one  petitioning  spouse  is  already  the  na- 
tural parent,  then  only  the  other  spouse  needs  to 
petition  for  adoption. 

Availability  and  Methods  for  Adoption; 

A child  present  in  the  state  at  the  time  of  a pe- 
tition for  adoption  must  be  "available"  as  de- 
fined in  the  law.  A roughly  stated  prerequisite  is 
that  a court  must  verify  that  any  pre-existing 
parental  relationship  has  terminated.  Termina- 
tion may  result  from  many  methods  under 
varied  circumstances.  Some  other  interesting 
specifics  include: 

a)  Placement  of  a child  cannot  be  arranged 
outside  Colorado  unless  the  department  of  so- 
cial services  has  verified  that  the  placement 
agency  is  licensed  or  authorized  by  the  laws  of 
the  other  state  and  that  any  custody  was  ob- 
tained legally. 

b)  Children  twelve  years  of  age  or  older  must 
make  written  consent  to  a proposed  adoption. 

c)  A minor  parent  may  give  consent  to  the 
adoption  of  the  natural  child. 

There  are  legal  provisions  which  seem  to  have 
been  aimed  at  the  "grey  market"  in  babies. 
People  may  not  offer,  give,  charge  or  receive  any 
money  or  other  thing  of  value  in  connection  with 
a consent  to  adoption  or  with  a petition  to  adop- 
tion. (C.R.S.  1973,  19-4-115.)  No  placement  for 
adoption  may  be  made  by  anyone  other  than  the 
court,  the  county  department  of  social  services. 


a licensed  child  placement  agency  or  an  indivi- 
dual in  whom  the  court  has  placed  legal  guardi- 
anship. (C.R.S.  1973,  19-4-108.)  This  is  reinforced 
by  a law  prohibiting  placement  of  a child  in  a 
home,  other  than  with  relatives,  by  anyone  not  li- 
censed as  a child  placement  agency.  (C.R.S.  1973, 
26-6-104.) 

Additionally,  Colorado  has  signed  the  Inter- 
state Compact  on  Placement  of  Children  (C.R.S. 
1973,  24-60-180,  1875  Supp.)  In  Colorado,  Milton 
Hanson  of  the  Department  of  Social  Services  has 
been  designated  the  administrator  who  coordin- 
ates activities  under  the  Compact.  Only  five 
states  are  not  Compact  members.  They  are 
Hawaii,  Michigan,  Nevada,  New  Jersey,  and 
South  Carolina. 

Signatories  to  the  Compact  are  bound  to  give 
the  other  states  notice  of  transfer  of  a child  as  a 
preliminary  to  adoption.  Persons  wishing  to 
place  a Colorado  child  in  another  state  must  first 
receive  approval  of  the  Colorado  Compact 
administrator. 

Signatories  to  the  Compact  also  agree  not  to 
send  a child  across  state  lines,  or  to  bring  one  in, 
unless  the  applicable  laws  of  the  receiving  state 
are  complied  with. 

Brian  K.  Stutheit 
Director,  Division  of  Professional  and  Patient 
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new 

members 

Boulder  Medical  Society:  William  H.  Milburn, 
Stephen  M.  Fries,  Robert  C.  Scaer,  Carol  R.  Ryan. 
Adams/Aurora  Medical  Society:  Eduardo  P.  Pajon, 
Hr,  William  W.  Eversmann,  Jr,  Barry  E.  Shesol, 
Joseph  A.  Tyburczy. 

Denver  Medical  Society:  Bernard  R.  Pacini,  John 
T.  Sharp,  Keith  A.  hammers. 

Northwestern  Medical  Society:  V.  T.  Patel. 

La  Plata  Medical  Society:  Andrea  L.  Stone,  John 
W.  Cartier. 

Delta  County  Medical  Society:  William  C.  Panek. 
Mesa  County  Medical  Society:  Mary  K.  Mastin. 
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vM3nt  ads 


MEDICAL  OPPORTUNITIES 

AMERICAN  PARA  PROFESSIONAL  SYSTEMS  seeks  physi- 
cians fo  do  basic  examinations  on  mobile  basis.  Flexible  hours, 
full  or  part  time.  Looking  for  physicians  in  Denver  area  and  rest 
of  state.  Call:  Martin  Seldin,  Director,  (303)  758-3124,  or  write 
APPS,  2020  South  Oneida  Street,  Suite  §11,  Denver,  Colorado 
80224.  1179-22-TFB 

ASSOCIATE  PLASTIC  SURGEON  NEEDED  for  suburban 
Denver  cosmetic  surgery  clinic.  Fully-equipped  clinic,  includ- 
ing RN-staffed  private  operating  suite  with  location  next  to 
hospital.  Prefer  interest  in  breast  and  abdominal  surgery  as 
well  as  board  certification  or  eligibility.  Financial  arrangements 
negotiable.  Please  contact;  Bob  Charter,  Business  Manager, 
1455  South  Potomac,  Suite  201,  Aurora,  Colorado  80012,  or 
Call:  (303)  751-4221.  980-7-2B 

FAMILY  PRACTITIONER  AVAILABLE.  Board-certified, 
mature,  with  broad  experience,  available  for  locum  tenens  in 
Denver  or  association  with  a physician  desirous  of  sharing  a 
practice  and  several  months'  time  off  per  year.  Contact:  Box 
980-4-2B,  Colorado  Medicine,  1601  East  19th  Avenue,  Denver, 
Colorado  80218.  980-4-2B 

FAMILY  PRACTITIONER  WANTED  for  Green  River,  Wyo- 
ming, to  perform  general  medical  and  obstetrical  services  in 
clinic  and  hospital.  Salary:  $45,000  per  year.  Must  be  eligible 
for  licensure  in  Wyoming.  Contact:  Bob  Storti,  Castle  Rock 
Hospital  District,  131  E.  Railroad  Avenue,  Green  River,  Wyo- 
ming 82935.  780-4-3B 

EMERGENCY  DEPARTMENT  DIRECTORSHIP  AVAILABLE. 
A full-time  ER  position  available  immediately  in  Scottsbluff, 
Nebraska.  New  ED  and  ICU  facilities.  The  Hospital  is  the  trauma 
and  paramedic  base  station  for  Western  Nebraska.  Located 
ninety  miles  northeast  of  Cheyenne,  the  hospital  encompasses 
a 30,000  service  area.  Contact:  M.L.  Mooradian,  P.O.  Box 
8013,  Fresno,  California  93747,  or  Call:  (209)252-1618.  780-5-3B 

PHYSICIAN'S  ASSISTANT.  5 years  in  general  practice  with 
special  interest  in  pediatrics  and  emergency  care.  For  about  2 
years  I have  been  looking  for  a srrtall  area,  preferably  in  the 
mountains  and  served  by  one  or  two  physicians.  Charles  Scott, 
PA,  917  Larimer,  Pratt,  Kansas,  or  call;  (316)  672-2969. 

780-6-3B 

REGISTERED  PHYSICAL  THERAPIST  DESIRES  TO  RELO- 
CATE to  Colorado-Wyoming  area.  Interested  in  clinic,  group 
of  physicians  or  hospital  that  needs  Physical  Therapy  Services. 
Willing  to  negotiate  contract  or  set  up  facility.  7 years  exper- 
ience in  private  practice.  Resume  and  references  available 
upon  request.  Write  or  Call:  David  Strickland,  RPT,  6855 
West  Clearwater,  Suite  M,  Kennewick,  Washington  99336, 
or  Phone;  (509)  735-1602.  980-6-6B 

WANTED:  SURGEON  to  assist  in  General,  Thoracic,  Ortho, 
and  Neuro  Surgery.  Denver  Metro  Area.  Excellent  oppor- 
tunity. Part  time  or  full  time.  Call:  (303)573-4917.  980-1-lB 


PROPERTIES  — FOR  LEASE 

AURORA  MEDICAL  SPACE.  14th  and  Peoria.  Reception 
area,  private  office,  3 examining  rooms,  laboratory,  x-ray 
room,  dark  room,  toilet,  air  conditioning,  off-street  parking, 
900  square  feet.  $500  per  month  negotiable.  Call:  (303) 
681-2069.  380-11-3B 


FOR  LEASE:  Medical  office  space  in  Lakewood,  Colorado 
building.  Suite  for  one  doctor  and  some  equipment  available. 
Immediate  referrals.  Call:  (303)238-4811.  579-12-TFB 

FOR  RENT:  KAUAI,  HAWAII  - Deluxe  ocean  bluff  condo  in 
Princeville  Resort.  Golf,  pool,  free  tennis.  One  bedroom. 
$60. 00/night.  Two  bedroom,  $70. 00/night.  Weekly  rates  avail- 
able. Write  or  Call;  F.E.  Acker,  5928  Routt  Street,  Arvada, 
Colorado  or  (303)  424-6595.  880-4-3B 

FOR  LEASE:  VACATION  IN  STEAMBOAT  SPRINGS. 
Four  bedroom,  four  baths,  townhouse  sleeps  12.  Furnished: 
GE  kitchen,  W/D,  TV.  Recreation:  Lake/stream  fishing,  hiking 
trail,  golf,  swimming,  tennis,  horses  nearby.  R.L.  PENFOLD, 
MD,  1908  Pawnee  Drive,  Fort  Collins,  Colorado  80525.  Or 
call:  (303)484-2255.  680-5-3B 

FOR  LEASE:  Colorado  Springs  space;  1000  sq.  ft.  in  Medical- 
Dental  Building  on  prime  Academy  Boulevard  location.  Suites 
at  $600.00  per  month,  with  ample  parking.  Contact:  Peter 
Ehrlich  at  (303)  455-8877.  980-9-2B 

PROPERTIES  — FOR  SALE 

FOR  SALE;  500  MA  Picker  X-Ray  Model  G500S.  8 years  old, 
$14, 000. 00 /less  trade-in,  installed  with  new  guarantee.  Plaza 
Medical,  Inc.  9780  East  Girard  Ave.,  Denver,  Colorado  80231, 
orCall;  (303)695-4441.  980-2-3B 

FOR  SALE:  COLORADO  MOUNTAIN  VALLEY,  equidis- 
tant from  Denver,  Colorado  Springs,  and  Breckenridge.  Very 
private  retreat,  surrounded  by  Pike  National  Forest.  Price: 
$250,000  to  $300,000,  depending  on  terms.  Contact:  Hay 
Creek  Ranch,  P.O.  Box  1214,  Breckenridge,  Colorado  80424. 

880-5-2B 

FOR  SALE:  Physio  Control  Life-Pak  33  portable  heart  mon- 
itor/defibrillator with  rechargeable  battery,  cost  $6,800.00, 
new.  Will  sell  for  $1,800.00  with  1 year  guarantee.  Plaza  Med- 
ical, Inc.,  9780  East  Girard  Avenue,  Denver,  Colorado  80231. 
Call:  (303)695-4441.  980-3-3B 

SERVICES 

ATTORNEYS  AT  LAW.  We  handle  serious  motorcycle,  auto- 
mobile, and  on-the-job  accidents.  We  offer  your  patient  a con- 
tingency fee  arrangement  and  initial  free  consultation.  Call: 
Malman  & Malman,  Denver:  892-0543,  and  Evergreen:  574-3315. 

580-15-5B 

MISCELLANEOUS 

BOOKKEEPING,  ACCOUNTING.  Complete  service  is  desired. 
All  phases  of  general  ledger,  depreciation  schedules,  accounts 
receivable,  quarterly  payroll  tax  returns.  Excellent  exper- 
ience (16  years)  and  background.  Able  to  set  up  new  or  use  ex- 
isting system.  Pick-up  and  deliver.  Call:  (303)  755-1510. 

980-5-4B 

MEDICAL  EQUIPMENT  AVAILABLE,  new  and  used  at  reason- 
able prices.  We  also  purchase  used  serviceable  medical  equip- 
ment. Concerning  your  particular  needs  contact  Medical  In- 
strumentation Labs,  9260  Knox  Court,  Westminster,  Colorado 
80030.(303)426-3276.  580-13-6B 

FOR  SALE:  30MA  Prof-X-Ray  Unit  with  bucky  pad  and  stir- 
rups. S and  S Floor  screen  and  wall-mounted  chest  cassette 
holder,  $1,500.00.  Write  or  call:  R.S.  Squires,  MD,  12128  East 
14th  Avenue,  Aurora,  Colorado  80011,  or  (303)  366-5830. 

780-3-3B 

RELIEVE  YOUR  GAS  PAINS  PROMPTLY.  Get  a warranty 
too!  Call  Ron  Taylor,  T.  D.  (Transportation  Diagnostician)  at 
Kurland  Datsun  (Denver),  861-8858  for  a positive  prognosis 
today.  980-8-lB 
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dictions from  noted  economist  about  medicine  and 
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THE  COVER 

K.  Mason  Howard,  M.D.,  of  Arapahoe  County 
Medical  Society  is  the  newly-installed  President  of  Col- 
orado Medical  Society.  Dr.  Howard  is,  of  course, 
already  familiar  to  many  of  you  throughout  Colorado, 
and  he  hopes  to  become  acquainted  with  every 
member  of  CMS.  You'll  be  hearing,  regularly,  from  the 
President's  office  through  his  monthly  President's  Let- 
ter as  well  as  his  visits  to  component  society  and 
specialty  society  meetings  throughout  the  coming  year. 
(Note;  See  President's  Letter,  p.  344,  and  President's 
Challenge  for  the  '80s,  "At  Press  Time). 
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presidenfe 
^ Etter 


It  is  October,  1980,  and  we 
all  realize  that  another  year 
has  dwindled  preciously 
close  to  exhaustion.  For 
whatever  resolutions  we 
nnade  in  the  previous  year  we 
have  little  time  left  to  bring 
them  to  pass;  we  have  just 
completed  another  Annual 
Session  during  which  the 
House  of  Delegates  received  many  new,  propos- 
ed resolutions,  ostensibly  to  be  carried  out  dur- 
ing the  coming  year. 

The  annual  President’s  Planning  Session 
was  held  in  early  September,  at  which  time  a 
statement  of  purpose  and  list  of  goals  were 
hammered  out,  based  on  staff  research  and  on 
the  priorities  placed  on  the  related  programs  by 
physician-members  of  the  Colorado  Medical 
Society.  There  was  a strong  thread  of  continuity 
woven  throughout  the  ten  major  areas  of  con- 
centration; that  theme  is  COMMUNICATIONS 
. . . communications,  principally,  among  mem- 
bers and  component  organizations  of  CMS,  be- 
tween CMS  components  and  specialty  socie- 
ties, between  CMS  members  and  allied  health 
professionals,  between  CMA  members  and 
their  elected  Association  officers,  and  between 
physicians  and  the  general  public. 

The  1980  President’s  Planning  Session  did  a 
number  of  things  for  me  as  I assumed  the  new 
office:  first,  the  meeting  gave  me  considerable 
insight  into  the  attitudes  and  the  concerns  of 
the  CMS  leadership  and  general  membership; 
second,  this  session  helped  establish  in  my 
mind  the  methods  by  which  the  Colorado  Medi- 
cal Society  can  accomplish  considerable  good 
for  its  members  and  forthe  public  at  large;  third, 
the  planning  session  developed  a program  of 
purpose  and  goals  which  can  be  carried  on  from 
one  association  year  to  the  next,  with  little  dis- 
ruption because  of  a change  in  the  elected  ad- 
ministration; fourth,  the  program  priorities  ex- 
pressed by  the  1980  President’s  Planning  Ses- 
sion showed  me  a singleness  of  purpose  which 
has  not  always  been  paramount  in  this  organi- 
zation. This  commonality  of  thought  and  pur- 
pose provides  me  with  a very  realizable  goal  for 
the  coming  year. 

I plan  to  implement  your  programs  to  the  best 
of  my  ability  and  the  ability  of  our  budget  to  cov- 
er the  costs.  We  have  had  an  excellent  and  a 


highly  productive  year  under  the  leadership  of 
Ray  Witham.  Our  planning  will  enable  the 
Societies  to  carry  on  with  the  strong  alliances 
and  the  positive  strides  made  by  Ray  and  the 
Society  staff  during  the  year. 

There  is,  however,  one  condition:  communi- 
cation is  a two-way  street!  You  must  communi- 
cate with  your  CMS  officers  and  staff.  You  must 
make  your  feelings  and  your  wishes  known,  in 
order  that  the  Society  may  best  serve  your  pro- 
fessional and  personal  interests. 

Let’s  start  immediately  to  activate  these  new 
association  purposes  and  goals.  Let  me  hear 
from  you  . . . now! 

Respectfully, 
K.  Mason  Howard 


Dfoctioe 

mancgement 


Negotiations  with  Blue  Cross/ 
Blue  Shield 

The  special  committee  for  negotiations  with 
Blue  Cross/Blue  Shield  (now  known  as  the 
Rocky  Mountain  Hospital  and  Medical  Sen/ice 
Corporation)  is  engaged  in  productive  talks 
which  center  on  the  following  issues: 

1.  Public  relations  messages  which  may  po- 
larize physicians  and  Blue  Cross/Blue  Shield. 

2.  Administrative  response  mechanism  used 
by  Blue  Cross/Blue  Shield. 

3.  Physician  practice  management  difficul- 
ties. 

4.  Patient  and  Physician  education  required 
in  the  reimbursement  system. 

5.  Cost  effective  coverage  which  is,  or  may  be 
offered. 

» Each  issue  represents  a concern  expressed 
throughout  the  state.  Initially,  the  CMSwill  work 
to  change  messages  which  may  confuse 
patients  and  reflect  poorly  on  Physicians. 
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Ward  Darley,  M.D.— 
An  Appreciation 


The  Colorado  Consortium  for  Continuing 
Medical  Education  recently  began  to  publish  the 
PINK  SHEET,  a newsletter  for  Colorado  continu- 
ing medical  educators.  That's  a strange  name  for 
a newsletter— unless  you  know  that  the  title 
evokes  the  memory  of  Dr.  Ward  Darley,  former 
Dean  of  the  University  of  Colorado  School  of 
Medicine  and  President  of  the  University. 

In  the  late  1960's,  having  retired  as  Executive 
Director  of  the  Association  of  American  Medical 
Colleges,  Ward  was  working  with  me  and  the 
Western  Interstate  Commission  for  Higher  Edu- 
cation on  a plan  for  medical  education  in  the 
sparsely  settled  states  of  Idaho,  Montana,  Ne- 
vada and  Wyoming.  The  published  version  of  the 
plan  had  pink  covers.  Ward  always  referred  to  it 
as  ".  . . the  report  between  the  pink  covers."  The 
report  talked  about  how  states  that  had  always 
been  out  of  the  main  stream  of  academic  medi- 
cine could  hope  to  create,  inside  their  own  bor- 
ders, new  institutions  that  would  bring  medical 
education  and  research  within  the  walls  of  their 
hospitals  and  universities.  The  plan  was  part  of 
Ward's  persistent  search  for  ways  to  bring  the 
best  of  medical  care  to  the  smallest  of  com- 
munities. 

His  concern  about  quality  of  life  in  remote 
communities  was  surely  inherited.  His  grand- 
father, Rev.  George  Darley,  traveled  the  San  Juan 
mountains  in  the  late  1800's,  bringing  religious 
services  to  the  people  in  communities  like 
Ouray,  Silverton  and  Lake  City. 


It  was  always  a pleasure  to  work  with  Ward 
Darley.  He  had  a marvelously  satisfying  ability 
to  make  the  young  researcher  or  physician  or  ad- 
ministrator feel  that  Ward  really  needed  and 
valued  his  ideas.  In  his  last  years,  Ward  lived  on 
the  West  Coast  and  came  to  Denver  once  or 
twice  a year.  When  he  arrived,  my  phone  would 
ring,  and  I would  go  to  his  apartment  to  have  my 
brain  picked  by  this  incredibly  alert  young  mind 
in  a tired  and  hurting  body.  He  wanted  to  know 
what  I thought  about  how  the  SEARCH  program 
was  going;  who  the  educational  leaders  were  in 
Durango,  La  Junta  or  Grand  Junction;  and  how 
the  Medical  School  was  doing  with  its  educa- 
tional outreach  program. 

one  of  the  greatest  medical  educators  of  this 
century,  cared  about  what  I thought.  Those 
treasured  meetings  always  ended  with  his  giving 
ideas  to  me  — almost  frenetically,  as  though  he 
knew  there  wouldn't  be  time  to  talk  out  all  the 
plans  and  proposals  that  were  teeming  in  his 
mind.  He  was  planting  seeds  in  me  hoping  some 
would  grow  and  eventually  help  to  fill  in  his  vi- 
sion of  the  future  of  health  care. 

For  me.  Ward  Darley  was  a hero;  not  a remote 
and  idealized  man,  but  an  accessible  hero  who 
gave  me  a guiding  hand  for  a while. 

The  PINK  SHEET  is  for  continuing  medical  ed- 
ucators who  want  to  keep  up  with  what's  going 
on  in  their  field.  It  is  one  small  effort  to  improve 
the  practice  of  health  care  in  Colorado,  and  a re- 
minder of  Ward  Darley's  indelible  contributions 
to  medical  education  and  practice. 

Kevin  P.  Bunnell 
Executive  Director, 
Colorado  Consortium  for 
Continuing  Medical  Education 


The  “Pink  Sheet”  is  printed  and  distributed 
every  other  month  by  the  Division  of  CM  E.  If  you 
wish  to  be  added  to  the  mailing  list,  which  al- 
ready has  a substantial  number  included,  call 
CMS,  861-1221,  extension  262. 


Colorado  Medicine  /or  October,  1980 


345 


Minors^  Consent  To  Health 
Care 

This  area  of  law  has  grown  extensively  in  the 
past  few  years.  The  United  States  Supreme  Court 
has  affirmed  that  mature  minors  may  consent  to 
abortions  and  the  receipt  of  contraceptives  with- 
out interference  from  a third-party  (often  a par- 
ent). This  right  to  consent  is  based  on  a constitu- 
tional right  to  privacy  legally  inherent  in  the 
childbearing  process. 

In  Colorado,  persons  eighteen  years  of  age  or 
older  are  competent  to  consent  to  hospital,  med- 
ical or  dental  care  to  the  full  extent  allowed  any 
other  adult  person.  C.R.S.  1973,  13-22-103  (1979 
Supp.)  amending  13-22-103  (1973).  A minor  fifteen 
years  of  age  or  older  who  is  living  apart  from  his 
parents  or  guardians  and  is  managing  his  own  fi- 
nancial affairs  may  consent,  as  an  adult,  to  med- 
ical, dental  and  emergency  health  services.  This 
same  right  to  consent  is  vested  in  any  minor  who 
has  contracted  a legal  marriage.  A physician 
who,  in  good  faith,  provides  service  to  persons  of 
the  last  two  categories  is  immune  from  civil 
damages  for  failure  to  contact  such  persons' 
parents. 

A minor  parent  may  consent  to  the  provision 
of  medical  services  for  his  child.  When  such  con- 
sent is  given,  that  minor  parent  has  the  same 
rights,  powers,  and  obligations  as  if  he  were  of 
legal  age. 

A parent  who  withholds  his  or  her  consent  to 
medical  services  where  the  life  of  his  or  her  child 
is  threatened  must  be  taken  to  court  by  the 
physician,  the  hospital  or  some  other  "friend  of 
the  child."  The  Court,  as  evidenced  by  several 
cases,  will  usually  take  the  side  of  the  child  and 
the  lack  of  parental  consent  will  be  disregarded. 
See,  e.g.,  Jehovah's  Witnesses  v.  King  County 
Hospital,  278  F.  Supp.  488  (W.D.  Wash.  1967)  aff'd 
390  U.S.  598(1968). 

In  a true  emergency  situation,  the  physician 
may  act  to  save  a minor  and  receive  immunity 
for  his  unconsented-to  activity  through  the  Colo- 
rado Good  Samaritan  statute,  provided  that  the 
patient  does  not  protest  treatment.  Nonetheless, 
the  physician  should  make  some  reasonable  ef- 
fort to  contact  the  parent  first. 

Under  Colorado  law,  a physician  may  treat  a 
minor  patient  for  addiction  to  or  use  of  drugs 
without  consent  by  or  notice  to  the  parents. 
C.R.S.  1973, 13-22-102. 

Minor  victims  of  sexual  assault  may  be  treat- 
ed upon  their  own  consent  for  immediate  condi- 
tions caused  by  the  assault,  but  physicians  oper- 
ating under  this  law  must  make  a reasonable  ef- 
fort to  notify  the  parents  or  guardians  of  the  as- 


standards,  of 
practice 

sault.  (C.R.S.  1973,  13-22-106  (1979  Supp.)  If  the 
minor's  lawful  custodian  objects  to  treatment, 
then  the  physician  must  proceed  according  to 
provisions  of  the  state  child  abuse  law. 

A minor  fifteen  years  of  age  or  older,  whether 
with  or  without  the  consent  of  a parent  or  guard- 
ian, may  consent  to  receive  mental  health  ser- 
vices. C.R.S.  1973,  27-10-103  (1979  Supp.)  The  pro- 
fessional person  rendering  such  services  has  the 
option  of  advising  the  parents  of  what  is  transpir- 
ing, even  without  the  minor's  consent. 

Finally,  birth  control  supplies  and  information 
may  be  furnished  by  licensed  physicians  not 
only  to  minors  who  are  pregnant,  or  parents,  or 
married,  but  also  to  those  who  request  and  are  in 
need  of  the  supplies  and  information.  C.R.S. 
1973, 13-22-105.  Parental  consent  is  still  desirable 
if  it  is  politic  to  obtain  such  because  of  the  mal- 
practice implications  from  prescribing  for  young 
people  whom  the  courts  might  deem  incapable 
of  making  a knowing  consent.  Colorado  abortion 
statutes  say  that  a woman  under  age  eighteen 
should  be  aborted  at  her  request  and  that  of  a 
parent  or  guardian.  If  the  minor  woman  is  mar- 
ried and  living  with  her  husband,  she  and  her 
husband  should  make  the  request. 

Brian  Stutheit 
Director,  Division  of 
Professional  and  Patient  Relations 


When  you  give  the  Mile  High  United 
Way,  you  help  76  vital  community 
organizations  make  life  more 
enjoyable  for  a lot  of  people,  young 
and  old  and  in  between. 


Mile  High  United  Way 
Thanks  to  you,  it  works  for  il  of  us. 
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' Tne  Arvddd  Medicdl  Center 

Located  in  the  heart  of  Arvada  at  8859  Ralston  Road  has  a retail  space  and  two 
medical  suites  now  available  for  lease. 

Ketdil  Spdce 

■ Located  in  the  front  of  the  building  on  ground  level  and  adjacent 

to  building  entrance.  Large  display  windows  easily  visible  from 
Ralston  Road.  Private  restroom.  Ideal  for  small  pharmacy,  hear- 
ing aid  center  or  other  medically  related  sales  or  service.  Will 
refurbish  to  your  requirements.  Rent  is  $405/month. 

Vledicdl  Suites 

- 1,095  square  foot  suite  consisting  of  a business  and  reception 
area.  Consultation  office,  three  examination  rooms,  large  x-ray 
room  with  leaded  walls  and  leaded  doors  with  passthrough  to 
dark  room  and  lab,  file  room,  storage  closets  and  private  rest- 
room. Suite  is  in  excellent  condition  but  we  will  wallpaper  or 

r panel  to  suit  your  taste.  Rent  is  $776/month. 

606  square  foot  suite  consisting  of  a business  and  reception 
area.  Consultation  office,  two  examination  rooms,  small  lab  and 
a private  restroom.  Rent  is  $430/month. 

Tne  Arvddd  Medical  Center 

; has  excellent  visibility,  good  identity  and  an  excellent  reputation.  The  Arvada 
Medical  Center  is  on  the  RTD  busline,  has  good  off-street  parking  and  a wheel- 

. chair  ramp  to  provide  easy  access  when  needed.  Common  area  waiting  lounges 
are  tastefully  decorated  with  hanging  plants,  rich  wood  paneling,  paintings, 
metal  sculptures,  skylights,  fine  carpeting  and  custom-designed  furniture.  For 

- an  appointment  to  see  these  suites,  call  MR.  BOB  LEINO  (owner)  at  FULLER 
AND  COMPANY  — 292-3700. 


at  press  time 
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NEW  PRESIDENT  OF  CMS  CHALLENGES 
MEMBERS  WITH  PROGRAMS  FOR  NEW  DECADE 


K.  Mason  Howard,  M.D.,  of  Arapahoe  Medical  Society,  was  sworn  in  as  the 
President  of  the  Colorado  Medical  Society,  succeeding  Ray  G.  Witham,  of  Craig, 
Colorado.  Dr.  Howard  challenged  the  members  of  the  CMS  to  get  in  step  with  the 
’80s  by  helping  to  inform  the  patient-public,  by  making  them  better  health  risks, 
by  participating  more  in  the  programs  outlined  by  the  members  of  the  Pres- 
ident’s Planning  Session,  the  Board  of  Directors  and  the  House  of  Delegates.  Dr. 
Howard  applauded  Dr.  Witham  as  he  left  office,  saying  that  much  had  happened 
to  the  general  health  community  and,  specifically,  to  the  Colorado  Medical  Soci- 
ety during  Dr.  Witham’s  term  of  leadership.  Dr.  Howard  pointed  out  it  was  a year 
of  great  reorganization  of  the  Society;  it  was  also  a year  of  some  major  steps  for 
the  physician-members  who  were  constantly  grappling  with  negotiated  mat- 
ters, with  proposed  legislation  which  would  impact  health  care,  and  of  many  in- 
ternal programs  that  have  been  implemented  and  carried  out. 

Dr.  Howard  challenged  the  members  to  be  ready  for  the  changes  that  are  to 
face  the  medical  profession  in  this  decade  by  stepping  out  ahead  of  those 
changes,  following  a carefully  planned  and  selective  program  of  activities 
which  was  agreed  upon  by  the  President’s  Planning  Session  and  then  approved 
by  the  Board  of  Directors  and  members  of  the  House  of  Delegates.  These  pro- 
grams, Dr.  Howard  pointed  out,  have  been  planned  on  the  basis  of  the  needs  of 
the  physician  to  maintain  his  credibility  in  the  public  sector  while,  at  the  same 
time,  serving  the  best  interests  of  public  health.  Dr.  Howard  pointed  out  that,  for 
the  first  time  in  the  history  of  the  Colorado  Medical  Society  the  programs  have 
been  tied  directly  to  a budget  for  the  operating  year  which  necessitated  an  over- 
all budget  reduction  of  some  10%  in  current  programs,  an  increase  in  dues  (the 
first  increase  in  three  years)  to  carry  out  the  approved  programs  and  to  operate 
with  a balanced  budget.  Planners  have,  for  some  months,  been  struggling  with 
rapidly  rising  inflation,  budgeting  for  programs  that  can  carry  over  from  one  year 
to  the  next,  while  trying  to  preserve  the  fiscal  solidarity  of  CMS.  This,  Dr.  Howard 
points  out,  can  be  done  with  the  new  program/budget  which  was  approved  by 
the  officers  and  delegates. 

Dr.  Howard  stressed  the  need  for  all  Colorado  physicians  to  accurately  bill 
all  of  their  Medicaid  charges,  to  reflect  fully  the  services  rendered  and  charges 
customarily  made  to  the  public. 


NEW  PROGRAMS  BRING  NEW  OBJECTIVES  AND  A “PROACTIVE”  STANCE  TO  CMS 


President  Howard  outlined  the  ten  areas  of  concentration  in  which  CMS  will  work  during  the 
coming  year.  They  are: 

COMMUNICATIONS 

CMS  Officers,  Board  of  Directors  and  Leadership  should: 

(1)  Encourage,  support  and  implement  enhanced  relationships  with  component  societies 
and  physicians. 

(2)  Have  direct  relationship  with  specialty  societies  including  some  financial  support  of  the 
CMS  Specialty  Society  Office. 

(3)  Assist  in  publishing  specialty  society  newsletters  as  a means  of  communication  to 
specialty  societies,  including  pertinent  articles  related  to  CMS  issues. 

(4)  Establish  a program  of  regular  meetings  between  CMS  and  specialty  societies. 

Strongly  support  continuance  of  COLORADO  MEDICINE  as  a specific  member  communi- 
cation tool. 

Involvement  and  communication  with  other  medical  groups  such  as  black  physicians,  women 
physicians,  medical  students,  etc. 

MALPRACTICE 

Our  current  professional  liability  insurance  program  is  recognized  as  the  No.  1 benefit  to  CMS 
membership.  In  order  to  continue  this  very  important  benefit  we  are  directing  and  overseeing 
The  Hartford  program,  including  the  risk  management  program,  for  the  membership.  We  are 
doing  a professional  liability  feasibility  study,  including  an  evaluation  of  other  options,  e.g.,  a 
CMS  captive. 

PHILOSOPHY  OF  COST  EFFICIENCY 

Since  the  CMS  has  always  had  the  responsibility  of  quality  medical  care,  we,  therefore,  contend 
that  the  best  quality  of  medical  care  is  the  most  cost  efficient.  The  CMS  should  conduct  a com- 
munications program  to  educate  its  members  on  methods  of  cost  efficiency  and  will  continue 
to  work  with  all  health  planning  agencies  to  attain  these  goals. 

COMMUNITY  AND  PUBLIC  RELATIONS 

Develop  programs  with  primary  emphasis  to  assist  local/component  societies  with  public  infor- 
mation activities. 

Increase  dialogue  with  other  health  groups. 

Improve  member  image  of  CMS. 

RESTRUCTURE  AND  FORMULATE  LEGISLATIVE  PROGRAM 

Restructure  the  method  by  which  legislative  policy  of  CMS  is  formulated  and  implemented  so 
that  there  is  optimal  input  from  Councils,  components  and  specialty  societies  and  a “proactive” 
instead  of  “reactive”  position  reached  whenever  possible. 

MARKETING  FOR  MEMBERS 

Develop  a membership  retention  and  recruitment  program  with  the  specific  intent  of  promoting 
the  benefits  of  CMS  membership  with  major  emphasis  on  the  survival  of  fee-for-service  medical 
practice. 

PATIENT  SELF  RESPONSIBILITY 

Provide  physicians  and  the  public  (more  specifically  students  grades  1-12),  information  on 
health  issues  emphasizing  patient  self-responsibility  for  health  care  such  as  seat  belt  and 
motorcycle  safety,  sports  injury,  obesity,  smoking,  environmental  hazards,  etc. 

REVITALIZE  PRIVATE  HEALTH  INSURANCE  COMMITTEE 

To  continue  the  function  of  the  Private  Health  Insurance  Committee  of  CMS  to  carry  out  its 
“original”  purpose,  and  to  provide  accurate  reliable  information  to  the  public  and  CMS  members 
regarding  health  insurance  policy  coverage  and/or  otherwise  to  provide  the  health  insurance  in- 
dustry with  a mechanism  to  resolve  specific  issues  regarding  the  delivery  of  medical  care.  To 
carry  out  the  above,  CMS  must  protect  the  Committee  from  anti-trust  or  other  legal  liabilities. 

BUILDING 

Resolve  CMS  space  needs  through  a two  year  building  program.  CMS  will  be  less  efficient  and 
will  have  to  curtail  present  services  if  this  is  not  addressed  immediately.  Therefore,  this  is  a 
matter  of  prime  importance  for  the  Society  and  the  Board  to  consider. 

PROGRAM  OF  PROFESSIONAL  EDUCATION  AND  SCIENTIFIC  ISSUES 

To  develop,  recommend  and  implement  programs  and  policies  concerning  professional  educa- 
tion and  scientific  issues.  This  recommendation  continues  the  scientific  programs  and  scien- 
tific issues  of  CMS  at  least  at  its  present  level  of  operation. 


CMS/AMA/LEAA  JAIL  HEALTH  CARE  STUDY  STARTED  IN  COLORADO 


The  Colorado  Medical  Society  is  participating  in  the  American  Medical 
Association  project  to  improve  health  care  in  jails.  AMA’s  concern  in  this 
area  dates  back  to  1972  at  which  time  they  conducted  a nationwide  survey  of 
health  care  in  jails. 

Survey  responses  revealed  that  the  only  inhouse  medical  services 
available  in  two  thirds  of  jails  was  first  aid.  Approximately  16$  of  jails 
lacked  even  first  aid  services.  Most  jails  failed  to  screen  arriving 
inmates  for  communicable  diseases  or  even  serious  health  problems.  Medical 
services  were  frequently  provided  inmates  only  on  an  emergency  basis. 

Law  enforcement  involved 

A grant  from  the  Law  Enforcement  Assistance  Administration  (LEAA) 
enabled  the  AMA  to  develop  jail  health  care  standards,  models  for  health 
care  delivery,  and  provide  technical  assistance  to  county  jails  in  22 
states.  Colorado’s  entry  into  the  project  evolved  through  the  interest  of 
the  Colorado  Medical  Society’s  Committee  on  Medj.cal  Care  in  Correctional 
Institutions,  chaired  by  Dr.  John  Buglewicz,  M.  D.  As  both  jail  physician 
and  Fremont  County  Commissioner  he  is  working  with  the  project  coordinator 
to  overcome  two  obstacles:  lack  of  interest  among  the  medical  community  and 
lack  of  priority  in  the  county  budget. 

Project  services  inculde  assessment  of  selected  site  jails  in  Colorado 

Project  services  will  include  assessment  of  compliance  and 
non-compliance  with  AMA  jail  health  standards.  Appropriate  technical 
asissstance  will  be  provided  to  jails  interested  in  upgrading  health 
services  to  inmates. 

A preliminary  survey  revealed  that  few  jails  meet  AMA  standards  related 
to  adequate  health  care  policies  and  procedures  and  recommended  levels  of 
health  education  training  for  jails. 

The  Colorado  Medical  Society  will  sponsor  workshops  corresponding  to 
these  topics.  A "developing  policies  and  procedures’’  workshop  is  scheduled 
for  November  19,  1980.  A 15-hour  seminar  providing  health  education  training 
to  jailers  is  planned  for  December  9th  and  10th. 

PHYSICIAN’S  RUN  SET  FOR  LATE  OCTOBER.  SIGN  UPs  DUE  NOW! 

Colorado  doctors  are  getting  in  shape  (by  this  time  they  had  better  be 
in  shape)  for  the  SECOND  ANNUAL  COLORADO  PHYSICIAN’S  RUN.  The  6.2  mile 
race,  to  be  held  October  26th  at  9:00  a.m.,  in  Cheeseman  Park,  will 
challenge  the  Colorado  physicians  and  family  members  who  will  be  competing 
within  various  sex  and  age  categories. 

Registration  has  been  recommended  prior  to  October  24th,  at  Dr.  Lee 
Anneberg’s  office,  1901  East  20th  Avenue,  in  Denver.  The  cost  (which 
includes  a race  packet,  T-shirt  and  expert  medical  advice)  is  $5.00.  Limited 
registration  will  be  available  prior  to  race  time,  at  the  park. 


HARTFORD  RETURNS  $1,05  MILLION  TO  CMS  MEMBER  PHYSICIANS 

THE  HARTFORD  INSURANCE  GROUP  IS  REFUNDING  A TOTAL  OF  $1,050,205  TO  MEMBERS 
WHO  IT  INSURES  OF  THE  COLORADO  MEDICAL  SOCIETY. 

THE  REFUND,  BASED  ON  A CONTRACTUAL  AGREEMENT  BETWEEN  THE  SOCIETY  AND  THE 
HARTFORD,  STEMS  FROM  THE  SOCIETY’S  PROGRAMS  TO  HELP  ITS  MEMBERS  PREVENT 
MALPRACTICE  INCIDENTS.  THE  LATEST  REFUND  BRINGS  TO  $2.2  MILLION  THE  TOTAL 
AMOUNT  THE  HARTFORD  HAS  RETURNED  TO  THE  SOCIETY  SINCE  1976. 

FULL  DETAILS  IN  NOVEMBER  “COLORADO  MEDICINE” 


what  Have  Epidemiologic  Studies  Told  Us 
About  Radiation  Health  Effects? 

R.  W.  Bistline,  PhD,  Golden,  Colorado 


This  is  the  sixth  in  a seven-article  series  review- 
ing the  history  and  present  knowledge  of  health 
effects  from  radiation  exposure.  In  this  article 
we  shall  take  an  overall  look  at  the  many  human 
epidemiologic  and  populational  studies  that 
have  been  performed  with  regard  to  radiation. 
There  have  been  many  more  studies  in  this  area 
than  most  people  realize.  The  associated  meth- 
odology and  analytical  problems  have  been  ex- 
tremely complex.  Epidemiologic  studies  can  be 
very  difficult  to  perform  properly,  especially 
when  the  effect  one  is  trying  to  evaluate  statis- 
tically is  very  small  with  respect  to  the  natural 
incidence  or  is  subject  to  influence  by  numerous 
other  variable  parameters. 

Since  the  early  1900's  there  has  been  interest 
and  concern  over  the  effects  of  radiation  on 
people.  The  numbers  of  people  exposed  to  sig- 
nificant quantities  of  radiation  were  few  and 
usually  limited  to  laboratory  researchers  or 
workers  and  the  medical  professions  and  pa- 
tients. In  most  of  these  cases  the  dosimetry  to 
determine  the  levels  of  exposure  or  quantities  re- 
ceived was  extremely  poor  or  even  nonexistant. 
Several  of  the  more  noteworthy  population 
studies  of  radiation  health  effects  include  the 
radium  dial  painter  population  studies,  the  radi- 
um therapy  population,  and  radium  chemists.^ 
As  early  as  1926,  mouth-tipping  of  radium  paint 
brushes  was  ordered  discontinued  in  the  U.S.  fol- 
lowing identification  of  several  cases  of  so- 
called  “radium  jaw"  in  1924  by  Theodor  Blum,  a 
New  York  dentist.  In  the  U.S.  about  50  dial  paint- 
ing studios  employed  at  least  2,000  people  at 
risk  during  the  period  high  ingestion  took  place. 

The  numbers  of  radium  treatments  administ- 
ered to  patients  for  various  medical  conditions 
was  large.  The  internal  use  of  radium  solutions 
was  approved  in  the  AMA's  New  and  Non-Offi- 
cial Remedies  from  1914  to  about  1932  and  it  is 
known  that  more  than  65  physicians  and  clinics 
were  administering  solutions  to  patients.  In  one 
laboratory  alone  during  a five  year  period 
around  1920,  more  than  14,000  intravenous  in- 
jections of  radium  (usually  10  Ci  each)  were 
made  and  more  than  22,000  oral  doses  administ- 
ered. The  numbers  of  radium  chemists  employed 
in  about  23  refineries  and  radium  laboratories  is 
estimated  to  have  been  between  500  and  several 
thousand. 


The  results  of  the  work  of  Evans^  Hempel- 
man^,  and  Rowland'*  indicate  no  radiation  injury 
(spontaneous  fractures  or  skeletal  tumors)  was 
detectable  in  persons  with  less  than  about  0.5 
Ci  of  radium  residual  body  burden.  Evans  pub- 
lished a good  summarizing  paper  on  “Radium  in 
Man"  in  the  Health  Physics  Journal  (1974).*  For 
those  interested  in  reviewing  further  the  results 
of  epidemiologic  studies  on  mortality  and  can- 
cer in  radiologists  and  other  physician  special- 
ists, in  1978  Matanoski  published  a paper  in  the 
American  Journal  of  Epidemiology^  and  Court- 
Brown  and  Doll  in  1958  published  results  on  Brit- 
ish Radiologists  in  the  British  Medical  journal.*’ 

Following  World  War  II  and  the  large  popula- 
tions of  people  involved  in  radiation  exposures 
in  the  atom  bomb  survivors  of  Hiroshima  and 
Nagasaki,  there  have  been  more  and  more  epi- 
demiologic studies  of  various  exposed  popula- 
tions ranging  from  high  level  exposures')  such  as 
the  atom  bomb  survivors,  to  populations  living 
in  natural  background  levels  of  radiation.®  As 
mentioned  in  previous  articles  in  this  series,  no 
statistical  increase  in  genetic  effects  has  been 
observed  in  human  populations  as  a result  of  ex- 
posure to  radiation. 

Beebe^  has  published  a summarizing  paper  on 
the  mortality  and  radiation  dose  of  the  A-Bomb 
survivors  from  1950-1974.  There  is  still  no  evi- 
dence that  diseases  other  than  cancer  are  in- 
volved in  the  late  mortality  effects.  The  study  of 
20,230  deaths  among  82,000  A-Bomb  survivors 
from  1950  through  1974  show  762  cancer  deaths 
and  14,405  from  natural  causes  other  than  can- 
cer. In  addition  to  leukemia  and  cancer  of  thy- 
roid, breast,  and  lung,  which  had  been  reported 
earlier,  cancer  of  the  esophagus,  stomach,  and 
urinary  organs,  and  the  lymphomas,  are  now  in- 
cluded among  the  forms  of  cancer  caused  by  the 
ionizing  radiation  from  the  1945  atomic  explo- 
sions. Evidence  of  a general  carcinogenic  effect 
is  increasing,  but  no  indication  of  bone  tumors 
has  been  observed  in  this  population.  Evidence 
of  radiation  carcinogenesis  did  appear  much 
stronger  for  Hiroshima  than  for  Nagasaki  vic- 
tims. Leukemogenic  effect  was  seen  to  be  great- 
ly reduced  in  the  last  five  years  of  the  study  so 
that  the  average  absolute  risk  for  other  malig- 
nant neoplasms  now  exceeds  that  for  leukemia. 
The  minimal  latent  period  for  most  of  the  car- 


Colorado  Medicine  for  October,  1980 


351 


cinogenic  effects  was  under  15  years  and  de- 
pended on  the  individual's  age  and  site  of  can- 
cer. The  numbers  of  excess  deaths  that  are  ob- 
served are  very  small  but  statistically  significant, 
as  an  example  in  the  case  of  malignant  lymph- 
oma 18  cases  were  expected  and  23  were  ob- 
served in  the  population  of  44,509  persons 
studied. 

The  Tri-State  Leukemia  Study’-^°  confirmed 
the  leukemia  risk  from  prenatal  X-ray  exposure 
by  suggesting  a possible  risk  associated  with  pre- 
conception irradiation.  The  study  also  suggested 
that  diagnostic  irradiation  may  play  a small  role 
in  adult  male  leukemia,  and  emphasized  the 
possible  existence  of  high  risk  groups  who  may 
be  especially  sensitive  to  radiation.  Other  epi- 
demiologic studies  of  groups  treated  with  radia- 
tion for  specific  medical  reasons  and  later  show- 
ing some  small  increased  incidence  of  cancers 
include  ankylosing  spondylitis  patients^!  (with 
leukemia,  bone  tumors,  and  multiple  myeloma), 
thorotrast  patients^^'^'*,  (with  leukemia  and  liver 
cancer),  tina  capitis  radiation  treatment  (with 
thyroid  tumors,  brain,  skin,  and  salivary  gland 
cancers),  women  having  repeated  chest  fluoro- 
scopic examination  during  treatments  of  tuber- 
culosis^^^®,  (with  breast  cancer),  and  several 
other  such  studies. 

Another  type  of  population  exposure  to  radia- 
tion involves  those  people  exposed  to  radiation 
either  from  nuclear  facilities  or  nuclear  weapons 
as  a result  of  their  employment  or  as  an  involved 
population.  Examples  of  epidemiologic  studies 
of  these  populations  include:  (1)the  Mancuso 
study  of  the  Hanford  Workers^^  (2)  Archer  and 
Lundin  studies  of  Uranium  Miners  and  Millwork- 
ers^'22  (3)  Lyon,  et  al.  Utah  Weapons  Test  Fallout 
Study23,  (4)  Voelz,  et  al.  study  of  LASL  Plutonium 
Workers^"*,  (5)  Najarian's  Shipyard  Worker  Study^^ 
and  (6)  Johnson's  study  of  Populations  in  the 
Denver-Rocky  Flats  Area.^^  With  the  exception 
of  the  Voelz  study,  all  of  these  other  studies  pur- 
port to  show  various  types  of  cancers  at  levels 
significantly  above  those  of  the  cohort  or  con- 
trol populations  used  for  comparison. 

At  the  beginning  of  this  article  it  was  noted 
that  epidemiologic  studies  can  be  extremely  dif- 
ficult to  perform  properly,  especially  when  the 
effect  one  is  trying  to  evaluate  statistically  is 
small  with  respect  to  the  natural  incidence  and 
confounded  by  numerous  other  influencing  vari- 
able parameters.  This  problem  is  particularly 
true  in  the  case  of  many  of  the  epidemiologic 
studies  investigating  the  health  effects  of  low 
level  radiation.  The  earlier  articles  in  this  series 
have  pointed  out  that  cancer  is  the  predominant 
health  effect  seen  as  a result  of  radiation  either 
from  external  or  internal  exposure.  Cancer  is  a 
major  natural  cause  of  death  in  the  U.S.  popula- 


tion approaching  20  per  cent  of  the  annual 
deaths.  Thus,  the  incidence  of  cancer  is  normally 
high  and  the  normal  frequency  of  cancer  varies 
as  much  as  100  per  cent  among  areas  of  the  Unit- 
ed States^^  and  metropolitan  areas  have  statistic- 
ally higher  incidences  of  many  types  of  cancers 
when  compared  to  incidences  in  outlying  areas 
with  lower  population  densities.^®  In  fact,  for 
many  types  of  cancers,  the  metropolitan  coun- 
ties with  a central  city  have  two  to  three  times 
the  incidences  of  the  counties  without  a central 
city.^®  Of  the  sample  epidemiologic  population 
studies  noted  in  the  previous  paragraph,  the 
Johnson  study,  the  Mancuso  study,  the  Najarian 
study,  and  the  Lyon  study  have  all  been  discred- 
ited by  peer  epidemiologists  for  their  poor  meth- 
odology, improper  statistical  procedures,  im- 
proper assumptions,  and/or  improper  use  of 
data. 

The  Johnson  study  of  populations  in  the  Den- 
ver-Rocky Flats  area  has  had  review  by  the  EPA^^, 
the  NRG°,  the  Colorado  State  Health  Depart- 
menC\  and  the  Lovelace  Foundation^®.  This 
study  has  been  cited  as  having  serious  problems 
in  all  of  the  above  mentioned  problem  areas. 
The  Mancuso  study  likewise  has  been  discredit- 
ed. The  Mancuso  study  found  no  increase  in 
leukemia  but  rather  an  increase  in  a couple  of 
other  types  of  cancer  among  the  Hanford  occu- 
pationally exposed  workers.  Most  of  the  crit- 
icism is  over  the  statistical  methodology  used  by 
Mancuso^^®®  This  study  had  reported  higher 
longevity  in  the  worker  population  over  their 
matched  controls  and  siblings  in  their  previous 
annual  reports  where  conventional  statistical 
evaluations  of  the  data  were  used. 

The  Najarian  study  of  some  former  employees 
of  the  Portsmouth  Naval  Shipyard  and  the  Lyon 
study  of  Utah  childhood  leukemias  associated 
with  fallout  from  nuclear  testing  have  likewise 
been  questioned  by  peer  epidemiologists^^  and 
extensive  re-evaluations  of  these  populations  by 
internationally  recognized  peers  is  now  under- 
way. Here  also  is  an  example  in  point  where  the 
Najarian  study  looked  at  a population  and  tried 
to  correlate  three  cases  of  leukemia  as  a signifi- 
cant increased  number  over  the  number  expect- 
ed. A very  important  fact  from  the  Voelz  study 
of  plutonium  workers  at  LASL^'*  is  that  in  this  30- 
year  mortality  and  incidence  follow-up  of  a pop- 
ulation of  224  workers  who  had  exposures  of 
greater  than  10  Ci  of  plutonium  the  data  indi- 
cate no  excess  of  lung  cancer  and  the  total  can- 
cer and  cardiovascular  mortality  rates  were  low- 
er than  expected  based  on  age  and  year-specific 
rates.  One  should  keep  in  mind  that  this  popula- 
tion had  30  year  exposures  of  orders  of  magni- 
tude greater  than  any  general  populations  have 
experienced  around  any  nuclear  facility  in  the 


352 


Colorado  Medicine  /or  October,  1980 


U.S.  Some  of  the  above  examples  only  serve  to 
point  out  the  problems  one  confronts  in  trying  to 
prove  a few  cancers  are  due  to  low  level  radia- 
tion when  20  per  cent  of  the  deaths  in  our  pop- 
ulation are  a normal  result  of  cancer.  The  pop- 
ulations and  environments  are  continually  chang- 
ing with  variables  such  as  age,  residence  time, 
pollution,  socio-economic,  population  density, 
and  many  other  parameters  undergoing  continu- 
ous dynamic  change. 

In  summary,  it  can  be  said  that  some  well 
done  epidemiologic  studies  have  shown  some 


correlations  and  trends  between  radiation  expo- 
sures and  a small  increased  incidence  of  cancer 
when  exposures  were  at  relatively  high  levels. 
However,  at  low  exposure  levels  “The  limitations 
of  the  epidemiologic  approach  to  the  measure- 
ment of  human  health  effects  of  ionizing  radia- 
tion discourage  any  expectations  that  epidemio- 
logic studies  alone  will  provide  the  answers.  At 
the  very  low  dose  levels  that  are  of  the  greatest 
practical  concern  to  us  . . . the  underlying  risks 
may  be  beyond  the  resolving  power  of  present 
epidemiologic  methods  to  measure  directly"^*’. 
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Education  Consortium  Planning  New  CME  Service 


Colorado  continuing  medical  educators  will 
soon  have  the  use  of  a new  educational  service. 
Persons  planning  CME  programs  will  receive  a 
list  of  clinical  topics  suggested  by  most  of  the 
major  specialties  and  sub-specialties  of  medi- 
cine, The  service  will  also  provide  the  name  of  a 
“contact  person"  in  each  specialty  who  will  re- 
ceive requests  for  speakers  on  listed  topics  or 
other  topics  identified  locally. 

Topic  listings  and  names  of  contact  persons 
will  be  published  under  the  title  Clinical  Topics 
for  Continuing  Medical  Education  Programs:  Sug- 
gestions From  Medical  Specialty  Societies.  The 
publication  will  be  distributed  shortly  to  contin- 
uing medical  educators  throughout  the  State  of 
Colorado  and  to  others  interested  in  continuing 
medical  education.  There  will  be  no  charge  for 
the  service. 

Clinical  Topics  is  provided  by  the  Colorado 
Consortium  for  Continuing  Medical  Education, 
an  organization  which  helps  the  University  of 
Colorado  School  of  Medicine,  the  Colorado 
Medical  Society  and  the  Colorado  Foundation 
for  Medical  Care  to  cooperate  in  providing  sup- 
porting services  for  continuing  medical  educa- 
tion in  Colorado.  Dr.  Robert  Sawyer,  Chairman  of 
the  Board  of  the  Consortium,  said  that  the  need 
for  the  clinical  topics  service  was  determined 
from  conversations  with  physician  medical  edu- 
cators, especially  those  in  rural  hospitals.  Many 
reported  that  they  occasionally  had  difficulty 
choosing  the  most  important  topics  to  cover 
when  planning  their  CME  programs,  and  also  in 
identifying  speakers  on  those  topics. 

This  will  be  the  first  edition  of  Clinical  Topics. 

Colorado  Consortium  for  CME 
Identifies  Program  Goals 

A new  program  agenda  for  the  Colorado  Con- 
sortium for  Continuing  Medical  Education  came 
out  of  a recent  meeting  of  the  Board  of  Manag- 
ers. Priorities  for  the  coming  year  are  as  follows: 

• Initiate  one  project  of  research  on  the  pro- 
cesses of  continuing  medical  education  (qual- 
ity, impact,  knowledge/age  variables,  needs 
assessment); 

• Plan  and  sponsor  a course  on  the  use  of  com- 
puters and/or  telecommunication  technology 
by  practicing  physicians; 

• Plan  and  sponsor  one  major  event  related  to 
liberal  education  for  physicians; 

• Plan  and  sponsor  one  series  of  educational 
programs  based  on  the  findings  and  recom- 
mendations of  the  Medical  Care  Evaluation 
Committee  of  the  Colorado  Foundation  for 


In  about  a year,  a second  edition  will  be  pub- 
lished including  updated  topic  listings  from 
medical  specialty  societies.  Contributors  to  the 
first  edition  include  representatives  of  16  spe- 
cialty and  sub-specialty  societies  in  the  State  of 
Colorado.  The  societies  have  listed  topics  they 
believe  will  be  of  special  interest  to  general  phy- 
sicians. Each  listing  includes  a brief  description 
of  the  topic  and  its  significance  for  the  general 
physician. 

Contact  persons  listed  by  each  of  the  special- 
ty societies  have  indicated  their  willingness  to 
receive  calls  from  continuing  medical  educators 
and  to  assist  in  identifying  speakers  to  respond 
to  requests  from  the  field.  Although  there  is  no 
charge  for  the  new  publication  or  for  conversa- 
tions with  contact  persons,  once  a speaker  has 
been  identified,  financial  arrangements  are  be- 
tween the  speaker  and  the  requesting  hospital  or 
physician. 

Dr.  Sawyer  added  that  the  listing  of  contact 
persons  from  each  medical  specialty  should 
make  it  easier  for  physician  educators  through- 
out the  state  to  identify  persons  who  are  willing 
to  speak  on  clinical  topics  or  who  can  assist  rural 
physicians  with  specific  clinical  problems  en- 
countered in  their  practice. 

Although  requests  for  speakers  on  specific 
topics  should  be  addressed  to  the  contact  per- 
son in  the  appropriate  specialty,  questions  con- 
cerning the  overall  operation  of  this  service 
should  be  addressed  to  Kevin  P.  Bunnell,  Ed.D,, 
Executive  Director,  Colorado  Consortium  for 
Continuing  Medical  Education,  861-1221  x 262, 
(WATS  # 1-800-332-4150  x 262). 


Medical  Care; 

• Plan  and  sponsor  a national  conference  on  in- 
novative ideas  in  continuing  medical  education. 
The  Consortium  was  established  two  years 
ago  by  the  Colorado  Medical  Society,  the  Color- 
ado Foundation  for  Medical  Care,  and  the  Uni- 
versity of  Colorado  School  of  Medicine,  to  sup- 
port Colorado  organizations  that  provide  contin- 
uing medical  education.  All  of  the  listed  projects 
will  require  joint  effort  by  organizations  in  the 
state  committed  to  supporting  CME.  Readers 
having  a special  interest  in  any  of  the  above  top- 
ics are  urged  to  get  in  touch  with  Kevin  Bunnell, 
Executive  Director,  Colorado  Consortium  for 
Continuing  Medical  Education,  at  861-1221  x 262 
or  1-800-332-41 50x262. 
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Colorado  Medical  Society 


MEDLINE  in  La  Junta 

As  an  important  element  in  the  ongoing  pro- 
cess of  Continuing  Medical  Education,  the  Den- 
ver Medical  Society  Library  regularly  extends  it- 
self in  the  cause  of  providing  assistance  to  doc- 
tors in  their  search  for  information. 

In  amplification  of  this  objective,  Dr.  Kevin 
Bunnell,  director  of  the  Continuing  Education  Di- 
vision, traveled  on  July  13  to  Lajunta  for  a pres- 
entation on  Computers  and  Medicine.  He  was 
joined  for  the  session  by  Martha  Burroughs,  ref- 
erence librarian  of  the  Denver  Medical  Society 
Library,  who  was  scheduled  for  a MEDLINE 
demonstration. 

Dr.  Dean  Girard,  Chief  of  Staff  of  the  La  Junta 
Medical  Center,  had  arranged  the  program  for 
doctors  on  its  staff,  as  well  as  other  doctors  from 
Las  Animas.  The  appreciation  of  these  doctors 
and  the  staff  for  this  visit  was  very  clearly  indi- 
cated by  their  receptive  attitudes. 

Prior  to  going  to  La  Junta,  Martha  had  ar- 
ranged for  a toll  free  line  and  number,  at  the 
same  time  that  she  was  given  a special  demon- 
stration code  by  the  National  Library  of  Medicine. 

Dr.  Girard  had  prepared  the  doctors  to  devel- 
op ideas  on  what  they  wanted  out  of  the  demon- 
stration. Most  requests  were  in  the  fields  of  for- 
ensic, surgical,  and  gynecologic  medicine. 

Enthusiastic  doctors  worked  on  those  doctors 
of  more  reserved  appreciation,  and  once  the 
print-out  started  rolling,  the  main  hurdle  was  sur- 
mounted. MEDLINE  was  very  strongly  shown  to 
be  a significant,  functioning  means  of  deriving 
information. 


WEST  INDES 

flIR/SEfl  CRUISE 


A Sun-Swept.  Eight-Day  Luxury  Cruise 
Aboard  the  DANAE  to  Beautiful.  Gem-like 
Islands. 

Curacao,  La  Guaira/Caracas, 
Grenada,  Guadelupe, 

St.  Thomas. 


Relax  aboard  a delightfully  spacious  cruise  ship 
with  the  finest  service  and  top  international 
cuisine. 


Come  cruise  with  us  under  the  summer  sun 
V of  the  Caribbean  and  leave  the  cold  winds 
of  winter  behind. 

Departing  Denver  on  February  7, 
Returning  February  14, 1981 

Via  scheduled  Jet 

From  $795  AirfV 


How  to  use  MEDLINE 

Eor  computerized  literature  retrieval, 
use  the  free  WATS  in-line,  1-800-332-4150. 
Call  Martha  Burroughs,  Denver  Medical 
Society  reference  librarian,  and  tell  her 
your  needs.  Through  computer,  she  will  re- 
quest the  required  information  from  the 
National  Library  of  Medicine.  Immediate 
transmission  of  materials  published  since 
1978  will  take  place,  while  literature  pub- 
lished since  1966  can  be  obtained  in  less 
than  a week. 
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The  Regulator:  Medical  Appropriateness  Reviews  Begin 

The  Colorado  Department  of  Health,  which  is 
the  designated  State  Health  Planning  and  Devel- 
opment Agency,  is  now  and  will  be  considering 
the  practice  patterns  of  physicians  in  the  follow- 
ing areas: 


SHPDA  Review 

Cycle  1 

HSA  Review 

End  date 

End-Stage  Renal  Disease  Services 

Cycle  2 

6-11-80  to  12-7-80 

12-7-80 

Cardiac  Catheterization  and  Open  Heart  Surgery 
Radiation  Therapy 
Computerized  Tomography 

Cycle  3 

12-11-80  to  6-10-81 

6-10-82 

Long  Term  Care  Services 
Home  Health  Care  Services 

6-11-81  to  12-10-81 

12-10-82 

Cycle  4 

Emergency  Medical  Services 
Critical  Care  Services 

12-11-81  to  6-10-82 

6-10-83 

Cycle  5 

General  Medical/Surgical  Services 

6-11-82  to  12-11-82 

12-11-83 

Obstetrics/Newborn  Services 
Pediatric  Services 

It  is  imperative  that  specialty  society  groups 
begin  to  formulate  their  own  “appropriateness” 
review  documents  for  these  regulatory  entities 
to  react  to.  If  there  are  any  questions,  please  call 
Robert  FitzGerald  at  CMS. 
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Gouncil  on 
i^isiation 


DATES  TO  REMEMBER: 

October  3— Last  Day  to  Register  for  the  gen- 
eral election 

October  20—  Earl  lest  date  to  receive  an  absen- 
tee ballot 

October  30— Last  day  to  submit  an  absentee 
ballot 

November  4— GENERAL  ELECTION 

Six  ballot  issues  will  face  all  Colorado  voters  when  they 
go  to  the  polls  next  month.  Your  Government  Affairs  staff 
has  used  the  analysis  prepared  in  the  Legislative  Council 
offices  in  the  Capitol  to  explain  the  pros  and  cons  of  each 
issue.  (AMENDMENT  NO.  4 SHOULD  BE  OF  SPECIAL  IN- 
TEREST). No  effort  has  been  made  to  comment  on  further 
ballot  issues,  such  as  taxation  for  a light  rail  system  and 
the  establishment  of  a regional  service  authority.  These 
will  be  voted  on  in  only  a few  counties  and  thus  are  not  of 
statewide  interest.  Information  on  such  local  issues  is 
available,  however,  in  the  CMS  office. 

The  first  four  measures  are  proposed  amendments  to 
the  constitution.  Amendments  1 and  2were  referred  bythe 
General  Assembly,  and  amendments  3 and  4 are  initiated 
measures.  If  approved  by  the  voters,  these  four  constitu- 
tional amendments  could  only  be  revised  by  a vote  of  the 
electors  at  a subsequent  general  election. 

The  statutory  proposals,  amendments  5 and  6,  are  both 
initiated  measures.  If  approved  by  the  voters,  these  items 
may  be  changed  bythe  General  Assembly.  Initiated  mea- 
sures may  be  placed  on  the  ballot  by  petition  if  not  less  than 
8%  of  the  qualified  electors  have  signed  the  petition. 

AMENDMENT  NO.  1— CONSTITUTIONAL 
AMENDMENT  PROPOSED  BYTHE  GENERAL 
ASSEMBLY 

Ballot  Title: 

An  amendment  to  article  V and  XIX  of  the  constitution  of 
the  state  of  Colorado,  concerning  the  initiative  and  referen- 
dum process,  and  providing  that  an  elector  must  be  regis- 
tered in  order  to  sign  a petition  for  an  initiated  or  referred 
measure  and  that  the  proposed  initiated  measures  shall  be 
submitted  to  the  legislative  research  and  drafting  offices  of 
the  general  assembly  for  review  and  comment  at  a meeting 
open  to  the  public  before  a ballot  title  is  fixed. 

Popular  arguments  for: 

1.  The  present  procedure  in  which  any  qualified 
electormy  be  eligible  to  sign  an  initiative  petition  makes 
any  challenge  of  the  signatures  impractical  because  there 
is  no  official  record  of  qualified  electors.  The  likelihood  of 
fraud  in  the  petition  process  would  be  greatly  reduced  by 


November  Ballot  Issues: 
Pros  and  Cons 

requiring  the  signatures  of  registered  electors. 

2.  The  amendment  would  place  greater  responsibility  on 
those  persons  circulating  petitions  to  determine  the  eligi- 
bility of  the  signers. 

3.  The  amendment  would  reduce  the  number  of  signa- 
tures needed  to  propose  an  amendment  by  initiative  from 
8%  to  5%  of  the  total  votes  cast  for  the  Secretary  of  State  at 
the  previous  election . It  would  also  extend  the  date  for  col- 
lection of  signatures  by  one  month. 

4.  An  open  public  meeting  would  help  assure  that  all  rel- 
evant questions  and  issues  surrounding  the  proposals  are 
raised  at  the  proper  time— before  the  circulation  of  the  pe- 
tition for  signatures. 

Popular  arguments  against: 

1 . The  proposed  amendment  would  mean  that  nearly 
500,000  Coloradoans,  18  years  of  age  and  older,  would  not 
be  eligible  to  sign  an  initiative  or  referendum  petition  simp- 
ly because  they  are  not  eligible  to  vote. 

2.  Rather  than  ensure  the  integrity  of  petitions  by  requir- 
ing that  signers  be  registered  electors,  the  amendment 
would  create  uncertainty  for  both  potential  signers  and  cir- 
culators of  petitions  regarding  whether  an  individual  was  a 
registered  elector. 

3.  The  original  draft  of  an  initiative  may  be  changed 
prior  to  the  time  the  measure  is  circulated  for  signatures. 
Thus  the  information  made  available  to  the  public  at  the 
proposed  hearing  may  not  reflect  the  actual  language  of 
the  final  petition. 

4.  Colorado’s  initiative  process  has  not  resulted  in  an 
unreasonable  number  of  statewide  measures  appearing 
on  the  ballot. 

AMENDMENT  NO.  2— CONSTITUTIONAL 
AMENDMENT  PROPOSED  BY  THE  GENERAL 
ASSEMBLY 

Ballot  Title: 

An  amendment  of  section  2 of  article  XVI 1 1 of  the  consti- 
tution of  the  state  of  Colorado,  authorizing  the  establish- 
ment of  a state-supervised  lottery  with  the  net  proceeds, 
unless  otherwise  authorized  by  statute,  allocated  to  the 
conservation  trust  fund  of  the  state  for  distribution  to  mu- 
nicipalities and  counties  for  park,  recreation,  and  open 
space  purposes. 

Based  on  an  estimated  Colorado  population  of  2.7 
million,  the  following  amounts  of  money  might  be  raised 
from  various  per  capita  net  revenues: 
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Per  Capita  Estimated  Lottery  Revenue  Based 

Net  Revenue  on  Population  of  2.7  Million 

$ 3.00  $ 8.1  million 

$ 5.00  $13.5million 

$10.00  $27.0million 

Popular  arguments  for; 

1.  A state  sweepstakes  was  approved  by  Colorado 
voters  at  the  general  election  in  November  1976.  Imple- 
mentation of  the  Colorado  sweepstakes,  one  form  of  a lot- 
tery, was  delayed  on  the  basis  of  a legal  technicality.  This 
proposal  simply  resolves  the  legal  issue  by  granting  the 
state  constitutional  authority  to  the  General  Assembly  to 
establish  a state-supervised  lottery. 

2.  As  early  as  1974,  the  General  Assembly  recognized 
the  need  to  establish  a conservation  trust  fund  to  assist 
iocal  communities  in  the  development  of  park  and  recrea- 
tion facilities.  The  program,  however,  has  always  lacked  a 
viable  revenue  base. 

3.  A state  lottery  provides  an  opportunity  to  raise  reve- 
nues without  the  imposition  of  a direct  tax.  The  purchase  of 
a lottery  ticket  is  voluntary.  Any  subsequent  legislation 
could  be  revised  by  the  state  legislature  to  correct  any 
abuses  or  to  allocate  lottery  revenues  for  public  purposes 
that  were  deemed  to  be  a higher  priority  or  a more  critical 
need. 

4.  75  percent  of  the  persons  living  in  states  with  state- 
operated  lotteries  favor  legalization  of  lotteries.  The  per- 
centage of  persons  supporting  legalization  of  lotteries  in 
such  states  is  much  higher  than  the  number  of  persons 
who  actually  purchased  lottery  tickets. 

Popular  arguments  against; 

1 . The  1976  sweepstakes  proposal  was  a statutory  mea- 
sure that  would  have  authorized  a state  agency  to  operate  a 
sweepstakes.  The  current  proposal  is  a constitutional 
amendment  that  would  permit  the  General  Assembly  to  au- 
thorize any  type  of  lottery.  It  would  open  the  door  for  those 
persons  associated  with  the  gambling  industry  to  exert 
pressure  on  elected  officials  to  expand  the  gambling  acti- 
vities. 

2.  Not  only  is  this  form  of  gambling  a poor  way  to  raise 
money  for  public  projects,  it  is  also  inefficient  and  expen- 
sive. All  the  lottery  states  have  found  that  constant  revision 
of  the  lottery  format  is  needed  to  hold  the  public  interest. 
This  means  that  a portion  of  gross  revenue  must  be  used 
for  promotional  and  administrative  expenses. 

3.  Gambling  weakens  the  moral  fiber  of  the  individual 
and  lowers  the  ethical  standards  of  the  community.  Gov- 
ernment should  not  be  in  the  business  of  publicizing  and 
promoting  an  activity  that  rewards  according  to  “chance” 
rather  than  on  constructive,  creative  human  activity. 

4.  The  Colorado  Constitution  currently  authorizes  the 
conduct  of  bingo  games  and  raffles  by  nonprofit  organiza- 
tions. The  citizens  of  Colorado  have  only  a certain  finite 
amount  of  discretionary  income  available  for  participation 
in  charitable  raffles  and  lotteries,  and  the  authorization  of 
any  new  state  lottery  would  provide  competition  for  these 
nonprofit  programs. 

5.  Lotteries  in  the  various  states  with  legal  games  are 


Council  on  Legislation  (Continued) 

placing  increased  reliance  on  the  so-called  “instant 
games”  while  the  purchaser  can  assess  the  results  imme- 
diately. The  effect  has  been  a growth  in  the  repetitive  pur- 
chase of  lottery  tickets.  This  proposal  could  mean  the  de- 
velopment of  instant  games  in  Colorado,  or  a publicly  pol- 
icy in  Colorado  that  fosters  a very  regressive  form  of  gam- 
bling which  could  have  its  greatest  impact  on  low  income 
groups. 

AMENDMENT  NO.  1— CONSTITUTIONAL 
AMENDMENT  INITIATED  BY  PETITION 
Ballot  Title; 

Shall  article  II  of  the  constitution  of  the  state  of  Colorado 
be  amended  to  provide  that  an  unincoporated  area  may  be 
annexed  to  a muncipality  only  if  the  annexation  has  been 
approved  by  a majority  vote  of  the  landowners  and  the  reg- 
istered electors  in  such  area  who  vote  on  the  question , or  if 
the  annexing  municipality  has  received  a petition  for  an- 
nexation signed  by  persons  comprising  more  than  fifty 
percent  of  the  landowners  in  such  area  and  owning  more 
than  fifty  percent  of  such  area,  or  if  such  area  is  entirely 
surrounded  by  or  is  solely  owned  by  the  annexing  munici- 
pality; and  providing  that  this  section  does  not  apply  to  the 
city  and  county  of  Denver  to  the  extent  that  annexations 
thereto  are  governed  by  other  provisions  of  the  state  con- 
stitution? 

Popular  arguments  for; 

1.  The  present  system  of  unilateral  annexation  by  the 
governing  body  of  a municipality— in  which  the  residents 
of  certain  areas  proposed  to  be  annexed  have  no  represen- 
tation in  the  decision  of  government— is  contrary  to  our 
democratic  principles  of  respresentative  government. 

2 . Qualified  electors  who  are  residents  of  the  area  involv- 
ed in  the  annexation  but  who  are  not  landowners  would  be 
able  to  vote.  Renters  have  a financial  stake  in  an  annexa- 
tion. 

3.  The  residents  and  landowners  of  an  area  are  in  the 
best  position  to  determine  whether  an  annexation  would  be 
desirable  or  whether  more  government  is  needed. 

4.  The  proposal  would  help  ensure  that  annexations 
must  be  based  on  consent,  thus  tending  to  discourage  un- 
economical finger  annexations  which  raise  the  cost  of  gov- 
ernment for  municipal  residents.  The  present  energy  cri- 
sis suggests  that  municipalities  should  do  more  to  concen- 
trate growth  within  existing  boundaries  rather  than  en- 
courage uneconomical  finger  annexations. 

5.  There  are  indications  that  for  many  larger  govern- 
mental units  the  per  capita  costs  of  governmental  services 
tend  to  be  higher  and  government  less  responsive  to 
neighborhood  needs  than  smaller  entities. 

Popular  arguments  against; 

1 . The  rights  of  landowners  and  residents  in  fringe  areas 
adjacent  to  municipalities  should  be  equal  to,  but  not 
greater  than,  those  rights  provided  for  municipal  resi- 
dents. Municipal  residents  should  have  equal  constitu- 
tional voting  and  petition  rights  in  matters  involving  the  ex- 
tension of  municipal  services  to  unincorporated  areas. 

2.  The  amendment  addresses  only  one  side  of  complex 
economic  and  governmental  issues  relating  to  the  provi- 


358 


Colorado  Medicine  for  October,  1980 


Sion  of  governmental  services  to  rapidly  expanding  urban- 
ized areas.  Restrictive  annexation  laws  (such  as  proposed 
by  this  amendment)  tend  to  encourage  the  formation  of 
special  districts,  involvement  of  county  government  in  the 
provision  of  urban  services,  and  the  incorporation  of  new 
cities  and  towns  adjacent  to  existing  municipalities.  Frag- 
mentation of  local  governments  prevents  compatible  de- 
velopment of  an  urbanized  area  and  ultimately  means 
higher  cost  of  government  for  everyone. 

3.  Fringe  area  residents  have  a fundamental  responsi- 
bility to  the  social  and  economic  community  of  which  they 
are  a part  and  should  not  be  given  carte  blanch  authority  to 
remain  a tax  free  peninsula  without  responsibility  to  the  to- 
tal community. 

4.  Most  annexations  in  Colorado  are  voluntary,  involving 
petition  by  the  landowners.  The  amendment  may  make  it 
more  difficult  to  implement  voluntary  annexations  because 
a majority  of  landowners,  rather  than  those  owning  a ma- 
jority ofthe  land,  would  have  to  petition  forannexation.The 
ultimate  effect  of  the  amendment  may  be  to  discourage  the 
extension  of  municipal  services  to  newly  developing  areas 
because  the  amendment  would  make  the  overall  economic 
growth  and  expansion  of  a municipality  much  more  diffi- 
cult. Thus  the  amendment  could  have  a negative  impact  on 
land  values  on  the  fringes  of  some  municipalities  and  re- 
duce the  economic  viability  of  both  the  incorporated  and 
unincorporated  areas. 

5.  For  enclaves  and  areas  with  two-thirds  boundary  con- 
tiguity with  a municipality,  the  present  annexation  law  con- 
tains a carefully  constructed  compromise  between  the 
needs  of  landowners  of  the  unincorporated  area  and  the 
municipality.  The  amendment  destroys  this  tradeoff  by  re- 
moving the  unilateral  annexation  authority  to  the  city  but 
does  not  give  the  municipality  the  right  to  refuse  to  accept 
an  annexation  petition  by  the  landowners  of  such  an  unin- 
corporated area. 

6.  The  issue  of  annexation  is  extremely  complex  involv- 
ing a variety  of  urban  issues  and  affecting  residential  and 
commercial  construction  and  related  business  activity; 
patterns  of  employment;  transportation  facilities  and  ser- 
vices; the  character  of  neighborhoods;  zoning;  availability 
of  water,  sewer,  and  other  governmental  services;  the  for- 
mation and  expansion  of  special  districts  and  new  munici- 
pal governments;  the  expansion  of  existing  municipal 
governments.  The  proposed  constitutional  amendment, 
however,  addresses  only  one  aspect  of  the  annexation 
issue  and  would  restrict  the  capacity  of  the  General  As- 
sembly to  balance  these  issues  with  changing  conditions. 
The  amendment  is  silent  as  to  the  definition  of  “land- 
owner."  Since  the  meaning  of  “landowner”  is  unclear,  the 
initiative  and  voting  rights  of  landowners  may  not  be  re- 
stricted only  to  Colorado  and  United  States  residents  or 
persons  18  years  of  age  and  older.  Furthermore,  a question 
exists  as  to  whether  owners  of  mineral  rights  could  exer- 
cise franchise  in  annexation  matters. 

AMENDMENT  NO.  4— CONSTITUTIONAL 
AMENDMENT  INITIATED  BY  PETITION 


Council  on  Legislation  (Continued) 
Ballot  Title: 

Shall  article  XVIII  of  the  constitution  of  the  state  of  Col- 
orado be  amended  to  provide  that  in  order  that  all  persons 
shall  have  the  right  to  sell  ortransfertheir  real  estate  or  any 
interest  therein  subject  to  existing  financing,  no  person  or 
lending  institution  with  a security  interest  in  the  real  estate 
shall  accelerate  or  mature  the  indebtedness  secured  by 
such  real  estate  or  alter  the  terms  and  conditions  of  the  in- 
debtedness or  security  interest  because  of  such  sale  or 
transfer,  so  long  as  the  original  debtor  remains  directly 
responsible  for  the  indebtedness  and  the  security  for  the 
indebtedness  is  not  substantially  impaired  by  the  sale  or 
transfer? 

Popular  arguments  for; 

1 . The  current  high  interest  rates  often  make  it  extreme- 
ly difficult  for  potential  buyers  of  property  to  qualify  for  new 
real  estate  loans.  Under  present  economic  circumstances, 
if  a property  owner  cannot  offer  an  opportunity  for  the 
buyer  to  base  his  financing  on  an  existing  mortgage,  the 
property  owner  may  not  be  able  to  sell  his  property.  The 
amendment  is  designed  to  ensure  that  a lender  could  not 
disrupt  the  sale  of  property  in  those  instances  in  which  the 
original  borrower  remains  responsible  for  the  outstanding 
indebtedness  and  the  security  of  the  lender  is  not  im- 
paired. 

2.  Alternatives  to  existing  institutional  financing  are 
needed  to  stimulate  real  estate  finance.  The  amendment 
would  encourage  competition  in  capital  formation  impor- 
tant for  a high  growth , capital  short  area  such  as  Colorado. 

3.  The  amendment  specifically  addresses  the  continu- 
ing responsibility  of  the  property  owner  for  any  accelera- 
tion of  a real  estate  loan  when  the  security  of  the  lender  is 
impaired . For  a lender  to  accelerate  a loan  when  his  securi- 
ty interest  remains  unimpaired  is  unreasonable,  particu- 
larly when  the  lender  invokes  an  early  payment  penalty. 
Why  should  the  homeowner  who  is  fortunate  enough  to  re- 
main in  his  property  benefit  from  a fixed  interest  rate  while 
those  property  owners  who  are  forced  to  dispose  of  their 
property  lose  part  or  all  of  their  equity  becuase  of  an  accel- 
eration clause? 

4.  Both  the  Veterans  Administration  and  the  Federal 
Flousing  Administration  prohibit  the  acceleration  of  VA  and 
FFIA  loans  simply  because  of  the  sale  or  transfer  of  a prop- 
erty. The  Federal  National  Mortgage  Association , a govern- 
mentally  sponsored  but  privately  owned  corporation,  per- 
mits the  inclusion  of  a due-on-sale  clause  in  its  uniform 
mortgage  instrument.  The  provisions  of  this  amendment 
are  in  substantial  conformity  with  the  aforementioned 
policies. 

Popular  arguments  against: 

1 . It  simply  is  not  sound  business  practice  for  a mort- 
gage lender  to  allow  a subsequent  buyer— with  whom  the 
lender  has  no  contractual  or  other  relationship— to  take 
possession  of  the  property  without  qualification  of  the  sub- 
sequent buyer.  The  requirement  that  the  original  borrower 
would  remain  liable  for  repaying  the  loan  does  not  neces- 

(Continued  on  page  362) 
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ONCE  UPON  A TIME  STORIES 


Late  September  1982 
Lobby— St.  Mary’s  Hospital 

Dr.  Member:  “Hi,  Pass,  haven’t  seen  you  for  a 
long  time— what’s  up?” 

Dr.  Pres:  “Goodie?  It  is  nice  to  see  you!  Love 
to  talk  but  got  to  run  down  to  the  Fairmont  Hotel 
for  another  damn  Medical  Society  meeting.” 

Dr.  Member:  “Are  you  still  playing  Medical  So- 
ciety games?” 

Dr.  Pres:  “Yep,  and  I love  it.  The  Society  is  get- 
ting better  all  the  time  except  for  all  these  meet- 
ings—in  these  crazy  places.” 

Dr.  Member:  “What  are  you  talking  about. 
Pass?” 

Dr.  Pres:  “Goodie,  do  you  remember  a couple 
of  years  ago,  the  Board  of  Directors  said  we  had 
run  out  of  space  for  staff,  and  meetings,  and  it 
was  affecting  a whole  bunch  of  things?” 

Dr.  Member:  “Vaguely.  Never  was  much  inter- 
ested in  that  stuff  you  know.” 

Dr.  Pres:  “To  make  a long  story  short,  the  staff 
and  Board  were  excited  about  how  they  could 
do  the  new  programs  and  projects,  expand  op- 
erations, add  staff,  in  their  present  facilities.  I re- 
member the  EVP  making  a presentation  at  a 
President’s  Planning  Session,  then  to  the  Fi- 
nance Committee  and  the  Board.” 

Dr.  Member:  (Aside— “God  this  is  dull”)  “So 
what?” 

Dr.  Pres:  “Well,  to  make  another  long  story 
short,  there  were  a lot  of  arguments  about  why 
did  we  really  need  to  build,  a constant  assess- 
ment of  staff  needs,  meeting  room  needs,  park- 
ing, where  to  locate,  who  would  be  in  such  a fa- 
cility, how  to  finance  it,  who  had  the  day-to-day 
authority  to  oversee  it,  physicians,  staff,  etc.” 
Goodie,  it  was  a mess!” 

Dr.  Member:  “Pass,  what  happened?” 

Dr.  Pres:  “Have  you  been  down  to  the  Medical 
Society  lately?” 

Dr.  Member:  “Not  in  two  years  and  it  was  pret- 
ty chaotic  then.” 

Dr.  Pres:  “Well,  to  make  a longer  story  short- 
er—The  staff  is  really  on  top  of  each  other.  We 
haven’t  been  able  to  add  additional  staff  to  take 
on  some  new  member  service  programs.  We  are 
located  in  three  downtown  locations — with  ex- 
ecutives in  each.  In  fact,  I don’t  know  how  they 
talk  to  each  other  or  coordinate  anything.  There 
is  one  telephone  for  three  people.” 


Dr.  Member:  “Sounds  awful!” 

Dr.  Pres:  “Goodie,  that’s  not  the  worst  of  it. 
Sure  the  staff  is  overcrowded  and  inefficient 
and  they  complain  a lot,  but  the  worst— well,  I 
hate  to  even  think  about  it.” 

Dr.  Member:  “Come  on  Pass— what?” 

Dr.  Pres:  “They  took  away  my  office.  In  the  lat- 
ter part  of  my  year  as  President,  they  would  use 
the  office  for  staff  that  didn’t  have  a desk— and 
I’d  go  in  at  night.  Then  they  started  a four-day 
week  to  conserve  energy  and  maximize  space, 
but  they  had  two  shifts  and  I still  didn’t  have  a 
place  to  work.  Plus,  it  took  me  an  hour  from  my 
office  to  get  across  town  and  then  no,  absolute- 
ly NO  parking.  It  cost  me  $15.00  to  park  and 
WALK.” 

Dr.  Member:  “Boy,  I’m  glad  I never  got  involved 
with  the  Medical  Society— that  kind  of  non- 
sense would  have  been  the  straw  that  broke  my 
back.” 

Dr.  Pres:  “Not  only  yours,  but  ours.  To  make  a 
really  long  story  really  short,  the  Medical  Socie- 
ty and  the  Foundation  paid  over  $1,789,387.07  in 
rent  in  the  7 years  they  have  been  in  these  quar- 
ters. Since  it  was  all  rent,  no  monies  have  been 
accrued  to  the  Society— no  equity  has  been 
built  for  you  or  me.  Hey,  I’ve  GOT  to  run.” 

Dr.  Member:  Good  to  see  you  Pass— I’m  really 
sympathetic.  If  I can  help,  let  me  know.  By  the 
way,  what  meeting  are  you  off  to  now?” 

Dr.  Pres:  “Down  to  the  Fairmont  Hotel  for  a 
Medical  Society  meeting.” 

Dr.  Member:  “Why  there?” 

Dr.  Pres:  “We  haven’t  had  a meeting  at  the 
Medical  Society  for  a year  and  a half  because  all 
the  meeting  rooms  are  being  used  for  other  pur- 
poses. Of  course,  there’s  a bright  side,  the  Medi- 
cal Society  has  had  a budget  of  $220,000  for  out- 
side meetings,  food,  etc.  Our  $50  dinners  are 
really  nice  perks.” 

Dr.  Member:  “What’s  the  meeting?” 

Dr.  Pres:  “Oh,  it’s  our  weekly  meeting  of  the 
Building  Committee.  See  ya.” 


Executive  V.P.  Note:  Names  and  places 
have  been  changed  to  protect  the  inno- 
cent and  uninitiated,  however,  any  re- 
semblance to  the  current  and  develop- 
ing situation  is  purely  on  purpose. 
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Review  of  Grievance  Committee 
Cases  1978-79 


committee 

report 


What  produces  a grievance?  Circumstances 
may  vary  but  the  CMS  Grievance  Committee's 
review  of  cases  completed  during  the  year  1978- 
79  reveals  a common  thread:  the  need  to  talk 
and  to  listen. 

Fifty  grievances  were  reviewed  by  the  Color- 
ado Medical  Society  Grievance  Committee  dur- 
ing the  Society  year  ending  September  14,  1979. 
Sixteen  cases  concerned  justified  complaints  in 
the  view  of  the  Committee,  while  26  were  closed 
unjustified.  Eight  remain  unresolved  because 
complainants  either  left  Colorado  or  lost  interest 
in  pursuing  the  grievance  during  the  course  of 
Committee  investigation. 

Two  cases  were  referred  to  the  Board  of  Medi- 
cal Examiners.  Both  concerned  a physician  who 
had  met  with  the  Committee  and  evinced  no 
willingness  to  alter  practice  patterns  which  were 
fathering  multiple  grievances  and  raising  serious 
ethical  questions. 

Unprofessional  Conduct  Alleged  in  Seven  Cases 

In  assessing  complaints  which  alleged  unpro- 
fessional conduct,  the  Committee  saw  a true  di- 
chotomy. Of  the  three  cases  deemed  justified, 
one  subject  left  the  state;  two  removed  them- 
selves from  practice  situations  grown  untenable. 

In  contrast,  three  of  four  unjustified  com- 
plaints were  not  pursued  by  the  originator  when 
the  Committee  replied.  The  fourth  was  an  un- 
founded accusation  of  failure  to  forward  records. 
Communication  an  Element  of  Patient  Care 

Of  five  complaints  which  stemmed  from 
either  a breakdown  or  an  element  of  abrasive- 
ness in  communication,  two  were  closed  as  justi- 
fied. The  breakdown  had  clearly  affected  patient 
care:  one  patient  was  forced  to  undergo  unne- 
cessarily duplicative  examinations;  the  second 
never  received  test  results.  The  remaining  three 
complaints  were  the  product  of  misunderstand- 
ings which  were  resolved. 

Eighteen  complainants  requested  review  of 
the  quality  of  care  received  from  member  physi- 
cians. In  six  cases,  the  Committee  found  that 
care  was  of  sound  quality  and  that  dissatisfac- 
tion had  been  borne  of  a natural  desire  for  a dif- 
ferent outcome  of  treatment.  A number  of  un- 
justified complaints,  seven  altogether,  could  be 
traced  to  a failure  in  communication;  the  patient 
had  been  looked  after  properly  but  without  suf- 
ficient explanation.  Justification  existed  in  four 
cases  involving  failure  to  make  an  approriate  re- 
ferral, poor  record-keeping,  and  insufficient  ex- 


amination, testing,  and  supervision  of  employ- 
ees. One  case  was  not  pursued  by  the  complain- 
ant. 

Fee  Problems  Resolved  in  Discussion 

Fees  accounted  for  fewer  complaints— 11  al- 
together. The  Committee  drew  the  attention  of 
the  members  named  in  three  justified  com- 
plaints to  errors  in  billing  which  were  corrected. 
Six  of  the  complaints  did  not  remain  subjects  of 
controversy  after  the  Committee  encouraged 
further  discussion  between  the  doctor  and  the 
patient.  Two  complaints  were  abandoned  by  the 
originators. 

Two  instances  involved  insurance.  In  the  first, 
a justified  complaint,  the  Committee  assisted 
the  patient  to  secure  an  itemized  bill  necessary 
for  reimbursement.  In  the  second,  the  insurance 
company,  rather  than  the  physician  was  found  to 
be  the  source  of  grievance. 

Five  Professional  Disagreements  Discussed 

Efforts  to  resolve  intra-physician  and  lawyer- 
physician  complaints  (five  in  all)  resulted  in  can- 
cellation of  two  claims  and  achieved  some  suc- 
cess in  three.  In  this  category,  the  adversaries 
often  will  not  relinquish  rigid  prior  assumptions 
about  the  other.  Resolution  is  at  best  an  uneasy 
peace,  when  professional  disagreement  has  been 
permitted  to  grow  to  the  magnitude  of  a griev- 
ance. 

Talk  Can  Keep  a Complaint  From  Becoming  a 
Grievance 

At  almost  any  time,  many  patients'  com- 
plaints can  be  remedied  if  they  are  given  the  op- 
portunity to  talk  about  a misunderstanding  with 
the  doctor  rather  than  an  outsider. 

As  a general  rule,  the  grievance  staff's  first 
question  to  callers  is,  "Have  you  talked  with 
your  doctor  about  this?"  At  least  half  of  the  call- 
ers have  either  felt  reluctant  to  approach  the 
doctor  or  have  been  discouraged  by  a "protec- 
tive" office  staff.  There  is  reason  to  question  the 
"protective"  quality  of  a staff  which  so  efficient- 
ly discourages  inquiries  that  patients'  frustration 
builds  to  lodging  a complaint. 

Devoting  a few  minutes  to  resolving  a misun- 
derstanding (the  head  of  Pediatrics  at  Massachu- 
setts General  Hospital  has  a telephone  hour  ear- 
ly each  morning  during  which  patients'  parents 
can  talk  with  him  directly)  can  spare  one  the 
hours  the  Grievance  Committee  is  obliged  to  ask 
in  studying  a complaint. 
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sarily  protect  the  lender,  especially  if  the  original  borrower 
is  an  individual  who  cannot  later  be  located  or  a corporation 
that  later  ceases  to  exist. 

2.  The  amendment  could  jeopardize  the  flow  of  mort- 
gage money  into  Colorado.  Mortgage  funds  from  outside  of 
Colorado  are  needed  to  house  an  expanding  population 
and  for  the  commercial  and  industrial  development  neces- 
sary to  service  and  support  the  economy. 

3.  The  amendment  would  not  have  general  applicability 
to  all  real  estate  transactions  in  which  there  is  an  existing 
mortgage  on  the  property.  The  amendment  would  not  ap- 
ply to  a real  estate  transaction  in  which  the  purchaser  as- 
sumes the  loan  and  the  original  debtor  is  released  from  lia- 
bility. 

A major  question  raised  by  the  amendment  is  whether  it 
would  be  applicable  to  existing  mortgage  contracts  which 
contain  a due-on-sale  provision.  Finally,  it  is  doubtful 
whether  the  amendment  would  be  applicable  to  federally 
chartered  savings  and  loan  institutions. 

4.  The  amendment  would  have  an  adverse  impact  on 
savers,  first-time  home  buyers,  potential  new  home  buy- 
ers, and  the  housing  and  construction  industry.  Lenders 
are  able  to  reduce  the  impact  of  below  market  loans 
through  renegotiation  of  interest  rates  at  the  time  of  sale  of 
the  property.  Without  this  opportunity,  lenders  will  have  to 
balance  their  portfolios  by  a substantial  increase  in  interest 
charges  for  loans  for  those  persons  buying  new  properties 
or  requiring  a second  or  third  mortgage.  Thus  the 
economic  burden  imposed  by  the  amendment  would  fall  on 
younger  families  with  fewer  resources. 

5.  This  amendment  could  have  a significant  impact  on 
real  estate  finance  in  Colorado,  but  at  this  time  no  one  can 
forecast  its  ultimate  effects  with  accuracy.  The  sponsors 
could  have  initiated  this  proposal  as  a statute  which , if  later 
proven  to  be  detrimental , could  be  modified  by  the  General 
Assembly.  The  constitution , however,  can  only  be  changed 
every  two  years,  and  then  only  by  the  voters.  It  does  not 
make  sense  to  place  such  a complex  issue  in  the  Colorado 
Constitution,  especially  v/hen  the  amendment  is  so  likely 
to  be  the  subject  of  litigation. 

AMENDMENT  NO.  5— PROPOSED  STATUTE 
INITIATED  BY  PETITION 
Ballot  Title; 

Shall  any  bank,  beginning  July  1, 1981,  be  permitted  to 
establish  one  or  more  branch  banking  facilities  separate 
from  the  principal  office  of  the  bank  anywhere  in  the  state  if 
the  banking  board  determines  that  the  proposed  branch 
will  serve  the  public  need  and  convenience  in  the  commu- 
nity or  area  to  be  served,  all  administrative  costs  of  filing 
and  processing  an  application  for  a branch  to  be  paid  by 
the  applicant  bank? 

Popular  arguments  for; 

1.  Many  Coloradoans  do  not  have  easily  accessible 
banking  services.  Colorado  banks  are  prohibited  from  of- 
fering complete  services  in  more  than  one  location . Despite 
increased  population  growth  and  changes  in  economic 
conditions,  a bank,  unlike  other  businesses,  cannot  open 
offices  at  shopping  centers,  industrial  parks,  and  new  res- 
idential areas.  This  limitation  on  branching  may  require 
consumers  to  spend  additional  time  and  money  for  travel  to 
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obtain  bank  services. 

2.  Savings  and  loan  associations  have  had  authority  to 
open  branches  in  Colorado  for  many  years.  New  federal 
legislation  and  the  capacity  to  operate  branches  may  give 
federal  savings  and  loan  associations  an  advantage  over 
commercial  banks  in  attracting  depositors.  The  proposed 
amendment  would  help  restore  a competitive  balance  be- 
tween these  types  of  financial  institutions  and  allow  freer 
competition  in  the  marketplace. 

3.  There  are  nearly  100  communities  in  Colorado  which 
have  only  one  bank  and  many  more  communities  with  only 
two  banks.  Small  businesses  and  individuals  in  these 
communities  depend  on  the  local  bank  for  financial  ser- 
vices. There  may  be  little  incentive  for  a bank  to  improve 
efficiency  and  reduce  costs  for  services  when  it  is  not  con- 
fronted with  competition  in  its  market  area. 

4.  The  cost  of  chartering  a new  bank  in  many  small  com- 
munities or  fringe  areas  of  large  communities  in  which  de- 
velopment is  taking  place  often  requires  more  capital  than 
may  be  justified  based  on  expected  demands  for  bank  ser- 
vices. 

A branch  facility  can  be  opened  for  less  capital  than 
chartering  of  a new  bank  and  does  not  require  all  the  oper- 
ating personnel  and  administrative  staff  required  of  an  in- 
dividual home  bank. 

5.  An  individual  bank  does  not  have  the  opportunity  to 
spread  risk  among  as  wide  a range  of  economic  activity  as 
that  available  to  a bank  with  a number  of  operating 
branches. 

Popular  arguments  against; 

1 . The  amendment  could  result  in  a higher  proportion  of 
bank  deposits  being  concentrated  in  the  larger  metropol- 
itan banks.  Banks  with  the  largest  capital  resources  would 
be  in  the  best  position  to  open  branches  in  order  to  in- 
crease deposits.  Thus  smaller  financial  institutions  might 
not  be  able  to  maintain  their  current  proportion  of  deposits. 

Rather  than  increasing  competition,  branching  in  the 
long  run  may  reduce  the  relative  number  of  banks  serving 
Coloradoans, 

2.  Investment  decisions  under  any  branch  banking  sys- 
tem tend  to  be  under  the  control  of  the  home  office.  No 
longer  would  each  full  service  bank  facility  in  Colorado 
have  its  own  board  of  directors  to  help  determine  loan  pol- 
icy. Branches  could  serve  as  collection  points  for  commu- 
nity savings,  but  the  loan  and  investment  decisions  would 
tend  to  be  made  by  the  home  office. 

Large  banks  cannot  be  expected  to  have  the  orientation 
and  concerns  of  a unit  bank  serving  a small  community. 
Branch  banking  could  mean  less  attention  to  individual 
community  investment  requirements  and  greater  focus  on 
the  capitalization  needs  of  larger  industries. 

3.  Bank  regulation  by  the  federal  government  and  in  the 
majority  of  states  has  been  based  on  a fundamental  policy 
of  keeping  banking  resources  decentralized. 

Decentralization  of  the  financial  system  has  been  part  of 
the  economic  policy  for  Colorado.  The  amendment  would 
be  counter  to  the  carefully  formulated  policy  of  Colorado’s 
elected  officials. 

4.  Although  branching  probably  would  not  result  in  an 
immediate  change  in  Colorado’s  banking  structure,  the 
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statistical  data  of  other  statewide  branching  states  sug- 
gests that  the  proposal  would  gradually  result  in  greater 
concentration  of  deposits  in  fewer  banks. 

AMENDMENT  NO.  6— STATUTE— INITIATED 
BY  PETITION 
Ballot  Title: 

Shall  the  Colorado  Revised  Statutes  be  amended  to  pro- 
vide for  the  election  of  one  director  from  each  director  dis- 
trict for  a fifteen  member  board  of  directors  of  the  Regional 
Transportation  District? 

Popular  arguments  for; 

1 . The  governing  board  of  the  Regional  Transportation 
District  is  not  directly  accountable  to  the  people  through  an 
elective  process. 

No  elected  official  and  no  elected  body  actually  approves 
the  budget  of  the  district.  Accountability,  whether  it  in- 
volves the  expenditure  of  public  funds,  operational  effi- 
ciency, personnel  management,  or  other  measure  of  per- 
formance, may  be  achieved  by  making  elected  officials  di- 
rectly responsible  for  government  programs. 

2.  Some  citizens  may  be  unaware  that  local  officials  are 
involved  in  making  appointments  to  the  RTD  board.  The 
appointive  process  is  deficient  in  not  providing  citizens 
with  a mechanism  for  recall  of  a member  from  the  govern- 
ing board  of  the  RTD. 

3.  The  Regional  Transportation  District  is  the  fourth  larg- 
est governmental  unit  in  terms  of  spending  in  the  state  of 
Colorado  with  a 1980  budget  in  excess  of  $137  million.  The 
enormous  expenditure  of  public  funds  by  the  district 
places  the  governing  board  of  the  RTD  in  a different  posi- 
tion than  most  other  appointed  boards  and  commissions. 

In  addition  to  sheer  size,  the  complexity  of  issues  con- 
fronting the  RTD  involves  deep  philosophical  differences 
among  residents  of  the  community. 

Decision-making  in  the  area  of  public  transportation 
must  be  responsive  to  and  shared  by  the  public.  Candi- 
dates for  office  to  an  elected  RTD  board  would  debate  these 
issues.  Direct  election  of  the  RTD  governing  board  might 
help  to  achieve  a public  transit  policy  that  would  balance 
the  conflicting  needs  of  residents  of  the  community. 

4.  The  present  appointed  board  of  the  Regional  Trans- 
portation District  does  not  provide  equal  representation  in 
terms  of  the  estimated  1980  population  of  the  district. 

The  establishment  of  individual  director  districts  on  a 
population  basis  as  propsed  by  the  amendment  would  help 
ensure  that  board  representation  would  be  evenly  appor- 
tioned throughout  the  metro  area. 

5.  The  21-member  appointed  board  of  the  Regional 
Transportation  District  may  be  too  large  to  function  effi- 
ciently as  a governing  body. 

The  proposed  reduction  in  size  of  the  Board  and  the  re- 
quirement that  each  board  member  serve  from  a director 
district  would  mean  that  one  board  member  would  repre- 
sent any  given  area  in  the  RTD.  Each  board  member  would 
be  familiar  with  the  geography  and  needs  of  his  area.  Thus 
residents  of  any  given  area  in  the  RTD  could  contact  their 
representative  on  the  board. 

Popular  arguments  against; 

1 .  Public  transit  is  a key  element  in  community  land  use 
planning  and  traffic  control  systems.  Appointed  boards 
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provide  direct  lines  of  communication  between  the  transit 
districts  and  municipal  and  county  officials.  An  indepen- 
dently elected  board,  in  which  members  would  be  elected 
from  director  districts  which  need  not  coincide  with  ex- 
isting political  boundaries,  might  weaken  existing  cooper- 
ation between  the  RTD  and  other  local  units  of  government. 

2.  An  effective  public  transit  system  is  far  more  impor- 
tant to  the  densely  populated  City  and  County  of  Denver 
than  to  suburban  communities.  Denver  also  collects  nearly 
40  percent  of  fhe  sales  tax  collected  by  the  RTD.  Appor- 
tionment of  an  elected  board  on  the  basis  of  population 
would  mean  that  Denver’s  influence  on  the  decisions  of  the 
governing  board  of  the  Regional  Transportation  District 
would  be  greatly  reduced. 

3.  Under  the  provisions  of  the  proposal,  any  qualified 
elector  may  file  for  candidacy  to  the  board  by  filing  the  sig- 
natures of  100  registered  electors.  This  could  mean  a very 
large  number  of  candidates  running  in  each  district. 

The  proposal  does  not  provide  any  procedure  for  a runoff 
election  and  does  not  utilize  a primary  election  in  order  to 
reduce  the  number  of  candidates.  A large  number  of  can- 
didates for  an  RTD  director  district  seat  could  make  it  diffi- 
cult for  candidates  to  inform  voters  of  their  views. 

An  elective  system  that  might  force  candidates  to  seek 
large  campaign  donations  increases  the  vulnerability  of 
board  members  and  candidates  to  be  influenced  by  special 
interest  groups.  It  would  not  be  in  the  public  interest  to  de- 
velop an  elective  system  in  which  it  would  be  possible  for  a 
candidate  to  be  elected  to  the  RTD  board  by  only  a small 
percentage  of  the  total  votes  cast  in  a director  district. 

4.  The  appointive  process  provides  flexibility  in  the  de- 
velopment of  a board  with  a broad-based  perspective.  The 
present  procedure  permits  the  appointing  authorities  to 
nominate  persons  with  a wide  variety  of  skills  in  business, 
finance,  labor,  government,  consumer  affairs,  land  use 
and  transportation  planning,  etc.  Inherent  in  the  power  to 
appoint  is  the  power  to  remove.  Board  members  of  the  RTD 
have  resigned  when  requested  by  appointing  authorities. 

The  present  appointive  structure  of  the  RTD  board  per- 
mits members  to  view  decisions  from  a regional  perspec- 
tive. A board  comprised  of  individuals  elected  from  direc- 
tor districts  would  be  subject  to  considerable  pressure 
from  the  parochial  interests  of  their  respective  constituen- 
cies to  the  detriment  of  an  integrated  and  comprehensive 
public  transit  system. 

5.  The  proposed  amendment  could  mean  that  the  pres- 
ent board  of  the  Regional  Transportation  District  would  be- 
come a “lame  duck”  board  at  a critical  time  in  the  develop- 
ment of  transit  systems  in  the  Denver  Metropolitan  Area. 
Voters  in  the  RTD  will  be  considering  whether  to  authorize 
funding  for  the  construction  of  a lighf  rail  sysfem  at  the 
November  general  election.  Underthis  proposal,  the  pres- 
ent board  members  and  new  members  appointed  in  July  1 , 
1981  would  serve  until  January  of  1983.  Thus  for  nearly 
two  years,  the  appointed  board  would  be  in  office  at  atime 
in  which  there  could  be  considerable  negotiation  with  tran- 
sit planning  consultants,  contractors,  and  local  govern- 
ments. There  could  be  great  reluctance  among  such  in- 
dividuals and  organizations  to  make  commitments  to  a 
lame  duck  governing  board. 
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You  deserve  the  newest  idea  in 
"Key  Man  Insurance": 


People  in  high-pressure  professions 
like  yours  need  a “getaway 
place"  to  let  off  steam. 

That's  why  many  business 
and  professional  groups 
today  are  investing  in 
private  corporate  retreats. 

And  in  Colorado,  the  pres- 
tige location  for  such  a re- 
treat is  a spectacular  600- 
acre  mountain  estate 
called  The  Ruby  Ranch. 

Here,  engulfed  by  the 
tranquil  beauty  of  Eagles 
Nest  Wilderness  Area  and 
Arapahoe  National  Forest, 
you'd  never  believe  you're 
only  a 75-minute  drive 
from  Denver.  Or  just  min- 
utes from  6 major  ski 
resorts,  plus  superb  boat- 
ing, fishing  and  hunting. 
sTour  Ruby  Ranch  retreat  is 


The  Ruby 
Ranch 


Copper  Min 
Vail 


A project  of  JMC  Co. 


P.O.  Box  C,  Silverthorne,  CO  80498 
(303)  468-6561  • (303)  468-6291 


ideal  for  executive  seminar,  confer- 
ence, convention,  employee 
incentive,  vacation  and  client 
entertainment  usage.  The 
tax  and  investment  consi- 
derations are  obvious. 
Lots  are  available  from  4 to 
22  acres.  And  whether  you 
wish  to  buy  only  the  land, 
or  a competely  finished 
"getaway  place"  built  to 
your  needs.  The  Ruby 
Ranch  can  arrange  it  all. 
For  more  ideas  on  owning 
a private  corporate  retreat 
through  your  business  or 
professional  group,  call 
us  today. 

Because  for  sustaining 
peak  performance  in  your 
associates  and  yourself. 
The  Ruby  Ranch  is  the 
finest  "Key  Man  Insur- 
ance" you  can  buy! 


The  American  Medical  Association- 


Education  and  Research  Foundation  in 
1980  returned  $14,251.84  to  the  Colorado 
Medical  Society  Auxiliary  for  distribu- 
tion to  education  and  research  uses. 
Ruth  Yost,  Chairman  of  the  Auxiiiary 
AMA-ERF  Committee  says  that  is  the 
amount  contributed  by  CMS  member 
physicians  and  their  spouses  during  the 
previous  year.  The  presentation  was 
made  at  the  annual  meeting  of  the  CMS 
Auxiiiary  to  the  University  of  Colorado 
School  of  Medicine,  to  be  used  as  unre- 
stricted grant  funds.  Contributions  to 
the  AMA-ERF  in  1979  totaled  $1,182,563,  which  was  returned  to  states  for  distribution 
to  their  individuai  medical  schools  for  use  as  unrestricted  grants.  Virtually  all  of  these 
gifts  came  from  the  medical  family  and  were  recruited,  in  iarge  part,  by  the  American 
Medical  Association  Auxiliary.  Needless  to  say,  Colorado’s  sizable  contribution  was, 
for  the  most  part,  also  recruited  by  members  of  the  CMS  Auxiliary. 


L to  R:  Ray  G.  Witham,  President  of  CMS,  presenting 
check  for  $14,251.84  to  Dr.  Steven  Doubousky,  Associate 
Dean  for  Student  Affairs,  University  of  Colorado  School  of 
Medicine,  as  Ruth  Yost,  Chairman  of  the  AMA-ERF  Commit- 
tee of  the  Colorado  Medical  Society  Auxiliary  looks  on. 
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The  treatment  of  chronic  pain 

H.G.  Whittington,  MD,  Denver,  Colorado* 


Pain  is  an  ancient  medical  concern,  only 
recently  considered  a subject  for  full  scientific 
investigation.  With  increasing  knowledge  of  pain 
mechanisms,  and  practical  experience  in  a variety 
of  methods  to  ameliorate  pain,  there  has  been  a 
rapid  proliferation  of  pain  treatment  centers,  with 
current  estimates  of  450  nominal  pain  centers 
operating  in  the  United  States.  The  practicing 
physician  views  these  developments  with  some 
skepticism,  and  has  understandable  difficulty  in 
deciding  whether  the  pain  center  movement  is 
valid  or  simply  opportunistic  profiteering  on 
human  misery.  This  report  summarizes  current 
experience  with  one  pain  treatment  center  in  the 
Denver  Metropolitan  area. 

Background  of  the  Denver  Program 

The  author  arrived  at  his  interest  in  chronic 
pain  quite  serendipitously.  Over  the  years  in  pri- 
vate practice,  an  increasingly  large  percentage  of 
his  referrals  came  from  physician  colleagues,  with 
the  consequence  that  he  began  to  see  more  and 
more  psychosomatic,  chronic  stress,  and  chronic 
pain  problems.  The  sequence  in  most  of  these  pa- 
tients was  that  at  some  point,  usually  after  an  ex- 
haustive (and  exhausting  for  the  patient)  series  of 
tests,  the  individual  was  informed  that  there  was 
no  organic  disease,  that  his  problems  were  psycho- 
logical, and  that  he  should  see  a psychiatrist.  Feel- 
ing accused  and  abandoned  by  his  primary  physi- 
cian, the  patient  presented  himself  in  the  psychi- 
atric office  angrily,  and  with  one  goal  foremost  in 
his  mind:  to  prove  the  referring  physician  wrong, 
to  convince  everybodv  that  his  problem  was  not 
“all  in  his  head”,  but  was  a bonafide  organic  ill- 
ness. In  that  emotional  climate,  successful  psycho- 
therapy is  almost  impossible,  and  rarelv  was  the 
author  able  to  establish  a treatment  alliance  with 
these  patients  who  were  suffering  greatlv  and  ob- 
viously in  need  of  medical  attention. 

At  a meeting  in  1976  of  the  Biofeedback  Re- 
search Society,  the  author  first  heard  C.  Norman 
Shealy,  MD,  describe  the  Pain  and  Health  Rehabil- 
itation Center  at  LaCrosse,  Wisconsin.  He  was  im- 
pressed initially  with  the  sophistication  of  the  pro- 
gram design,  which  was  sound  from  a social- 
psychological  standpoint  as  well  as  medically  and 
psychiatrically.  Patients  in  that  program  were 


never  told  that  their  problems  were  mental  or 
emotional,  and  all  services  that  might  prove  to  be 
psychotherapeutic  were  delivered  in  some  format 
other  than  standard,  insight-oriented,  dyadic 
psychotherapy.  In  addition,  all  safe  and  reported- 
ly effective  pain  relief  methods  were  used:  tran,s- 
cutaneous  electrical  nerve  stimulation,  acupunc- 
ture, biofeedback,  and  a variety  of  mental  control 
technics  organized  into  a systematic  program 
called  Biogenics^^'. 

Subsequently,  the  author  reviewed  a number  of 
other  programs  operating  around  the  country. 
Some  operating  on  a strictly  behavioristic  model 
reported  impressively  high  success  rates.  However, 
only  a small  percentage  of  patients  applying  for 
services  were  accepted,  and  the  majority  was  re- 
jected as  not  willing  or  able  to  submit  themselves 
to  the  rigorous  program  demands  of  a prolonged 
inpatient  stay  and  involvement  of  family  mem- 
bers. Most  programs,  however,  operated  in  a cjuite 
reductionistic,  conventional  medical  manner, 
with  a variety  of  specialists  taking  their  turn  or 
“shot”,  at  the  patient. 

After  the  patient  completed  this  dreary  round  of 
specialist  appointments,  the  physicians  communi- 
cated with  each  other  to  a greater  or  lesser  extent, 
and  at  some  point  the  patient  was  told  something 
about  the  outcome  of  the  evaluation  and  treat- 
ment planning.  Characteristically,  the  programs 
operated  essentially  on  an  “either/or”  model:  either 
the  problem  was  organic,  in  which  case  drugs, 
nerve  blocks,  and/or  surgery  were  indicated;  or  it 
was  psychological,  in  which  case  psychotherapy 
and/or  psychoactive  drugs  were  recommended. 
These  programs  tended  to  be  inordinately  costly, 
and  did  not  produce  results  commensurate  with 
the  investment  of  the  patient’s  time,  the  patient’s 
and  the  insurer’s  money,  and  the  medical  staff’s 
best  efforts. 

Consequently,  the  author  decided  to  initiate  a 
program  in  Denver  structured  similarly  to  that 
undertaken  by  Dr.  Shealy  at  the  Pain  and  Health 
Rehabilitation  Center  in  LaCrosse,  Wisconsin.  The 
Denver  program  opened  in  July  1978,  and  accept- 
ed the  first  group  of  patients  in  August.  After  an 
evaluation,  patients  who  wish  and  seem  likely  to 
benefit  are  referred  to  a 12-day  program,  which  is 
structured  as  an  intensive,  8-hour-a-day  experi- 
ence. Patients  return  home  at  night,  but  the  re- 
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mainder  of  the  time  participate  in  the  program 
from  8:30  a.m.  to  5:00  p.m.  Patients  who  are  ad- 
dicted, or  for  other  reasons  need  a tightly  con- 
trolled milieu,  are  referred  to  an  inpatient  pro- 
gram in  Boulder.  Less  seriously  ill  patients,  who 
do  not  need  the  full  12-day  program,  are  treated 
on  an  outpatient  basis  in  a less  intensive  approach. 

Patient  Characteristics 

During  the  12-month  period  of  time,  135  pa- 
tients were  evaluated  bv  the  author  for  chronic 
pain  problems.  The  duration  ol  pain  ranged  from 
9 months  to  43  years;  the  mean  was  6 years.  Sixty- 
one  per  cent  of  the  patients  complained  of  low 
back  pain.  The  others  had  a variety  of  pains,  in- 
cluding migraine  headaches,  peptic  ulcer,  irritable 
bowel,  cluster  headaches,  peripheral  neuropathy, 
causalgia,  and  neck  and  extremity  pain.  They  had 
all  received  extensive  and  competent  medical 
evaluation  and  treatment  prior  to  being  .seen  at 
the  Pain  Center.  Most  had  had  prior  surgery,  with 
the  number  of  surgeries  ranging  from  1 to  32. 
Most  of  the  patients  were  taking  Valium,  that 
ubicjuitous  and  perfidious  drug  that  is  given  so  in- 
discriminately and  so  harmfully  to  chronic  pain 
patients.  The  majority  were  habituated  to  their 
drugs  and  felt  quite  dependent  upon  them  and  un- 
able to  cope  without  them. 

Description  of  the  Denver  Program 

Two-and-a-half  hours  each  day  are  spent  in  lec- 
ture seminars,  which  teach  the  patient  about  the 
anatomy  and  physiology  of  the  nervous  system, 
pain  mechanisms,  available  pain  relief  technics, 
the  hazards  of  drug  use,  nutrition,  stress  and  its 
management,  exercise,  family  relationship  prob- 
lems, life  planning,  etc.  An  hour  a day  is  devoted 
to  stretching  and  limbering  exercises.  About  four 
hours  a day  are  spent  in  a series  of  mental  training 
exercises  called  Biogenics  '^T  to  teach  physiological 
self-regulation  and  pain  control.  Individual  ses- 
sions are  held  with  the  patient,  his  spouse,  and  the 
couple  or  entire  family.  Somato-physiological  pro- 
cedures of  known  safety  are  utilized,  including 
transcutaneous  electrical  nerve  stimulation,  acu- 
puncture, local  injections  of  Marcaine  and/or 
Sarapin,  medications,  vitamins,  and  Tryptophan 
(an  amino-acid  precursor  of  Serotonin),  as  appro- 
priate. The  patient  is  withdrawn  as  rapidly  as  pos- 
sible from  analgesic,  sedative  and  trancjuilizing 
drugs.  Physical  therapy  modalities,  including 
therapeutic  massage,  are  used.  Spiritual  counsel- 
ing is  also  employed. 
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Forty-seven  of  the  patients  evaluated  completed 
the  12-day  program,  with  pre-and-post-treatment 
data  available  to  evaluate  the  outcome.  Two 
dropped  out  before  completion,  and  three  were 
asked  to  leave.  Group  followup  is  offered  without 
charge  once  a month  for  a year,  but  less  than  half 
of  the  patients  attend  with  any  regularity.  Indivi- 
dual appointments  are  scheduled  as  necessary  for 
aftercare.  Outcome  is  measured  on  live  100-point 
scales: 

• Subjective  discomfort 

• Percentage  of  time  pain  is  felt 

• Percentage  of  reduction  in  activity  level 

• Effect  on  mood 

• Drug  use 

At  the  end  of  12  days,  only  3 patients  reported 
no  improvement.  Fifty-three  per  cent  experienced 
from  good  to  excellent  pain  relief.  The  mean  pain 
profile  score  on  admission  was  325,  on  comple- 
tion of  the  program,  224,  a reduction  of  31  per 
cent.  While  these  results  do  not  ecjual  those  report- 
ed by  Shealy,  whose  program  is  quite  similar,  they 
repre.sent  a significant  impact  on  a chronic,  treat- 
ment-resistant population  at  a cost  which  is,  by 
present-day  standards,  quite  modest. 

Many  patients  who  report  no  lessening  of  severi- 
ty or  duration  of  pain  nonetheless  show  increased 
activity  level,  improved  mood,  marked  decrease 
in  drug  use,  and  a lessened  reliance  on  medical 
services  following  completion  of  the  program. 

Conclusion 

An  holistic  pain  management  program,  utiliz- 
ing many  modalities  but  stressing  patient  respon- 
sibility in  controlling  pain,  offered  major  pain  re- 
lief to  53  per  cent  of  patients  in  the  initial  sample. 
With  continuing  practice  of  the  mental  control  de- 
vices taught  patients,  these  results  should  improve 
over  the  subsequent  months;  a later  paper  will  de- 
tail followup  studies.  • 

*Dr.  Whittington  is  Director,  Denver  Pain  and  Health  Rehabilitation  Center. 
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ABRAHAM  KAUVAR,  LONG-TIME  DENVER  PHYSICIAN  AND  CMS  OFFICER,  MOVES  TO  NEW  YORK 

With  this  issue  of  COLORADO  MEDICINE  we  extend  a belated  "goodbye"  to 
Abraham  Kauvar,  M.D.,  and  former  member  of  the  Board  of  Directors  of  the 
Colorado  Medical  Society. 

Effective  October  1,  I98O,  Dr.  Kauvar  assumed  the  position  of  Director 
of  Health  and  Hospitals  for  the  city  of  New  York.  Dr.  Kauvar  resigned  the 
same  position  with  the  city  of  Denver  to  accept  the  new  post. 

Dr.  Kauvar  was  well  known  for  his  good  works  in  the  Society,  in  the 
medical  profession  and  in  the  interests  of  public  health  and  his  city.  His 
good  works  also  reached  abroad:  Dr.  Kauvar  was  invited  to  the  state  of 
Israel  late  in  1979  to  review  the  needs  of  that  developing  nation  for  the 
delivery  of  health  services.  As  a result  of  his  consultations  there,  Dr. 
Kauvar  was  asked  to  return  to  Israel  in  I98O  to  become  one  of  a four-member 
team  to  implement  his  program  of  health  services.  Dr.  Kauvar  told  COLORADO 
MEDICINE  that  the  program  in  Israel  was  one  of  nationwide  ambulatory  care, 
as  seen  by  a private  practice  physician.  He  said  the  program  he  designed 
was  meant  to  take  medicine  out  of  the  hospital  and  into  the  community. 
Israel  has  a state-operated  health  care  service. 

Dr.  Abraham  "Abe"  Kauvar  came  on  the  Board  of  Trustees  of  Colorado 
Medical  Society  five  years  ago  and  admits  he  "had  a chip  on  my  shoulder 
because  everybody  was  against  Denver."  Dr.  Kauvar  says  that  attitude  has 
changed  180  degrees  during  the  time  he  served  on  the  CMS  Board. 

As  for  the  post  in  New  York,  described  as  one  of  the  toughest  jobs  in 
the  United  States,  Dr.  Kauvar  said  he  just  couldn't  resist  the  challenge, 
adding,  "Being  in  private  practice,  I think  I'm  going  to  (hopefully)  do  more 
than  what  is  usual." 

Best  of  luck  to  a good  friend  of  the  Society, 

DO  YOU  NEED  A DOCTOR,  A DENTIST,  A PHARMACIST?  PUEBLO  COUNTY  MEDICAL  SOCIETY 

HAS  THE  ANSW^^.  — 

The  Pueblo  County  Medical  Society,  in  cooperation  with  the  Southeastern 
Colorado  Dental  Society  and  the  Pueblo  Pharmacal  Association,  has  created  a 
24-hour  a day,  7 days  a week  hotline  for  such  emergency  care  or  routine 
needs. 

Called  the  "HEALTHLINE,"  the  three  Pueblo  groups  are  providing  the 
service  to  help  Pueblo  residents  find  a doctor,  a dentist  or  a pharmacist 
whenever  the  need  arises.  Termed  by  some  as  a "mini-referral  service," 
HEALTHLINE  is  fulfilling  a need  which  is  not  limited  to  cities  such  as 
Pueblo.  There  are  other  such  phone  services  operating  in  other  parts  of  the 
state,  but  primarily  for  doctor  referral.  This  is  the  first  time,  in  recent 
years,  that  such  a cooperative  service  has  been  offered  in  Colorado. 

In  Pueblo  and  environs  you  can  call  HEALTHLINE  by  dialing  543-1166. 

CHAMPUS  ANNOUNCES  CHANGES  IN  DEPENDENT  MEDICAL  BENEFITS 

Step-parents  who  are  dependent  on  service  memoers  for  more  than 
one-half  of  their  support  may  be  extended  medical  benefits  on  a 
space-available  basis  at  Uniformed  Service  medical  facilities.  Dr.  John  H. 
Moxley,  Assistant  Secretary  of  Defense  for  Health  Affairs,  announced  the 
change  in  a recent  memorandum,  authorizing  the  Military  Departments  to 
expand  their  eligibility  definitions  for  dependent  parents  to  include 
dependent  step-parents  (and  dependent  step-parents-in-law).  Changes  in 
definitions  for  benefits  will  be  published  in  future  directives. 

Dependents  eligible  for  benefits  under  CHAMPUS,  however,  still  inculde 
only  spouses  and  children  of  service  members  — not  dependent  parents  (or 
step-parents) , 


HEALTH  ECONOMIST  WARNS  OF  DRAMATIC  CHANGES  AHEAD  IN  HEALTH  CARE  FIELD 


Eli  Ginsberg,  widely  known  health  and  medical  economist,  told  members 
of  the  Colorado  Foundation  for  Medical  Care  and  Colorado  Medical  Society 
that  many  changes  are  upon  the  scene  in  health  care.  Ginsberg,  a 
consultant  to  the  federal  government  for  39  years  in  the  Departments  of 
State,  Defense,  Labor,  HEW,  GAO,  as  well  as  state  and  local  governments  and 
non-profit  business  organizations,  says  there  are  many  changes  coming  in 
the  service  industry,  of  which  health  care  is  one  of  the  largest.  Ginsberg 
says  the  U.  S.  economy  is  becoming  a 70$  service  economy.  Ginsberg  added: 
"I  see  a very  large  amount  of  noise  in  the  system  coming  from  nurses  and 
other  health  practitioners.  We  know  that  it’s  going  on  between  the 
ophthalmologists,  the  optometrists,  the  opticians  and  so  on,  and  we  know 
that  there  are  judicial  and  other  kinds  of  decisions."  Ginsberg  said  it  is 
already  happening  in  some  areas  of  nursing  service,  saying,  "In  San 
Francisco  the  nurses,  to  some  extent,  have  reached  a point  where  they  will 
no  longer  be  employees  of  the  hospitals.  They  are  free-standing 
professionals,  and  they  sell  their  services  to  the  hospitals  the  same  way 
pathologists  and  radiologists  do.  The  hospital  has  to  make  a contract  with 
the  nurse's  association  for  coverage." 

Dr.  Ginsberg  said  "That's  a whole  new  world,  and  I would  suspect, 
from  every  thing  I see  on  that  front,  that  that  pressure  will  be  increasing 
from  what  I would  call  'allied  health'  and  from  the  nursing  profession." 

“It’s  the  high  cost  of  dying ’’ 

Dr.  Ginsberg  told  the  physicians  it's  "not  the  high  cost  of  medical 
care;  it's  the  high  cost  of  dying  care,  and  that's  a whole  different 
matter."  Ginsberg  said  medical  care  is  not  so  expensive,  by  and  large,  but 
the  high  cost  of  dying  is  what  is  interesting,  and  he  urged  the  medical 
profession  to  think  its  way  though  this  matter  of  not  being  able  to  do 
anything  except  prolong  life.  That,  he  said,  is  where  the  high  cost  occurs 
in  medical  care. 

“you  ain’t  seen  nothin’  yet!” 

Dr.  Ginsberg  ended  by  saying:  "If  you  think  the  '70s  have  been 
difficult,  you  ain't  seen  nothin'!  The  '80s  will  be  very  much  more 
difficult,  inevitably,  because  the  problems  will  be  more  difficult,  because 
there  will  be  more  physicians;  cost-containment  we  don't  have  any 
real  answers  to,  and  the  competitors  to  physicians  will  be  increasingly 
aggressive,  and  everybody  is  unhappy.  Given  the  increase  in  the  number  of 
physicians,  it  is  inevitable  that  the  earnings  of  the  individual  physician 
will  go  down.  That  doesn't  mean  that  the  cost  to  the  American  people  will 
go  down,  but  the  average  earnings  of  the  average  physician  can  only  go  in 
one  direction. ... .and  that  is  down!" 

ARE  YOU  A USUAL,  CUSTOMARY  AND  REASONABLE  PHYSICIAN? 

If  you  don't  receive  proper  payment  in  the  Medicaid  program  it  may  be 
that  your  office  staff  does  not  bill  your  "UCR"  fee.  Fees  which  are 
discounted  in  this  program  depress  future  remuneration. 

Further,  if  the  negotiating  committee  is  to  leverage  a third  Medicaid 
increase  this  year,  they  must  have  accurate  charge  data  available. , There  is 
no  reliable  information  on  a naccurate  percent  of  charge  paid  by  Medicaid 
which  differentiates  medicine,  anesthesia,  surgery,  radiology  or  pathology 
from  one  another.  This  currently  precludes  a reasonable  allocation  of  any 
additional  Medicaid  dollars. 

Instruct  your  staff  to  bill  your  usual,  customary  and  reasonable  fee! 


CONTINUING 

MEDICAL 

EDUCATION 


CALENDAR 


PUBLISHED  JOINTLY  BY  THE  COLORADO  FOUNDATION  FOR  MEDICAL  CARE,  COLORADO  MEDICAL  SOCIETY  AND 
THE  COLORADO  ACADEMY  OF  FAMILY  PHYSICIANS  • 1 601  EAST  NINETEENTH  AVENUE.  DENVER,  COLORADO  8021 8 


OCTOBER  1980 

10th-11th 

6TH  ANNUAL  RURAL  HEALTH  CONFERENCE 

-“Ourselves:  The  Best  Alternative.”  Keystone,  CO. 
Contact:  Bob  Bruegel,  Office  of  Rural  Health,  Roonn 
121,  State  Capital  Building,  Denver  80203.  839-2367. 
(Category  1 credits  available) 

12-18th 

CLINICAL  MANAGEMENT  AND  CONTROL  OF  TU- 
BERCULOSIS. National  Jewish  Hospital,  Denver. 
Contact:  Thomas  Moulding,  M.D.,  National  Jewish 
Hospital  & Research  Center,  3800  E.  Colfax  Ave., 
Denver  80206.  388-4461,  ext.  647.  (48  hours  of  AM  A 
Category  1 credity;  48  prescribed  AAFP  hours). 

24th 

PEDIATRIC/ADOLESCENT  OB/GYN.  The  Children’s 
Hospital,  Denver.  Contact:  Health  Education  Depart- 
ment, The  Children’s  Hospital,  1056  E.  19th  Ave.,  Den- 
ver, CC  80218. 861-6947.  (AMA,  AAFP  credit  available). 

30th- December  18 

CONTROVERSIES  2:  An  Ongoing  Course  in  the  Prac- 
tice of  Pediatrics.  Contact:  Health  Education  Depart- 
ment, The  Children’s  Hospital,  1056  E.  19th  Ave.,  Den- 
ver 80218. 861-6947.  (AMA  credit  available  on  an  hour- 
by-hour  basis). 

NOVEMBER  1980 

21st 

PAUL  R.  HACKETT  MEMORIAL  PEDIATRIC  ANES- 
THESIOLOGY SEMINAR.  Stapleton  Plaza  Hotel, 
Denver.  Contact:  Health  Education  Department,  The 
Children’s  Hospital,  1056  E.  19th  Ave.,  Denver,  CO 
80218. 861-6947.  (AMA  and  AAFP  credit  available). 

JANUARY  1981 

4th-11th 

FAMILY  THERAPY,  BEYOND  INSTITUTIONAL  CARE 
FOR  SCHIZOPHRENICS,  BRAIN  AND  BEHAV- 
IOR-CLINICAL IMPLICATIONS  OF  RECENT  RE- 
SEARCH. 7 day  Caribbean  cruise.  Contact:  World 
Ports  Travel,  7710  Ralston  Road,  Arvada,  CO. 
423-5338.  (25  hours  Category  1 credit  toward  AMA 
Physicians  Recognition  Award). 


8th 

NEUROPSYCHIATRIC  GRAND  ROUNDS.  Colorado 
State  Hospital,  Pueblo.  Contact:  Jay  Scully,  M.D., 
1600  W.  24th  Street,  Pueblo,  CO  81003. 543-1170.  (APA 
approved  for  Category  1 credit). 

8th-February  19 

CONTROVERSIES  2:  An  Ongoing  Course  in  the  Prac- 
tice of  Pediatrics.  Contact:  Health  Education  Depart- 
ment, The  Chi  Idren’s  Hospital,  1056  E.  19th  Ave.,  Den- 
ver 80218.  861-6947.  (AMA  credit  available  on  a hour- 
by-hour  basis). 

17th-24th 

HORIZONS  IN  SURGERY.  Vail.  Contact:  Office  of 
Postgraduate  Medical  Education,  University  of  Colo- 
rado School  of  Medicine,  4200  E.  9th  Ave.,  C-295, 
Denver  80262.  394-5241. 

18th-23rd 

THE  YOUNG  LUNG.  Aspen.  Contact:  Office  of  Post- 
graduate Medical  Education,  University  of  Colorado 
School  of  Medicine,  4200  E.  9th  Ave.,  C-295,  Denver 
80262.  394-5241. 

25th-31st 

CLINICAL  MANAGEMENT  AND  CONTROL  OF  TU- 
BERCULOSIS. National  Jewish  Hospital,  Denver. 
Contact:  Thomas  Moulding,  M.D.,  National  Jewish 
Hospital  & Research  Center,  3800  E.  Colfax  Ave., 
Denver  80206.  388-4461,  ext.  647.  (48  hours  of  AMA 
Category  1 credit;  48  prescribed  AAFP  hours). 

FEBRUARY  1981 

23rd-27th 

THE  PEDIATRIC  HEMATOLOGY-ONCOLOGY-IM- 
MUNOLOGY  POSTGRADUATE  COURSE.  The  Given 
Institute  of  Pathobiology,  Aspen,  CO.  Contact  the  Of- 
fice of  Postgraduate  Medical  Education,  The  Univer- 
sity of  Colorado  School  of  Medicine,  4200  East  Ninth 
Avenue,  Denver  80262,  or  call  (303)  394-5241.  (20  Cat- 
egory 1 hours  credit). 

MARCH  1981 

9th-13th 

HIGH-RISK  INFANT  CARE.  Denison  Auditorium, 
University  of  Colorado  School  of  Medicine,  Denver, 
CO.  Contact  the  Office  of  Postgraduate  Medical 
Education,  The  University  of  Colorado  School  of 
Medicine,  4200  East  Ninth  Avenue,  Denver  80262,  or 
call  (303)  394-5241. 


RUMACK  NAMED  PRESIDENT-ELECT  OF  NATIONAL  POISON  CONTROL  GROUP 


Dr.  Barry  Rmnack,  associate  professor  of  pediatrics,  University  of 
Colorado  School  of  Medicine,  and  director.  Rocky  Mountain  Poison  Center,  has 
been  named  President-elect  of  the  American  Association  of  Poison  Control 
Centers. 

A graduate  of  the  University  of  Wisconsin  School  of  Medicine,  Dr. 
Rumack  joined  the  CU  medical  school  faculty  in  July,  1974.  He  has  been 
director  of  the  poison  center  since  January,  1974. 

He  is  a member  of  several  state  and  national  committees,  including  the 
Colorado  State  Board  of  Health,  Colorado  State  Committee  on  Poison  Control 
and  the  Consumer  Products  Safety  Commission’s  Toxicology  Advisory  Board. 

Dr.  Rumack  has  also  authored  more  than  100  publications  and  serves  on 
several  editorial  boards. 


ARMY  RESERVE  ANNOUNCES  NEW  BENEFITS  FOR  MEDICAL  STAFFING 

Doctors  and  medical  students  now  have  their  own  personnel  counselor  for 
explaining  professional  benefits  available  through  the  United  States  Army 
Reserve.  Major  Mary  Lou  De  Zeeuw  is  one  of  23  Army  reservists  who  have  been 
called  to  active  duty  to  help  attain  the  Surgeon  General's  goal  of  staffing 
medical  positions  in  the  United  States  Army  Reserve  units. 

Major  De  Zeeuw  tells  COLORADO  MEDICINE  that  opportunities  now  include 
up  to  $4,000  for  medical  school  assistance,  funded  continuing  medical 
education  opportunities  (professional  meetings),  liability  protection  while 
serving  in  the  Army  Reserves,  $20,000  worth  of  life  insurance,  and 
Commissary  and  Post  Exchange  priveleges. 

If  you  are  interested  in  additional  information,  contact  Major  De  Zeeuw 
at  341-3889.  She'll  be  available  to  further  explain  the  Army  Reserve 
benefits. 


NEW  CARCINOGEN  INFORMATION  PROGRAM  ESTABLISHED  TO  EDUCATE  PUBLIC  ABOUT  HAZARD* 

The  Center  For  The  Biology  of  Natural  Systems,  Washington  University, 

St.  Louis,  Missouri,  announces  that  it  is  offering  a bulletin  concerning 
the  dangers  of  asbestos.  The  Center  points  out  that,  generally,  published 
information  about  cancer  and  its  causes  is  written  for  other  scientists  or 
doctors  and  not  for  the  general  public.  The  Center  is  making  available  a 
bulletin,  the  "Carcinogen  Information  Program,"  to  bridge  the  gap  between 
the  scientific  journals  and  the  general  public. 

The  CIP  Bulletin  is  available  at  no  cost  by  sending  a long, 
self-addressed,  stamped  envelope  to  CIP,  Washington  University,  Campus  Box  ' 
1126,  St.  Louis,  Missouri  63130. 

SPORTS  MEDICINE  GAINS  ATTENTION  AS  WINTER  AND  SKIING  APPROACH 

The  Rocky  Mountain  Chapter  of  the  American  College  of  Sports  Medicine  | 

will  hold  its  winter  meeting  on  December  5th  and  6th  at  Devil's  Thumb  Cross  - 

Country  Ski  Ranch  at  Fraser,  Colorado.  Topic  of  this  year's  meeting  will  be 
"Skiing  Injuries." 

For  information  on  the  conference  meeting,  contact  Jack  Harvey,  M.D., 
Director,  Fort  Collins  Sports  Medicine  Clinic,  1148  E.  Elizabeth,  Fort 
Collins,  Colorado  80524. 


Non-Medical  Application 
of  Drugs  Continues  to 
Threaten  Colorado 

Should  Colorado  optometrists  be  granted,  by 
legislative  fiat,  authority  to  administer  drugs  to 
their  customers  for  purposes  of  detecting  the 
presence  or  absence  of  glaucoma,  diagnosis  of 
eye  disease  or  even  treatment  of  medical  eye 
problems? 

If  this  question  appears  to  be  preposterous  to 
the  medical  community  in  Colorado,  it  shouldn't. 
Legislation  was  introduced  in  the  Colorado  Gen- 
eral Assembly  in  1978  which,  if  passed,  would 
have  authorized  optometrists,  non-medical  prac- 
titioners, to  use  pharmaceutical  agents  during 
routine  visual  examinations  for  purposes  of 
refraction. 

Even  more  surprising  is  the  fact  that  the  bill 
passed  the  Colorado  House  of  Representatives 
after  a 41  to  22  vote  in  favor  of  that  crucial 
amendment.  It  wasn't  until  the  bill  was  consid- 
ered by  the  Senate  Health,  Education  and  Wel- 
fare Committee  that  the  Colorado  Ophthalmo- 
logical  Society  was  successful  in  convincing 
members  of  the  committee  that  optometrists  are 
not  trained  or  educated  in  the  use  of  drugs  that 
it  was  killed  by  a 7 to  1 vote. 

Colorado  Ophthalmologists  fully  anticipate 
that  optometrists  will  repeat  the  attempt  to 
scale  the  so-far  unscalable  heights  by  once  again 
introducing  drug  legislation  in  the  1981  General 
Assembly.  Who  will  introduce  such  legislation 
and  whether  the  bill  will  start  in  the  House  or  the 
Senate  is  not  yet  known. 

Whether  the  Colorado  Optometric  Associa- 
tion is  successful  in  its  attempt  to  gain  use  of 
pharmaceutical  agents  for  its  members  in  their 
practice  of  vision  care  will  depend  greatly  upon 
the  resolve  of  the  entire  medical  community  of 
Colorado  in  addressing  such  an  issue  in  the 
legislature. 

Let's  face  it,  the  success  or  failure  of  optomet- 
ric drug  legislation  will  be  directly  proportionate 
to  the  time  and  effort  that  medical  doctors  are 
willing  to  spend  in  personal  contact  and  educa- 
tion of  state  legislators. 

If  optometrists  are  permitted  the  use  of  drugs 
in  vision  care,  which  allied  health  care  group  will 
be  the  next  to  try  to  grab  at  the  brass  ring  in  the 
legislative  arena. 

J.  Gregory  Baron,  MD 
Colorado  Springs,  Colorado 


BETH  ISRAEL 
CONFERENCE  PROGRAM 

1981  WINTER  SCHEDULE 

February  7-14, 1981 
Third  Annual  Vail  Emergency 
Medicine/Critical  Care  Conference 
The  Mark  Resort,  Vail,  Colorado 
Second  Annual  Vail  General  Dentistry 
Conference 

Lion  Square  Lodge,  Vail,  Colorado 

February  14-21, 1981 

Seventh  Annual  Vail  OB/GYN  Conference 
The  Mark  Resort,  Vail,  Colorado 
Sixth  Annual  Vail  Psychiatry  Conference 
Lion  Square  Lodge,  Vail,  Colorado 
Third  Annual  Vail  Geriatric 
Medical  Conference 
The  Lodge  at  Vail,  Vail,  Colorado 
February  21-28, 1981 

Eleventh  Annual  Aspen  Radiology  Conference 
Aspen  Institute  for  Humanistic  Studies 
Second  Annual  Vail  Pathology  Conference 
Kiandra-Talisman  Lodge,  Vail,  Colorado 
February  28-March  7, 1981 
Fourth  Annual  Vail  Cancer 
Treatment  Conference 
Kiandra-Talisman  Lodge,  Vail,  Colorado 
Third  Annual  Vail  Sports  Medicine  Conference 
Lion  Square  Lodge,  Vail,  Colorado 
March  7-14, 1981 

Sixth  Annual  Vail  Family  Practice  Conference 
The  Mark  Resort,  VaiT,  Colorado 
Sixth  Annual  Vail  General  Surgery  Conference 
Lion  Square  Lodge,  Vail,  Colorado 
Fourth  Annual  Vail  Urology  Conference 
Kiandra-Talisman  Lodge,  Vail,  Colorado 
March  14-21, 1981 

Sixth  Annual  Vail  Internal  Medicine 
Conference 

Lion  Square  Lodge,  Vail,  Colorado 
Third  Annual  Vail  Pediatrics  Conference 
The  Mark  Resort,  Vail,  Colorado 
Second  Annual  Vail  Clinical 
Brain  Conference 

Kiandra-Talisman  Lodge,  Vail,  Colorado 

22  HOURS  AMA  CATEGORY  1 CREDIT  FOR 
EACH  CONFERENCE 
22  HOURS  AAFP  PRESCRIBED  CREDIT 
EXPECTED 

For  information  regarding  registration  and 
housing,  contact: 

Beth  Israel  Conference  Program 
P.O.  80x11366 
Denver,  Colorado  80211 
(303)  629-5333  or 

(800)  525-5810  (toll-free  outside  Colorado) 


Colorado  Medicine  /or  October,  1980 


371 


Council  on  Professional  Education 

Highlights  of  Minutes  of  Meeting 
July  29, 1980 

Council  was  asked  by  the  Colorado  Medical 
Society  Board  of  Trustees  to  present  a formal  re- 
port to  the  Board  on  the  validity  of  the  Colorado 
Consortium  for  Continuing  Medical  Education. 
The  Consortium  is  funded  in  part  by  the  Colora- 
do Medical  Society.  After  discussion,  the  Coun- 
cil unanimously  voted  to  approve  a resolution 
“that  the  Colorado  Medical  Society  continue  to 
support  and  sponsor  the  Colorado  Consortium 
for  Continuing  Medical  Education,  both  philo- 
sophically and  financially,  while  the  CCCME 
searches  for  supplemental  funding." 

Council  also  approved  five  other  resolutions 
for  consideration  by  the  House  of  Delegates  at 
the  1980  Annual  Session:  1)  Role  of  CMS  in  Scien- 
tific Education,  2)  Accessibility  of  Accredited 
CME,  3)  Re-establishing  a Single  National  CME 
Body,  4)  CMS  Support  for  the  UCSM,  and  5)  Ser- 
vices by  AMA  to  support  CMS. 

Council  was  presented  with  complimentary 
advance  copies  of  the  Physicians'  Personal  Con- 
tinuing Medical  Education  Record  Folder,  which 
has  since  been  distributed  to  the  Colorado  mem- 
bership of  the  Society  as  a service  of  the  Council 
and  CMS. 

Dr.  Mueller  told  the  Council  he  had  asked  the 
President-elect  of  the  Society  to  replace  him  as 
Chairman  of  the  Council  in  September.  Dr.  Patrick 
Moran  will  be  asked  by  the  President-elect  to 
chair  the  Council. 

Next  meeting  will  be  the  third  week  in  Novem- 
ber, the  date  to  be  set  by  the  Chairman. 


new 

membas 


Adams  County-Aurora  Medical  Society:  Joe  M. 

Sanders,  jr,  MD,  Donald  R.  Moffitt,  MD,  David 
W.  Wells,  MD. 

Denver  Medical  Society:  Gerald  Goldstein,  MD, 
Maurice  E.  O'Connor,  MD,  Herbert  j.  Thomas, 
III,  MD. 

La  Plata  County  Medical  Society:  Oscar  G, 
Fischer,  MD,  Phil  C.  Pearson,  MD,  Paul  R.  Kuetter, 
MD,  Everett  R.  Castle,  MD,  Robert  F.  Goodman, 
MD. 

Mesa  County  Medical  Society:  Craig  A.  Spoering, 
MD. 

Boulder  County  Medical  Society:  David  A.  Lav- 
rinta,  MD. 


W 


PiMki 


3 


x|o>rd  CToThes 

!8i3tic.st  QJuuliry 

In  Colorado 

The  label 

identifies  the  wearer 

An  Oxxford  Clothes  label  marks 
the  man,  as  surely  as  it  marks  his 
clothes.  It  marks  him  perceptive, 
sound  of  judgement,  able  to 
recognize  and  willing  to  enjoy  the 
assurance  that  comes  of  knowing 
that  Oxxford  Clothes  are,  in- 
creasingly, the  choice  of  men  on 
their  way  up  ...  traditional  with 
those  who  have  arrived. 

“Personal  Service  - Finest  Quality  Merchandise” 
Store  Hours:  10  a.m.  - 9 p.m.  (Mon.-Fri.) 

10  a.m.  - 6 p.m.  (Sat.) 


GENTLEMEN’S  CLOTHING 
"A  Man's  Store  Of  Elegance" 

235  FILLMORE  ST./CHERRY  CREEK.  (303)  388-0961 
CONTINENTAL  BROKER  BLDC./DENVER,  CO  80206 
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CME  Handbook  — A Review 

This  summer  the  Colorado  Consortium  for 
Continuing  Medical  Education  published  the 
Continuing  Medical  Educators'  Handbook.  The 
August  issue  of  the  AMA  Continuing  Medical  Ed- 
ucation Newsletter  carried  the  following  review 
of  the  Handbook.  Editor  of  the  AMA  Newsletter, 
and  author  of  the  review,  is  MARVIN  E.  JOHN- 
SON, M.D.,  known  to  many  Denver  physicians  as 
a surgeon  in  private  practice  and  as  a member  of 
the  staff  of  St.  Joseph  Hospital. 

A "Continuing  Medical  Educators'  Handbook," 
designed  for  the  community-based  physician 
who  has  continuing  medical  education  responsi- 
bilities, has  just  been  published  by  the  Colorado 
Consortium  for  Continuing  Medical  Education. 
This  book  is  most  timely,  considering  the  decid- 
ed trend  for  an  increasing  number  of  physicians 
to  obtain  a significant  share  of  their  CME  in  their 
own  home  hospital.  This  increasing  utilization  is 
putting  additional  demands  upon  the  time  of  the 
practitioner  turned  educator  and  the  practitioner/ 
part-time  educator.  This  Handbook  will  be  of  im- 
mense assistance  to  them  because  it  is  practical 
and  oriented  to  educational  activities  in  the 
community  hospital. 

The  subjects  covered  are:  assessing  education- 
al needs;  preparing  and  using  behavioral  objec- 
tives; improving  methods  of  teaching  and  learn- 
ing; evaluating  the  instructor;  assessing  the  im- 


pact of  education  on  participants;  preparing  and 
using  visual  aids;  and  using  patient  data  systems 
in  CME. 

Chapter  8 of  the  Handbook,  the  final  chapter, 
consists  of  annotated  bibliographies  of  books, 
journals,  and  articles  that  are  carefully  selected 
to  aid  the  physician-educator.  There  is  in  addi- 
tion a section  on  other  resources  indicating 
where  the  reader  can  go  for  specific  help.  A sep- 
arate listing  is  given  for  each  of  the  preceding 
seven  chapters  of  the  Handbook  so  that  easy  ac- 
curate reference  is  possible. 

Eight  authors,  each  experienced  in  continuing 
medical  education,  have  contributed  their  ex- 
pertise to  the  Handbook.  The  editor,  Kevin  P. 
Bunnell,  EdD,  Executive  Director  of  the  Colorado 
Consortium  for  Continuing  Medical  Education, 
is  thoroughly  knowledgeable  in  both  the  educa- 
tional component  and  the  administrative  as- 
pects of  continuing  medical  education.  The  Con- 
sortium is  composed  of  the  Colorado  Medical 
Society,  the  University  of  Colorado  Health  Sci- 
ences Center,  and  Colorado  Foundation  for  Med- 
ical Care.  This  excellent  70-page  Handbook, 
priced  at  $9.00,  is  certainly  a value.  It  will  un- 
doubtedly contribute  to  the  improvement  of 
many  hospital  programs  and  represents  a real 
contribution  to  the  field  of  CME  (Editor's  Note).* 


*"Reprinted  with  the  permission  of  the  American  Medical 
Association." 


CME  Record  File 

A Personal  Continuing  Medical  Education  Rec- 
ord file  was  mailed  to  every  CMS  member  in 
Colorado  during  the  week  of  August  4th.  Physi- 
cians are  encouraged  to  use  the  file  to  keep 
track  of  their  CME  hours  for  BME  licensing  re- 
quirements or  the  Physicians'  Recognition  Award. 

The  blue  and  white  folder  was  mailed  to  the 
membership  as  a service  of  the  Council  on  Pro- 
fessional Education. 

The  file  comes  with  a pad  of  simple  forms  for 
recording  the  physician's  participation  in  indivi- 
dual educational  events.  The  pads  are  included 
as  a sample,  and  may  be  copied  as  needed. 

Physicians  using  the  file  should  note  that  a 
summary  of  the  Board  of  Medical  Examiners  reg- 
ulations on  educational  requirements  for  reli- 
censure appears  on  the  back  of  the  record  file. 

Physicians  with  questions  about  the  file  or 
who  did  not  receive  one,  should  call  Kevin  Bun- 
nell, director,  Division  of  Continuing  Education, 
at  861-1221  x262,  or  1-800-332-4150  x 252. 


DMS  Annual  Meeting  Set 

October  7,  1980  is  the  date  of  the  Annual 
Meeting  of  the  Denver  Medical  Society.  Dr.  Ed- 
ward A.  Rhodes  completes  his  term  of  office  and 
the  new  president,  orthopedic  surgeon  J.  Phillip 
Nelson,  M.  D.,  takes  over  for  the  1980-1981  term. 

The  meeting  takes  place  at  the  Kent  Room  of 
the  DMS  Building  in  conjunction  with  the  regu- 
lar October  meeting  of  the  DMS  Council  and  a 
social  hour  of  food  and  refreshment. 

A special  Annual  Report  of  activities  for  the 
year  is  printed  and  distributed  to  the  attendees 
and  later  mailed  to  all  DMS  members.  In  addi- 
tion to  addresses  by  the  outgoing  and  incoming 
presidents  during  special  ceremonies,  50-year 
physicians  are  honored,  reports  are  presented  on 
any  special  projects  and,  this  year,  plans  include 
the  presentation  to  the  Society  of  a special  color 
portrait  of  the  late  Dr.  Ward  Darley,  former  mem- 
ber, renowned  educator  and  dean  of  the  Univer- 
sity of  Colorado  School  of  Medicine,  for  mount- 
ing in  the  building. 
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obituaries 


Doctor  Stanley  John  Sontag  of  Lakewood,  Colo- 
rado died  August  21,  1980  of  injuries  in  an  auto- 
mobile accident. 

Doctor  Sontag  was  born  September  7,  1920  at 
Mankato,  Minnesota,  and  received  his  MD  at  the 
University  of  Minnesota  in  1948,  and  was  licensed 
to  practice  in  Colorado  in  1949. 

Doctor  Sontag  interned  at  St.  Luke’s  Hospital, 
Denver,  from  July  1948  to  July  1949.  He  practiced 
Family  medicine  in  Lakewood  since  that  time. 

Doctor  Sontag  served  in  the  Army  Medical 
Corps  during  the  war  in  Korea. 

He  was  a member  of  the  Colorado  and  Clear 
Creek  Medical  societies,  and  of  the  American  As- 
sociation of  Family  Practice. 

He  is  survived  by  three  daughters,  Mrs.  Anna 
Marie  Gonzales,  California;  Eugenie  C.  Sontag, 
Denver,  and  Lucia  E.  Johnson,  Massachusetts. 
Two  brothers,  Walter  and  Wilfred,  both  of  Man- 
kato, also  survive,  as  do  three  sisters,  Mrs.  Hilde- 
gard  Oberg  and  Mrs.  Elorence  Blank,  both  of 
Mankato,  and  Mrs.  Theresa  Irma  Darrow,  San 
Diego,  California. 

Mrs.  Sontag  preceded  Doctor  Sontag  in  death  in 
1972.  She  had  been  a leader  in  volunteer  hospital 
work  and  nursing  home  administration. 


Doctor  William  Carl  Shontz  died  in  Pueblo  on 
August  16  at  the  age  of  62. 

Doctor  Shontz  was  born  in  Pueblo  on  March  27, 
1918.  He  received  his  BA  at  the  University  of  Colo- 
rado in  1940,  and  in  1943  received  his  MD.  From 
January  1944  until  October  he  interned  at  Colora- 
do General  Hospital  in  Denver,  then  served  as  a 
Captain  in  the  Army  Medical  Corps  with  the 
307th  General  Hospital  Unit  until  1946. 

From  1946  until  1948  he  had  first  a General 
Practice  in  San  Luis,  Colorado,  then  a Urology 
practice  in  Pueblo.  From  December  1948  until 
July  1949  he  served  at  Colorado  State  Hospital, 
and  from  July  1949  until  December  1951  he  was 
on  the  staff  of  Corwin  Hospital  as  Urologist. 


Doctor  Shontz  established  a practice  in  Urology 
with  Drs.  Wesley  Boucher  and  Milo  Gerber.  He 
was  on  the  staff  at  St.  Mary-Corwin  Hospital  until 
his  retirement. 

He  was  a member  of  the  Pueblo  and  Colorado 
Medical  societies,  and  of  the  American  Urological 
Association. 

He  is  survived  by  Mrs.  Helen  A.  Shontz,  and  two 
daughters,  Sharon  Shontz,  Denver,  and  Mrs. 
Suzanne  Pickrel,  Omaha,  Nebraska,  and  by  a 
half-brother,  Patrick  O’Donnell,  Vancouver,  Brit- 
ish Columbia. 


Doctor  Otto  John  Klunder  died  in  Denver 
August  16,  1980  at  the  age  of  59. 

Doctor  Klunder  had  practiced  anesthesiology  in 
Colorado  since  receiving  his  license  here  in  1949. 

He  was  born  in  Gary,  Indiana  on  August  23, 
1920.  In  1943  he  received  a BS  from  St.  Ambrose 
College  in  Davenport,  Iowa,  and  in  1946  received 
his  MD  from  the  University  of  Iowa.  He  interned 
at  St.  Luke’s  Hospital,  Denver,  and  from  July  1, 
1950  until  July  1,  1952  held  a residency  at  Colum- 
bia-Presbyterian  Medical  Center  in  New  York 
City. 

He  practiced  in  Frederick,  Colorado  from  Sep- 
tember 1949  until  January  1950  when  he  moved 
to  Brush  until  going  to  New  York  in  July  1950. 

In  1956  he  was  Certified  by  the  American  Board 
of  Anesthesiology.  He  was  a member  of  the  Colo- 
rado and  Denver  Medical  societies  and  of  the  Ameri- 
can Medical  Association.  He  belonged  to  the  Colo- 
rado Society  of  Anesthesiologists  which  he  served 
as  vice  president  in  1959. 

From  September  1947  until  September  1949  he 
served  as  a Captain  in  the  Army  Medical  Corps. 

Doctor  Klunder  is  survived  by  his  widow,  Mrs. 
Florence  G.  Klunder,  and  by  four  daughters,  Mrs. 
Trish  Cavins,  Mrs.  Kathy  Bressette,  Mrs.  Sharon 
Tobin,  and  Mary  Klunder,  of  Denver,  and  by  three 
sons,  Robert,  John,  and  David,  also  of  Denver. 

Two  sisters,  Mrs.  Berniee  Tattersfield,  Pompano 
Beach,  Florida,  and  Mrs.  Sylvia  Harms,  Coal 
Valley,  Illinois  also  survive. 
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FOUNDATION  COORDINATES 
PHYSICIAN  INPUT  TO  HSAs 

By  Rachelle  Kaye,  Director  of  Program  Planning 
and  Criteria,  Colorado  Foundation  for  Medical  Care 

Federal  intervention  in  medicine  is  a reality  for  the 
modern  physician  and  is  not  likely  to  disappear.  In 
fact,  all  of  the  indication  are  that  it  will  increase. 

The  Ffealth  Planning  and  Development  Legislation 
which  established  HSAs  (Health  Systems  Agencies) 
and  SHPDAs  (State  Health  Planning  and  Develop- 
ment Agencies)  is  a good  example  of  this.  The  activi- 
ties of  these  agencies  can  directly  impact  the  re- 
sources available  to  physicians  in  caring  for  the  pa- 
tients by  virtue  of  their  power  to  approve  or  deny  the 
development  of  new  services  in  a given  geographical 
area  of  the  state,  and  potentially,  their  power  to  elimi- 
nate existing  services  which  are  determined  to  be  "in- 
appropriate". On  the  positive  side,  HSAs  can  stimu- 
late the  development  of  health  care  services  in  under- 
served areas  where  such  resources  are  desperately 
needed. 

Because  the  activites  of  HSAs  and  the  SHPDA  can 
so  directly  affect  the  practice  of  medicine,  the  Colo- 
rado Foundation  for  Medical  Care  and  the  Colorado 
Medical  Society  have  taken  the  position  that  strong 
physician  input  into  all  aspects  of  the  planning  pro- 
cess is  critical  and  the  Foundation  has  undertaken  the 
responsibility  of  coordinating  systematic,  organized 
physician  inputinto  HSAANDSHPDAactivities.The 
Health  Care  Standards  Committee,  which  is  compris- 
ed of  appointed  representatives  from  all  specialty  and 
subspecialty  societies  in  the  state,  will  be  utilized  as 
the  "Steering"  Committee  for  this  activity.  It  will  also 
provide  for  specialty  input  into  the  process.  Addition- 
ally, the  Foundation's  Regional  Councils,  which  are 
comprised  of  appointed  representation  from  each 
component  medical  society  in  the  state,  will  provide 
local  input  into  planning  activities.  The  Foundation  is 
closely  coordinating  all  of  these  activities  with  the 
Colorado  Medical  Society. 

The  Foundation  will  utilize  its  current  staff,  which 
includes  a health  planning  coordinator  whose  re- 
sponsibility is  exclusively  the  coordination  of  physi- 
cian input  into  health  planning,  to  monitor  all  HSA 
and  SHPDA  activities  and  alert  organized  medicine 
to  major  issues  and  concerns.  Physician  responses 
will  then  be  directed  to  the  relevant  HSA  and  the 
SHPDA.  The  Colorado  Foundation  for  Medical  Care 
and  the  Colorado  Medical  Society  will  work  together 


fourdatiqn 

report 


to  provide  a single  yoke  representing  physician  input. 
This  cooperative  effort  has  been  approved  by  the 
CFMC  Board  of  Directors  and  the  CMS  House  of 
Delegates  at  its  recent  Annua!  Session. 

An  example  of  a successful  effort  which  has  already 
been  completed  was  the  1980  State  Health  Plan. 
Chapters  of  the  State  Health  Plan  were  sent  to  the  ap- 
propriate specialty  representatives  of  the  Health  Care 
Standards  Committee  for  review  and  comment.  The 
comments  of  the  Health  Care  Standards  Committee 
members  were  then  directed  to  the  SHPDA  and  were 
presented  to  the  Plan  Development  Subcommittee 
of  the  State  Health  Coordinating  Council  (SHCC). 
The  majority  of  the  comments  resulted  in  some  modi- 
fication of  the  State  Health  Plan  chapters  of  concern. 

The  Foundation  is  currently  in  the  process  of  coor- 
dinating physician  input  into  new  drafts  of  Health  Sys- 
tems plans  being  developed  by  the  HSAs  and  review 
of  certificate  of  need  application  notices.  The  major 
activity  of  concern  in  the  coming  months  will  be  Ap- 
propriateness Review  and  all  specialty  and  compo- 
nent societies  need  to  be  aware  of  this  activity.  Under 
law,  the  HSAs  are  mandated  to  perform  appropriate- 
ness review  of  the  health  care  services  in  their  health 
service  areas.  This  includes  an  assessment  of  the  ap- 
propriateness of  a given  service  in  terms  of  its: 

• availability 

• accessibility 

• acceptability 

• continuity 

• cost 

• quality 

The  schedule  of  services  to  be  reviewed  include 
the  following: 

• End  Stage  Renal  Disease,  which 
is  currently  under  review. 

• CT  Scanning 

• Cardiac  Catheterization  and  Open  starts  12/11/80 

Heart  Surgery 

• Radiation  Therapy 


• Long  Term  Care  Services 

• Home  Health  Care  Services 

• Emergency  Medical  Services 

• Critical  Care  Services 


starts  6/1 1/80 
starts  12/11/81 


• General  Medical/Surgical  Services 
Continued  on  poge  405 
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own  tie,  and  for  you, 
Grassfield's  Gano-Downs 
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selection.  Our  spring  silk 
stripes  and  foulard  prints  are 
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while  collections  are  complete. 


Downtown 
1630  Stout  Street 
825-1394 

University  Park 
2058  S.  University  Boulevard 
733-3858 

Cherry  Creek  North 
2850  E.  Second  Avenue 
388-5727 


"CLINICALTOPICS  FOR  CME 
PROGRAMS"  NOW 
AVAILABLE 


A new  planning  tool  and  source  of  information 
for  Colorado  Directors  or  Coordinators  of  continu- 
ing medical  education  is  now  available. 

The  Colorado  Consortium  for  Continuing  Medi- 
cal Education  (CCCME)  distributed  its  booklet, 
"Clinical  Topics  for  Continuing  Medical  Education 
Programs"  in  mid-October  to  Directors  of  CME  in 
all  CMS-accredited  Colorado  hospitals  and  spe- 
cialty societies.  The  booklet  lists  clinical  topics 
from  sixteen  specialty  societies  with  a brief  de- 
scription of  each  topic,  and  the  name  of  a contact 
person  from  each  society  who  will  help  educators 
or  physicians  interested  in  receiving  consultation 
to  get  in  touch  with  the  speaker/consultant.  Also,  if 
an  educator  or  other  interested  physician  desires  a 
talk  or  consultation  on  a subject  not  listed,  the  con- 
tact person  will  help  him  find  a speaker  or  consul- 
tant within  that  specialty. 


W.  Colorado 

Consortium  for 

^ Continuing  Medical  Education 


PICS 


FOR 

Continuing  Medical  Education  Programs 


a |oin(  project  of 


The  booklet  is  available  free  of  charge  to  edu- 
cators, rural  physicians  and  anyone  else  interested. 
Please  direct  written  or  phone  inquiries  to;  Kevin  P. 
Bunnell,  Ed.D.,  Executive  Director,  CCME,  1601  E. 
19th  Avenue,  Denver,  Colorado  80218,  861-1221  x 
262  (outside  the  Denver  metro  area  dial  toll-free 
1-800-332-4150  x262). 
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As  early  as  1926,  the  AMA  House  of  Delegates 
stated  that  “no  undxxe  obstacles  should  be  placed  in 
the  way  of  foreign  physicians  of  known  qualifications 
who  desired  particularly  to  secure  graduate  medical 
education  in  this  country.” 

Following  World  War  II,  the  AMA  urged  that 
suitably  qualified  physicians  of  foreign  origin  should 
be  assimilated  into  U.S.  medicine.  Following  the 
adoption  of  a student-exchange  program  by  the  U.S. 
Congress,  the  AMA  House  of  Delegates  stated  “that 
foreign  trained  physicians  should  be  considered  for 
appointment  as  interns  in  approved  hospitals  only 
when : (1 ) language  difficulties  do  not  seriously  impair 
the  program;  (2)  the  same  educational  standards  ap- 
plied to  graduates  of  foreign  schools  as  to  graduates  of 
approved  American  medical  colleges;  and  (3)  the  ap- 
propriate state  licensing  board  approves.”  (Decem- 
ber, 1954) 

Since  then,  FMGs  (foreign  medical  graduates) 
from  all  over  the  world  entered  many  graduate  train- 
ing programs.  Some  of  them  returned  to  their  coun- 
tries or  origin,  but  many  of  them  preferred  to  live  and 
practice  in  this  country,  made  possible  by  changes  in 
immigration  laws.  These  FMGs  organized  their  own 
ethnic  groups  or  organizations  to  discuss  their  mutual 
problems  and  interests  and  to  socialize.  Very  few 
FMGs  joined  organized  medicine. 

Now  there  are  problems  unique  to  the  FMG  in  the 
United  States ^ — problems  which  we  must  deal  with 
today  and  probably  for  a long  time  to  come. 

Justifiable  concern  is  promoting  the  involvement 
of  foreign  physicians  in  organized  medicine,  in 
leadership  in  the  FMG  community,  and  their  as- 
similation into  the  general  mainstream  of  American 
life.  Once  these  needs  are  met,  FMG  identification 
with  organized  medicine  will  result. 

As  of  January,  1978,  there  were  87,000  foreign 
medical  graduates  in  the  United  States.  Approxi- 
mately 74,000  of  that  group  hold  full  and  unrestricted 
medical  licenses  in  at  least  one  state.  Of  these,  some- 
what more  than  one  third  are  members  of  the  Ameri- 
can Medical  Association.  This  is  a low  figure,  since 
the  average  foreign  physician  would  be  expected  to  be 
well-disposed  toward  joining  the  ranks  of  organized 
medicine.  The  problem  is  that  he  has  not  been  ap- 
proached and  recruited.  At  a time  when  member- 
ship recruitment  efforts  have  become  so  very  impor- 
tant, a substantial  membership  market  is  being  over- 
looked. 

A desire  for  active  identification  with  and  partici- 
pation in  the  activities  of  organized  medicines  must 
be  created  in  the  mind  of  the  FMG.  One  way  to  do 
this  would  be  by  involving  FMGs  personally  in  soci- 
ety activities  through  its  many  councils,  committees, 
and  programs.  The  effect  os  this  would  be  threefold: 
it  would  demonstrate  good  will  on  the  part  of  orga- 
nized medicine;  and  it  would  foster  the  development 


of  medical  statesmen  among  this  group  of  physicians. 
This  would  ultimately  encourage  individual  mem- 
bership. 

The  absence  of  participation  that  now  exists 
reflects  a need  for  FMG  leadership  at  all  levels  of  or- 
ganized medicine.  There  seems  to  be  a lack  of  under- 
standing on  the  part  of  FMGs  of  their  role  in  orga- 
nized medicine.  With  involvement  will  come  an 
awareness  of  the  important  role  they  can  play,  and  of 
the  opportunities  for  them  present  in  national,  state, 
and  county  medical  associations. 

While  there  are  very  particular  FMG  needs  to 
which  organized  medicine  must  become  sensitive,  the 
major  problems  facing  FMGs  in  this  country  are  the 
same  issues  affecting  all  practicing  physicians  in  the 
1980s.  Increasingly,  legislation  and  regulation  affects 
every  physician.  Providing  thorough,  conscientious 
medical  care  is  the  physician's  primary  safeguard 
against  the  adverse  encroachment  of  government 
regulation.  However,  it  is  through  the  efforts  of 
organized  medicine  that  the  most  active  and  effective 
means  of  preserving  physician  freedom  actually  oc- 
ciu's.  All  physicians  will  want  to  and  need  to  support 
this  endeavor.  The  medical  profession  needs  it 
leaders — yes,  new  leaders,  and  there  is  a great  poten- 
tial for  leadership  among  FMGs  within  organized 
medicine. 

Active  involvement  will  facilitate  the  integration  of 
these  two  medical  communities.  This  goal  of  assim- 
ilation is  in  the  spirit  of  the  historical  development  of 
FMG  activity  in  this  country.  In  1957,  the  Educa- 
tional Council  for  Foreign  Medical  Graduates  re- 
quired that  FGMs  hold  an  ECFMG  certificate.  In 
1962,  the  AMA  appropriated  $90,000  to  the  Cuban 
Medical  Association  for  the  Cuban  Medical  Associ- 
ation for  the  purpose  of  assisting  Cuban  physicians  to 
qualify  as  American  medical  practitioners.  Later,  in 
1970,  orientation  programs  designed  to  remedy 
cultimal  and  language  deficits  were  made  a part  of  the 
residency  programs  having  FMGs.  The  Fifth 
Pathway  program  instituted  in  1971,  gave  students 
who  had  attended  U.S.  undergraduate  colleges,  and 
then  graduated  from  foreign  medical  schools,  the  op- 
portunity to  take  a year  of  supervised  clinical  training 
in  the  U.S.  or  Canadian  medical  schools,  instead  of 
fulfilling  the  internship  requirement  of  the  foreign 
country.  At  the  1975  AMA  clinical  meeting,  a report 
was  adopted  which,  among  other  recommendation, 
called  for  the  “improvement  and  strengthening  of  in- 
ternational relations  of  the  United  States  by  pro- 
moting better  mutual  understanding  among  the 
peoples  of  the  world  through  educational  and  cultural 
exchanges.  ” 

It  was  at  the  AMA  Annual  Convention  in  1977  that 
the  House  of  Delegates  referred  Resolution  1 1 5 to  the 
Board  of  Trustees.  The  resolution  requested  that  the 
AMA  establish  a committee  for  foreign  medical 
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Continued  from  poge  386 
graduate  affairs  and  the  problems  involved  in  FMG 
migration.  After  careful  consideration  of  the  reso- 
lution, the  AM  A established  an  Ad  Hoc  Committee 
on  FMGs  to  develop  “a  program  which  will  deal  di- 
rectly with  the  problems  confronting  foreign  gradu- 
ates in  the  United  States.”  The  Committee  felt  it 
was  necessary  to  open  its  deliberations  to  the  various 
organizations  affecting  the  FMGs;  among  these  were 
included  the  Educational  Council  for  FMGs,  the  Im- 
migration Department,  the  Federation  of  State 
Licensing  Boards— and  more  important,  to  open  the 
discussions  to  the  FMGs  themselves.  As  a result,  an 
“Open  Forum”  format  was  developed  to  consider 
several  central  subject  areas,  such  as  the  effect  of  cur- 
rent manpower  legislation  on  FMGs,  the  problems  of 
FMGs  in  residency  training,  qualifying  examina- 


tions, and  licensure.  These  concerns  were  given 
careful  consideration  at  five  “Open  Forums”  held  in 
St.  Louis,  New  York  City,  Miami,  Los  Angeles,  and 
Chicago. 

In  conclusion,  it  is  the  responsibility  of  organized 
medicine  to  not  only  make  itself  available,  but  also  to 
become  relevant  and  important  in  the  life  and  work  of 
every  foreign-trained  physician.  Likewise,  it  is  the 
responsibility  of  every  FMG  to  share  in  the  oppor- 
tunities, challenges,  and  efforts  of  the  evolving 
medical  community. 


DATTATRAYA  G.  LANJEWAR,  M.D. 

956  Split  Rock  Road 
Pelham  Manor,  N.  Y.  10803 


EDITOR’S  NOTE:  The  guest  editorial  is  reprinted  from  the  New  York  State  Medical  Society  Journal, 
and  was  written  by  Dr.  D.  Lanjewar,  a delegate  nominee  of  the  New  York  State  Medical  Society  to  the 
AMA  House  of  Delegates. 

AM  A recently  emphasized  the  importance  of  the  role  that  Foreign  Medical  Graduates  play  In  organ- 
ized American  medicine,  and  the  AMA  is  especially  interested  in  encouraging  FMGs  to  become  ac- 
tive in  organized  medicine. 


You  deserve  the  newest  idea  in 
Key  Man  Insurance^': 


//I 


People  in  high-pressure  professions 
like  yours  need  a “getaway 
place"  to  let  off  steam. 

That's  why  many  business 
and  professional  groups 
today  are  investing  in 
private  corporate!  retreats. 

And  in  Colorado,  the  pres- 
tige location  for  such  a re- 
treat is  a spectacular  600- 
acre  mountain  estate 
called  The  Ruby  Ranch. 

Here,  engulfed  by  the 
tranquil  beauty  of  Eagles 
Nest  Wilderness  Area  and 
Arapahoe  National  Forest, 
you'd  never  believe  you're 
only  a 75-minute  drive 
from  Denver.  Or  just  min- 
utes from  6 major  ski 
resorts,  plus  superb  boat- 
ing, fishing  and  hunting. 
sYour  Ruby  Ranch  retreat  is 


Copper  Mtn. 
Vail 


A project  of  JMC  Co. 


P.O.  Box  C,  Silverthorne,  CO  80498 
(303)  468-6561  • (303)  468-6291 


ideal  for  executive  seminar,  confer- 
ence, convention,  employee 
incentive,  vacation  and  client 
entertainment  usage.  The 
tax  and  investment  consi- 
derations are  obvious. 
Lots  are  available  from  4 to 
22  acres.  And  whether  you 
wish  to  buy  only  the  land, 
or  a competely  finished 
"getaway  place"  built  to 
your  needs.  The  Ruby 
Ranch  can  arrange  it  all. 
For  more  ideas  on  owning 
a private  corporate  retreat 
through  your  business  or 
professional  group,  call 
us  today. 

Because  for  sustaining 
peak  performance  in  your 
associates  and  yourself. 
The  Ruby  Ranch  is  the 
finest  "Key  Man  Insur- 
ance" you  can  buy! 
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Your  Dollar  In  Professional  Liability 

Insurance A Part  of  Which  You  ’re 

Getting  Back  (Cover  Storyl 

The  Hartford  Insurance  Group  is  making  a refund  of  $1,050,205.00  to  the 
members  of  Colorado  Medical  Society  insured  by  The  Hartford. 

Why  the  rebate?  A good  question!  Because  you,  as  an  insured  member, 
have  helped  reduce  your  malpractice  risk  in  Colorado.  The  refund  is  based 
on  a contractual  agreement  between  Colorado  Medical  Society  and  The 
Hartford.  The  agreement  stems  from  the  Society’s  risk  management  program  to 
help  its  members  prevent  malpractice  incidents.  Each  time  a malpractice 
incident  does  not  result  in  a claim  filed,  the  insured  group’s  risk  reserve 
is  reduced.  Because  of  the  risk  management  practices  used  in  Colorado,  CMS 
members  insured  by  The  Hartford  are  seeing  a part  of  their  premium  dollar 
returned  to  them. 

Malpractice  insurance  coverage  is  only  a small  part  of  the  number  of 
services  provided  physician  members  by  Colorado  Medical  Society,  but  the 
importance  of  this  service  is  highlighted  by  the  fact  that  members  of  CMS 
are  afforded  a much  more  liberal  insurance  coverage  for  much  less  premium 
payment . 

James  W.  Webb,  Assistant  Secretary  in  The  Hartfords  Casualty  Special 
Risk  Department  said,  "The  Colorado  Medical  Society  recognized  that  it  must 
take  an  active  role  in  improving  the  quality  of  health  care  in  Colorado  and 
in  helping  physicians  prevent  malpractice  claims." 

Colorado  Medical  Society  is  continuing  to  work  on  changes  in  the 
professional  liability  coverage  for  its  members,  providing  the  most 
economical,  best  administered  program  of  professional  coverage  in  the  United 
States.  The  CMS/HARTFORD  malpractice  insurance  is  an  "occurance"  type 
policy  which,  in  the  long  run,  is  much  less  expensive  than  the  "CLAIMS  MADE" 
type  insurance  policy  for  a number  of  reasons:  (1)  physicians  can  leave  the 
malpractice  insurance  program  offered  by  CMS  at  any  time,  and  their  premium 
payment  stops  at  that  point,  but  their  insurance  coverage  continues  up  to 
the  date  that  the  practice  stopped.  This  is  opposed  to  continuing  to  pay 
premiums  for  "CLAIMS  MADE"  policies  years  after  the  physician  quits  his 
practice  or  moves,  which  often  results  in  double  payment  for  single 
coverage;  (2)  the  CMS  program  of  stemming  malpractice  insurance  claims  has 
paid  off  by  reducing  the  dollar  amount  of  insurance  reserves,  meaning  that 
CMS  members  have  reduced  their  "at  risk"  amount;  (3)  the  administration  and 
expert  legal  service  provided  through  The  Hartford  policy  are  efficient  and 
proven,  again  reflected  in  the  reduction  of  malpractice  claims  and  return  of 
your  premium  dollars. 

What  it  all  boils  down  to  is  that  CMS  is  providing  its  members  with  a 
high  quality  "occurance"  malpractice  Insurance,  but  at  much  lower  rates  in 
terms  of  service  received  and  premium  reduction. 

At  press  time,  final  distribution  of  the  $1,050,205.00  rebate  was  still 
being  finalized  in  the  matter  of  amounts  and  sending  out  of  actual  rebate 
checks. 


Council  on  Public  Health 
Minutes  of  Meeting, 

Wednesday,  Oct.  8,  1980 

MEMBERS  PRESENT:  DRS.  GIERINGER,  JOHNSON,  NELSON, 

STUTZMAN,  TOLD,  DOSTER,  CHAIRMAN. 

MEMBERS  ABSENT,  UNEXCUSED:  DR.  DAVIS,  QUINN,  SBARBARO. 

OTHERS  PRESENT:  JOHN  G.  MCFEE,  M.D.,  CHAIRMAN,  COMMITTEE 

ON  MATERNAL  AND  INFANT  HEALTH;  ROGER  S.  MITCHELL,  M.D., 
ENVIRONMENT;  THOMAS  M.  VERNON,  M.D.,  CO  DEPT.  OF  HEALTH; 
WILLIAM  R.  HENDEE,  PH.D.,  PROF.  AND  CHAIRMAN,  RADIOLOGY, 
U.C.  MED.  SCHOOL;  ROBERT  SCHLAGETER,  ENVIRONMENTAL 
DIVISION,  CO  DEPT.  OF  HEALTH  AND  CO  DEPT.  OF  PUBLIC  HEALTH 
ASSOCIATION;  CYNTHIA  AND  MEL  KESSLER,  RESIDENTS  OF  CONIFER 
WITH  CONCERN  ABOUT  SEVIN-4-0IL;  BRIAN  STUTHEIT,  GINNIE 
TORREY,  CMS. 

DIGEST  OF  MINUTES:  DR.  DOSTER  ASKED  THE  PARTICIPANTS  TO 

INTRODUCE  THEMSELVES  AND  OPENED  THE  MEETING  WITH  INFORMATION 
FOR  MEMBERS  CONCERNING  THE  COUNCIL'S  REPRESENTATION  THROUGH  HER 
MEMBERSHIP  ON  THE  DEPT.  OF  HEALTH'S  HEALTH  PROMOTION/RISK 
REDUCTION  CONSORTIUM,  THE  NEWS  THAT  HB/RES  18,  ELIMINATING 
SMOKING  FROM  OFFICIAL  FUNCTIONS  OF  THE  CMS  WAS  ADOPTED  BY  THE 
HOUSE  AT  AS  '80,  AND  THAT  THE  PRESIDENT'S  PUNNING  SESSION, 
1980,  IDENTIFIED  THE  SUPPORT  OF  PATIENT  SELF-RESPONSIBILITY 
THROUGH  EDUCATION  AS  ONE  OF  THE  10  TOP  GOALS  OF  CMS  IN  THE 
COMING  YEAR. 

DR.  BILL  HENDEE  REQUESTED  THE  COUNCIL'S  ATTENTION  TO  TWO 
SIMULTANEOUS  PROBLEMS  WHICH  AFFECT  HEALTH  CARE  IN  COLORADO: 
1]  THE  PUBLIC'S  ESCAUTING  CONCERN  ABOUT  LOW  LEVEL  RADIATION 
WHICH  HAS  PRODUCED  A NEED  FOR  AN  EDUCATIONAL  PROGRAM  FOR 


COLORADO  PHYSICIANS  ON  THE  TOPIC  OF  LOW  LEVEL  RADIATION 
EXPOSURE  AND  2}  THE  IMPENDING  NATIONAL  CRISIS  REGARDING  THE 
DISPOSAL  OF  RADIOACTIVE  WASTE  WHICH  WILL  SERIOUSLY  AFFECT 
NUCLEAR  MEDICINE.  ACTIONS:  THE  COUNCIL  AGREED  THAT  IN  THE  AREA 
OF  EDUCATION  IT  WOULD  SUPPORT  1]  SUBMISSION  OF  AN  ARTICLE  BY 
DR.  HENDEE  TO  THE  EDITORS  OF  COLORADO  MEDICINE  REGARDING  THE 
NEED  FOR  PHYSICIANS  TO  BE  INFORMED,  THE  AVAIUBILITY  OF 
SPEAKERS  FROM  THE  MEDICAL  SCHOOL  WILLING  TO  ATTEND  COMPONENT 
SOCIETY  MEETINGS  AS  WELL  AS  SLIDE  PROGRAMS,  SOME  BEING  PUT 
TOGETHER  BY  THE  SOCIETY  OF  NUCLEAR  MEDICINE  AND  OTHERS  UCHSC 
PRODUCED,  WHICH  COULD  BE  PRESENTED  TO  HOUSESTAFFS  BY  LOCAL 
RESOURCE  PHYSICIAN-SPEAKERS  2)  A LETTER  TO  BE  REVIEWED  BY  THE 
COUNCIL  IN  WHICH  DR.  HENDEE  WOULD  OFFER  SPEAKERS  AND  PROGRAMS 
TO  FILL  THE  NEED  FOR  EDUCATION  TO  COMPONENT  SOCIETY  PRESIDENTS 
3)  THE  POSSIBILITY  OF  TELEVISION  APPEARANCES  BY  DR.  HENDEE. 
REGARDING  THE  DISPOSAL  SITE  CRISIS.  THE  SUBJECT  OF  RECENT 
ADOPTED  AMA  RESOLUTION  82,  THE  COUNCIL  VOTED  UNANIMOUSLY  TO 
PROPOSE  THAT  BOARD  OF  DIRECTORS  OF  CMS  SEND  A LETTER  TO 
GOVERNOR  UMM  ASKING  FOR  ATTENTION  TO  THE  PROBLEM  NOT 
IDENTIFYING  THE  SOLUTION.  DR.  HENDEE  WILL  DRAFT  A LETTER,  TO 
BE  REVIEWED  BY  BRIAN  STUTHEIT  AND  DR.  VERNON,  PASSED  ON  BY  DR. 
DOSTER  AND  THE  COUNCIL,  AND  THEN  SUBMITTED  TO  THE  BOARD  WITH 
THE  COUNCIL'S  RECOMMENDATION. 

MRS.  CYNTHIA  KESSLER  ASKED  THE  COUNCIL  TO  REVIEW  HER 
COMPENDIUM  OF  RESEARCH  CONCERNING  THE  HEALTH  EFFECTS  OF 
SEVIN-4-OIL.  A PESTICIDE  USED  IN  FORESTED  AREAS.  USE  IS 
LIMITED  IN  MAINE  TO  AREAS  REMOVED  BY  A 3-MILE  BUFFER  ZONE  FROM 
HUMAN  HABITATION  BECAUSE  OF  CONCERN  ABOUT  SEVIN-4-OIL ' S 
EFFECTS.  IN  LIEU  OF  RECAPITD UTION , MRS.  KESSLER'S  RESEARCH  IS 
INCLUDED  WITH  MINUTES.  ACTIONS:  THE  COUNCIL  AGREED 

UNANINDUSLY  TO  INVITE  TED  DAVIS  OF  THE  CO  DEPT.  OF  HEALTH  AND 
DR.  JIM  TODD  OF  EPA  TO  PRESENT  THEIR  VIEWS  AT  THE  NEXT  MEETING, 
TO  V/HICH  MR.  AND  MRS.  KESSLER  ARE  ALSO  INVITED. 


WOMEN'S  HEALTH  NEEDS:  THE  COUNCIL  DISCUSSED  THE 

PRESENTATION  OF  A PROGRAM  FOR  THE  PUBLIC  DEVOTED  TO  THE  HEALTH 
NEEDS  AND  CONCERNS  OF  WOMEN.  THE  PROGRAM  WOULD  BE  A PROJECT  OF 
THE  COUNCIL  TO  BE  UNDERTAKEN  AS  A POSITIVE  STEP  IN  THE  AREA  OF 
ENCOURAGING  PATIENT  SELF-RESPONSIBILITY,  GOAL  7 OF  CMS. 
ACTIONS:  IT  WAS  AGREED  THAT  THE  PROJECT  CONCEPT  WOULD  BE 

DISCUSSED  WITH  mS.  THOMPSON,  PRESIDENT  OF  THE  CMS  AUXILIARY, 
AND  THAT  DRS.  DOSTER  AND  NELSON  WOULD  INVESTIGATE  THE  INTEREST 
OF  THE  MEDICAL  WOMEN'S  ASSOCIATION.  THE  COUNCIL  IS  INTERESTED 
IN  PURSUING  THE  PROJECT  IF  THERE  IS  INDICATION  OF  SUFFICENT 
INTEREST  AMONG  CMS  MEMBERS  WHO  WOULD  BE  CALLED  UPON  AS  SPEAKERS 
AND  AMONG  THOSE  GROUPS  AS  WELL,  E.G. , LEAGUE  OF  WOMEN'S  VOTERS, 
CMS  AUXILIARY,  FROM  WHOM  REGISTRANTS  MIGHT  COME.  THE  COUNCIL 
AGREED  THET  THE  FOCUS  MUST  BE  CONCERNS  NOT  DIVISIVE  ISSUES;  THE 
PROGRAM  MUST  OFFER  A SERVICE  NOT  AN  ARENA  FOR  DISPUTE. 


FUTURE  MEETINGS:  WEDNESDAY,  DECEMBER  10,  1980,  AND 
MARCH  4,  1981  , BOTH  FROM  3-5  P.M.  WERE  SET  AS  FUTURE  MEETINGS, 
WITH  A POSSIBLE  MAY  MEETING  TO  BE  DECIDED  UPON  IN  THE  FUTURE. 


FUTURE  TOPICS:  MR.  SCHLAGETER  WILL  RETURN  TO  THE  COUNCIL 
MEETING  TO  BE  HELD  ON  DECEMBER  10  IN  ORDER  TO  DISCUSS  WITH  THE 
COUNCIL  AND  DR.  MITCHELL  JOINT  MONITORING  OF  HAZARDOUS  WASTE 
LEGISUTION  IN  THE  SESSION  TO  BEGIN  IN  JANUARY  IN  COLORADO. 

THE  MEETING  WAS  ADJOURNED  AT  6:00  P.M. 


is  tHere  a 

OH  the  roHit  or  ot  the  gome? 


The  Committee  on  Medical  Aspects  of  Sports  of  Colorado  Medical 
Society  hopes  to  hear  from  physicians  who  share  its  members’  interest 
and  concern  about  medical  coverage  of  running  events  and  interschol- 
astic athletic  contests. 

Please  let  us  know  if  you  are  interested  in  participating  in  your 
community. 


INTERSCHOLASTIC  GAMES:  [| 

RUNNING  EVENTS:  Q 


Names  of  sports: 


Please  mail  to: 

David  C.  Greenberg,  M.D. 

Chairman 

Medical  Aspects  of  Sports  Committee 
Colorado  Medical  Society 
1601  E.  19th  Avenue 
Denver,  CO  80218 

Name; 

Address: 


Telephone: 


For  Soaring  Data  Processing 
Costs . . • 

And  Restricted  Access 
to  Patient  Billing 

Information 


H 


M: 


Your  In-House  Billing  and 
Accounting  Computer 

For  What  You're  Paying 

Your  Service  Bureau  Now. 

And  the  Cost  Remains  Fixed 

The  Centurion  rigid  disk  systeni  with 

patient  accounting  software  offers  you: 

for  each  procedure.  You  need  only  enter  the 

code  and  the  system  does  the  pricing  _ 

• Automated  billing,  in  accordance 
guirements  of  each  insurance 
program  contains  the  forms  for  each  nsuran 
carrier.  You  simply  enter  the  carr  er  s 
Thp  Cpnturion  then  prepares  patien 
In  accoXrlce  with  the  company’s  requirements 
- including  Blue  Cross  and  Medicare  specializ 

• l!il]^iTrofessing.  You  can  process  and  retrieve 
information  simultaneously. 

• Confidentiality.  No  one  but  *he  peop  ^ “ 
thorize  need  know  the  access  cod  y 

• Ease^of^Operafion.  We  train  your 
fuftrouble  shoot  your  installation  for  the  first 
Ihree  months,  included  in  our  systems  commit- 
ment  — without  additional  charge. 

Phone  825-1348  for  a free  diagnosis  of  your  billing  problems 

Automated  Business  Systenris 

55  West  5th  Avenue  • Denver,  Colorado  80204 
f3031 825-1 348 
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SANDRA  B.  McCRAY 

ADMINISTRATOR 

JAMES!  DILLON 

DEPUTY  ADMINISTRATOR 

UNIFORM  CONSUMER  CREDIT  CODE 


iSljr  S>tatr  nf  (Enlnraio 

DEPARTMENT  OF  LAW 


OFFICE  OF  CONSUMER  AFFAIRS 

1525  SHERMAN,  4th  FLOOR 
DENVER,  COLORADO  80203 
Telephone;  (303)  839-3611 


October  7 , 1 980 


R.  G.  Bowman 

Executive  Vice-President 
Colorado  Medical  Society 
1601  E.  19th  Avenue 
Denver,  Colorado  80218 

Dear  Mr.  Bowman: 

It  has  come  to  our  attention  that  a California  based 
finance  company  has  been  conducting  its  loan  business  by  means 
of  mailings  sent  to  Colorado  residents.  These  mailings 
advertise  quick  cash  loans  for  professional  persons. 

In  one  case  reported  to  this  office,  a Colorado 
physician  entered  into  an  agreement  with  the  California 
company.  Although  couched  in  the  form  of  a sale  and  lease- 
back agreement,  it  is  our  opinion  that  it  was  a loan.  The 
loan  was  used  by  the  physician  for  personal  purposes.  The 
company  took  a mortgage  on  the  physician's  home  to  secure 
the  loan.  The  finance  charge  rate  on  the  loan  was  far  in 
excess  of  the  rate  allowed  under  the  Colorado  Uniform  Con- 
sumer Credit  Code.  Although  the  physician  was  not  aware  of 
it,  in  such  a case,  the  debtor  is  not  obligated  to  pay  the 
excess  charge. 

Of  course,  not  all  credit  transactions  entered  into 
between  a Colorado  resident  and  an  out-of-state  finance  company 
will  be  subject  to  the  Colorado  law.  Should  your  members  receive 
a solicitation  as  described  or  enter  into  a credit  transaction 
with  a finance  company , we  will  be  happy  to  review  the  docu- 
ments and  advise  them  whether  the  loan  is  subject  to  and 
in  compliance  with  Colorado  law. 

Very  truly  yours , 


77. 


JAMES  T.  DILLON 
Deputy  Administrator 
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Dickinson  Named  To  National 
Post 

Dr.  Theodore  C.  Dickinson,  Montrose  general 
surgeon,  has  been  named  president  of  the  Colo- 
rado Chapter  of  the  American  College  of  Surgeons. 

Dr.  Dickinson  will  serve  until  May  1981.  He  is  a 
graduate  of  Washington  University  School  of  Med- 
icine in  St.  Louis,  and  interned  at  Vancouver  Gener- 
al Hospital,  Vancouver,  B.C.,  and  served  a five-year 
residency  in  surgery  at  the  University  of  Colorado 
School  of  Medicine,  and  a one-year  residency  at 
Malmo  General  Hospital,  Malmo,  Sweden. 

Physician  Placement  Services 

The  PHYSICIAN  PLACEMENT  SERVICES  is  a 
computerized  placement  information  exchange 
system.  The  program  services  physicians  who  are 
seeking  employment  opportunities  in  Colorado. 
The  mechanics  of  the  system  are  simple.  The  com- 
puter cross-references  applicant  needs  with  em- 
ployment opportunities  and  vice  versa.  If  you  are 
interested  in  a position  or  a physician  please  con- 
tact Colorado  Medical  Society,  861-1221,  ext.  267. 

105  HOSPITALS  ELECT 
INDUSTRY  LEADERS 

DENVER-October14,1980-The105  hospitals  in 
the  Colorado  Hospital  Association  have  elected 
Jerry  Happel,  executive  vice  president,  of  Rose 
Medical  Center  in  Denver,  as  1980  Chairman  of  the 
Board  of  Trustees. 

The  election,  conducted  during  the  56th  Annual 
Meeting  of  the  Colorado  Hospital  Association  Oct. 
3 in  Denver,  also  named  Tom  Flickinger,  ad- 
ministrator of  Routt  County  Memorial  Hospital  in 
Steamboat  Springs  as  Chairman  Elect  and  Dale 
Budde,  president  of  Mercy  Medical  Center,  Denver, 
as  Secretary/Treasurer. 

The  Colorado  Hospital  Association  is  an  organi- 
zation providing  assistance,  shared  services  and 
leadership  to  the  entire  Colorado  hospital  industry. 

Other  newly  elected  trustees  are  Al  Riffel,  ad- 
ministrator, East  Morgan  County  Hospital,  Brush; 
E.V  Kuhiman,  president/executive  director,  St.  An- 
thony Hospital  Systems,  Denver;  Richard  H.  Sten- 
ner,  administrator.  Weld  County  General  Hospital, 
Greeley;  Al  Farr,  administrator,  St.  Francis  Hospital, 
Colorado  Springs  and  Lew  Leaman,  administrator. 
La  junta  Medical  Center,  La  junta. 

Dr.  Robert  Sawyer,  M.D.,  former  president  of  the 
Colorado  Medical  Society,  was  elected  the  physi- 
cian representative  and  Dale  Button,  retired  from 
St.  Mary's  hospital  in  Grand  j unction,  was  awarded 
Trustee  Emeritus  honors. 

Arvid  B.  Brekke  continues  his  ninth  year  as  presi- 
dent of  the  Association. 


Greek  Gold  Cross  Awarded 
to  Denver  Doctor 

Matthew  H.  Block,  MD,.  professor  of  medicine 
at  the  University  of  Colorado  School  of  Medicine, 
has  been  awarded  the  Cold  Cross  of  the  Hellenic 
Red  Cross. 

Dr.  Block  probed  bone  abnormalities  in  beta 
thalassemia  major  (BTM),  a hereditary  anemia 
which  occurs  in  individuals,  excluding  Spaniards 
and  Portuguese,  who  live  adjacent  to  the  Mediter- 
ranean Sea. 

It  is  due  to  genetically-transmitted  abnor- 
malities that  the  disorder  occurs.  There  is  a failure 
in  the  synthesis  of  hemoglobin  and  a deficiency  of 
the  pigment  in  red  blood  cells  which  carry  oxygen. 

Initially  blood  transfusions  were  used  but  they 
were  found  to  cause  an  iron  overload  in  the  chil- 
dren which  in  turn  created  problems  of  liver,  heart, 
and  pancreas  which  caused  further  disabilities  and 
some  instances  of  death. 

A lately  discovered  drug,  desferrioxamine, 
which  combines  with  and  extracts  iron  from  the 
body's  tissues,  is  being  studied  to  see  the  specific 
effect  on  bone  disabilities. 

Dr.  Block  received  both  MD  and  PhD  from  the 
University  of  Chicago,  and  came  to  the  University 
of  Colorado  Health  Sciences  Center  in  1953  as  pro- 
fessor of  medicine  and  chief  of  the  division  of 
Hematology. 


Editor’s  Note:  It  is  such  a pleasure  to  note  that 
other  journals  and  publications  fall  victim  to 
errors  in  editing,  proofing,  printing,  mailing, 
etc. 

This  notice  comes  from  the  September/Oc- 
tober 1980  issue  of  the  Newsletter  of  the  Mass- 
achusetts Medical  Society.  We’re  not  laughing 
at ...  but  laughing  with. 

TYPOS 

Typographical  errors  are  caused  by 
printer’s  devils.  Most  typos  are  letters  that 
have  been  transposed  or  letters  that  have 
been  dropped. 

In  the  recent  July/August  issue  of  the 
Newsletter  a small  announcement  con- 
cerning the  Bicentennial  coming  up  in 
1980  had  two  typos.  One  was  routine— the 
spelling  of  Bicentenniai  was  short  an  “n”. 
The  other  was  a beaut— the  title  was  origi- 
nally “THINK  200!”  It  came  out  as  “THINK 
ZOO!” 

It  will  be  interesting  to  see  what  the 
printer’s  devils  have  to  do  with  this  little  an- 
nouncement. 
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standards,  of 
practioe 


In  previous  issues  this  column  has  dealt  with 
matters  of  child  care.  Adoption  was  discussed,  as 
was  consent  to  treatment  by  minors.  The  congeries 
of  practice  concerns  regarding  children  is  supple- 
mented by  three  brief  items:  (1)  physician  reporting 
of  child  abuse;  (2)  immunization  requirements; 
(3)  infant  eye  care.  As  is  true  of  all  column  items, 
members  with  specific  problems  should  obtain  ad- 
vice of  counsel. 

Child  Abuse 

Any  physician  or  surgeon,  including  a physician 
in  training,  who  has  reasonable  cause  to  know  or 
suspect  that  a child  has  been  subjected  to  abuse  or 
neglect  or  who  has  observed  the  child  being  sub- 
jected to  circumstances  or  conditions  which  would 
result  in  abuse  or  neglect  must  report  that  to  the 
local  department  of  social  services  or  law  enforce- 
ment agency. 

"Child  abuse  or  Neglect"  is  defined  as  an  act  or 
omission  in  one  of  the  following  categories  which 
threatens  the  health  or  welfare  of  a child: 

(1)  Any  case  in  which  a child  exhibits  evidence 
of  skin  bruising,  bleeding,  malnutrition,  failure  to 
thrive,  burns,  fracture  of  any  bone,  subdural  hema- 
toma, soft  tissue  swelling,  or  death,  and  such  con- 
dition or  death  is  not  justifiably  explained,  or 
where  the  degree  or  type  of  such  condition  or 
death,  or  circumstances  indicate  that  such  condi- 
tion or  death  may  not  be  the  product  of  an  acciden- 
tal occurrence; 

(2)  Any  case  in  which  a child  is  subjected  to  sex- 
ual assault  or  molestation,  exploitation,  or 
prostitution; 

(3)  Any  case  in  which  the  child's  parents,  legal 
guardians,  or  custodians  fail  to  take  the  same  ac- 
tions to  provide  adequate  food,  clothing,  shelter,  or 
supervision  that  a prudent  parent  would  take. 

Nothing  in  this  section  refers  to  acts  which  could 
be  construed  to  be  a reasonable  exercise  of  paren- 
tal discipline 

Immunization  Prior  To  Entering 
School 

No  child  is  to  be  admitted  to  any  school  for  the 
first  time  in  the  state  of  Colorado  unless  such  child 
can  present  to  the  appropriate  official  of  the 
school  or  facility  certification  from  a licensed  phy- 
sician or  authorized  representative  of  the  Depart- 
ment of  Health  stating  that  such  child  has  received 
immunization  against  communicable  diseases  as 
specified  by  the  Board  of  Health  or  a written 
authorization  signed  by  one  parent  or  guardian  re- 


questing that  local  health  officials  administer  the 
immunizations. 

Children  may  be  exempted  from  the  immuniza- 
tion law  either  because  the  immunizations  would 
endanger  their  health  or  because  they  adhere  to  a 
religious  belief  whose  teachings  are  opposed  to  im- 
munizations. 

Current  regulations  specify  immunization  for 
DTP,  polio,  measles,  rubella,  and  mumps. 

Care  of  Infants'  Eyes 

Any  physician  or  other  person  who  assists  or  is  in 
charge  at  the  birth  of  an  infant  or  has  care  of  the  in- 
fant after  birth  has  a duty  to  treat  the  infant's  eyes 
with  a prophylaxis  approved  by  the  Department  of 
Health  The  currently  approved  prophylaxis  is 
Tetracycline  opthalmic  ointment  and  Erithro- 
mycin  opthalmic  ointment.  The  law  mandates  that 
the  treatment  be  given  as  soon  as  practicable  after 
the  birth  of  the  infant  and  always  within  one  hour. 


this  publication 
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Amelia  Chitrabamrung,  M.D. 
4567  Fontana  Way 
Denver,  Colorado  80239 

Gerald  J.  Ciemiega,  D.O. 

1090  South  Parker  Road 
Denver,  Colorado  80231 

Steven  L.  Funk,  D.O. 

800  South  Glencoe  Street 
Denver,  Colorado  80222 

Stanislaus  O.  A\wariefe,  M.D. 
Children’s  Hospital 
1056  East  Nineteenth  Avenue 
Denver,  Colorado  80218 

Steven  J.  Ayres,  M.D. 

992  Fairfax  Street 
Denver,  Colorado  80220 

Robert  R.  Brown,  D.O. 

1393  South  Zeno 
Aurora,  Colorado  80012 

Vedamurthy  Reddy,  M.D. 

10001  East  Evans,  #39-B 
Denver,  Colorado  80231 

John  R.  Russell,  M.D. 

12267  East  Bates  Circle 
Aurora,  Colorado  80014 

Jon  T.  Peterson,  M.D. 

6088  West  84th  Avenue 
Arvada,  Colorado  80003 

Val  N.  Manocchio,  M.D. 

7470  East  Harvard  Avenue,  #106 
Denver,  Colorado  80231 

Randolph  J.  McCurtry,  M.D. 

1100  Hudson  Street 
Denver,  Colorado  80220 

T.  Robert  Mestas,  M.D. 

9992  Downing  Street 
Thornton,  Colorado  80229 

Randi  J.  Hagerman,  M.D. 

365  Clermont  Street 
Denver,  Colorado  80220 

John  C.  Harris,  M.D. 

701  East  Colfax  Avenue 
Denver,  Colorado  80203 
Carol  L.  Lang,  D.O. 

10710  West  Eighth  Place 
Lakewood,  Colorado  80215 

Thomas  L.  Nixt,  M.D. 

1868  S.  Paris  Court 
Aurora,  Colorado  80012 


DENVER  MEDICAL  SOCIETY 

Dennis  L.  Simpson,  M.D. 

1600  Eudora  Street 
Denver,  Colorado  80220 

Robert  H.  Seamon,  M.D. 
Mercy  Medical  Center 
1619  Milwaukee  Street 
Denver,  Colorado  80206 

Charles  A.  Rhodes,  M.D. 

720  Ivanhoe  Street 
Denver,  Colorado  80220 

Shobhana  M.  Apte,  M.D. 

950  E.  Harvard  Avenue,  #690 
Denver,  Colorado  80210 

Charles  J.  Stephans,  D.O. 
4801  East  Ninth  Avenue,  #707 
Denver,  Colorado  80220 

Mark  S.  White,  D.O. 

480  Humboldt  Street 
Denver,  Colorado  80218 

Debra  Kay  McKinnon,  D.O. 
4701  East  Ninth  Avenue 
Denver,  Colorado  80220 

Mark  S.  Paller,  M.D. 

4197  South  Sebring  Court 
Denver,  Colorado  80237 

Leslie  A.  Stanwix,  D.O. 

2372  South  Locust  Street,  #C 
Denver,  Colorado  80222 

William  S.  Magill,  D.O. 

2572  South  Holly  Place 
Denver,  Colorado  80222 

Akiko  Masakawa,  M.D. 

1330  Gaylord  Street,  #1104 
Denver,  Colorado  80206 

Ulysses  G.  Mason,  M.D. 

1228  Clermont  Street 
Denver,  Colorado  80220 
Jesse  D.  Geren,  D.O. 

6408  South  Florence  Way 
Englewood,  Colorado  80111 

David  W.  Hnida,  D.O. 

5260  West  Plymouth  Drive 
Littleton,  Colorado  80123 

Robert  Lynn  Johnson,  M.D. 
1721  South  Krameria  Way 
Denver,  Colorado  80224 

Donald  L.  McGuirk,  Jr.,  M.D. 
8383  W.  Alameda  Avenue 
Lakewood,  Colorado  80226 


DENVER  MEDICAL  SOCIETY 

Marc  Feldman,  M.D. 

1055  Logan  Street,  #1104 
Denver,  Colorado  80203 

L.  Christopher  Foley,  M.D. 
1263  Elm  Street 
Denver,  Colorado  80220 

Mary  Louise  Haerr,  M.D. 

12076  East  Hawaii  Circle 
Aurora,  Colorado  80012 

Kenneth  R.  Ramach,  M.D. 
4700  Homestead 
Littleton,  Colorado  80123 

Richard  J.  Taylor,  M.D. 

5805  South  Jamaica  Way 
Englewood,  Colorado  80111 

Marc  J.  Sorkin,  M.D. 

3005  East  16th  Avenue,  #390 
Denver,  Colorado  80206 

Gerald  Battersby,  M.D. 

701  East  Colfax  Avenue 
Denver,  Colorado  80203 

Ina  Berzins,  M.D. 

6030  East  First  Avenue 
Denver,  Colorado  80220 

Eugene  L.  Klenk,  M.D. 

9450  East  Mississippi  Avenue 
Denver,  Colorado  80231 

John  W.  Williamson,  M.D. 
1377  S.  Washington  Street 
Denver,  Colorado  80210 

Thomas  R.  Wolf,  M.D. 

795  Poplar  Street 
Denver,  Colorado  80220 

Chester  T.  Roe,  III,  M.D. 

Saint  Luke’s  Hospital 
601  E.  19th  Avenue 
Denver,  Colorado  80203 

Susan  H.  Westerlund,  M.D. 
Presbyterian  Medical  Center 
1719  E.  19th  Avenue 
Denver,  Colorado  80218 

Edward  B.  Whitney,  M.D. 

Saint  Luke’s  Hospital 
601  E.  19th  Avenue 
Denver,  Colorado 

Roy  A.  Jared,  M.D. 

2527  Albion  Street 
Denver,  Colorado  80207 
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DENVER  MEDICAL  SOCIETY 

Dennis  A.  Stump,  M.D. 
Presbyterian  Medical  Center 
1719  E.  19th  Avenue 
Denver,  Colorado  80218 

Pamela  A.  Traina,  M.D. 
Presbyterian  Medical  Center 
1719  E.  19th  Avenue 
Denver,  Colorado  80218 

Peter  W.  Valaas,  M.D. 
Presbyterian  Medical  Center 
1719  E.  19th  Avenue 
Denver,  Colorado  80218 

Alan  F.  Stage,  M.D. 

6776  S.  Detroit  Court 
Littleton,  Colorado  80122 

Kaye  L.  Stiff,  M.D. 

505  21st  Street 
Goloen,  Colorado  80401 

Douglas  J.  Strashley,  M.D. 
3985  Chase  Street 
Denver,  Colorado  80212 

John  R.  Ruddy,  M.D. 

Saint  Luke’s  Hospital 
601  E.  19th  Avenue 
Denver,  Colorado  80203 

Dieter  W.  Schneider,  M.D. 
Saint  Luke’s  Hospital 
601  E.  19th  Avenue 
Denver,  Colorado  80203 

Larry  A.  Sokol,  M.D. 

82  Garfield  Street 
Denver,  Colorado  80206 

Michael  R.  Pranzatelli,  M.D. 
1039  S.  Parker  Road,  ^A-18 
Denver,  Colorado  80231 

Dennis  C.  Raphael,  M.D. 
Saint  Luke’s  Hospital 
601  E.  19th  Avenue 
Denver,  Colorado  80203 

Leslie  W.  Reitman,  M.D. 

790  Poplar  Street 
Denver,  Colorado  80220 

Todd  P.  Nelson,  M.D. 

13962  E.  Stanford,  #L-9 
Aurora,  Colorado  80015 

Charles  B.  Owen,  M.D. 
Presbyterian  Medical  Center 
1719  E.  19th  Avenue 
Denver,  Colorado  80218 


DENVER  MEDICAL  SOCIETY 

Joel  E.  Paine,  M.D. 

Saint  Luke’s  Hospital 
601  E.  19th  Avenue 
Denver,  Colorado  80203 

Ben  Muneta,  M.D. 

Saint  Luke’s  Hospital 
601  E.  19th  Avenue 
Denver,  Colorado  80203 

Kenneth  E.  Najarian,  M.D. 
Saint  Luke’s  Hospital 
601  E.  19th  Avenue 
Denver,  Colorado  80203 

George  F.  Nardin,  M.D. 

Saint  Luke’s  Hospital 
601  E.  19th  Avenue 
Denver,  Colorado  80203 

Oskar  Moller,  M.D. 

Saint  Luke’s  Hospital 
601  E.  19th  Avenue 
Denver,  Colorado  80203 

Peter  T.  Morrow,  M.D. 
Presbyterian  Medical  Center 
1719  E.  19th  Avenue 
Denver,  Colorado  80218 

David  M.  Munch,  M.D. 

940  Oneida  Street 
Denver,  Colorado  80220 

Gilbert  Al  Masterson,  M.D. 
Saint  Luke’s  Hospital 
601  E.  19th  Avenue 
Denver,  Colorado  80203 

Leigh  G.  McGill,  M.D. 
Children’s  Hospital 
1056  E.  19th  Avenue 
Denver,  Colorado  80218 

Michael  Mikhail,  M.D. 
Children’s  Hospital 
1056  E.  19th  Avenue 
Denver,  Colorado  80218 

John  A.  Malmstrom,  Jr.,  M.D. 
1490  S.  Kingston  Street 
Aurora,  Colorado  80012 

Rebecca  L.  Martinez,  M.D. 
17139  E.  Kenyon  Place 
Aurora,  Colorado  80012 

Barry  A.  Legawiec,  M.D. 
Saint  Luke’s  Hospital 
601  E.  19th  Avenue 
Denver,  Colorado  80203 


DENVER  MEDICAL  SOCIETY 

Aaron  D.  Long,  M.D. 

826  Memphis  Street 
Aurora,  Colorado  80011 

Bruce  A.  Lowry,  M.D. 

777  Ash  Street,  #202 
Denver,  Colorado  80220 

Robert  A.  Knight,  M.D. 
Presbyterian  Medical  Center 
1719  E.  19th  Avenue 
Denver,  Colorado  80218 

Rohini  Krishnan,  M.D. 
Presbyterian  Medical  Center 
1719  E.  19th  Avenue 
Denver,  Colorado  80218 

James  R.  LaManna,  M.D. 

1311  Cook  Street,  #501 
Denver,  Colorado  80206 

James  M.  Jaskunas,  M.D. 
Presbyterian  Medical  Center 
1719  E.  19th  Avenue 
Denver,  Colorado  80218 

Charles  H.  Karaian,  M.D. 

4200  E.  9th  Avenue,  #B-130 
Denver,  Colorado  80262 

Gerald  Katz,  M.D. 

339  Fairfax  Street 
Denver,  Colorado  80220 

Gordon  J.  Gernbein,  M.D. 
Presbyterian  Medical  Center 
1719  E.  19th  Avenue 
Denver,  Colorado  80218 

Sharyl  Hardiman,  M.D. 

St.  Joseph  Hospital 
1835  Franklin  Street 
Denver,  Colorado  80218 
Jeffrey  E.  Hawke,  M.D. 
Presbyterian  Medical  Center 
1719  E.  19th  Avenue 
Denver,  Colorado  80218 
Arthur  J.  Fountain,  Jr.,  M.D. 
240  S.  Monaco  Parkway,  #608 
Denver,  Colorado  80224 
Geoffrey  D.  Friefeld,  M.D. 
Saint  Luke’s  Hospital 
601  E.  19th  Avenue 
Denver,  Colorado  80203 

Donald  K.  Glover,  D.O. 

Saint  Luke’s  Hospital 
601  E.  19th  Avenue 
Denver,  Colorado  80203 
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ARAPAHOE  MEDICAL  SOCIETY  BOULDER  MEDICAL  SOCIETY 


LARIMER  COUNTY  MEDICAL 
SOCIETY 

Timothy  C.  Wirt,  M.D. 

1053  Robertson 

Fort  Collins,  Colorado  80524 

George  O.  Tutt,  M.D. 

1015  Robertson 

Fort  Collins,  Colorado  80524 

Krishna  C.  Murthy,  M.D. 

1124  East  Elizabeth,  Building  E 
Fort  Collins,  Colorado  80524 

Richard  A.  Stor,  M.D. 

Box  6277,  Fitzsimmons  AMC 
Aurora,  Colorado  80010 

Thomas  R Kasenberg,  D.O. 

914  West  6th 

Loveland,  Colorado  80537 

Edward  J.  Purdey,  M.D. 

Student  Health  Services,  CSU 
Fort  Collins,  Colorado  80523 

Hugh  P.  McElwee,  M.D. 

1045  Patton 

Fort  Collins,  Colorado  80524 

Thomas  A.  Haywood,  M D. 

1213  Riverside 

Fort  Collins,  Colorado  80524 

Floyd  V.  Stephens,  Jr.,  M.D. 

1221  East  Elizabeth,  Suite  #4 
Fort  Collins,  Colorado  80524 

ARAPAHOE  MEDICAL  SOCIETY 

Edward  Cornelius  Duerksen,  M.D. 
3555  South  Sherman  Street 
Englewood,  Colorado  80110 

William  Robert  Whalen,  M.D. 

1901  West  Littleton  Boulevard 
Littleton,  Colorado  80120 

Lawrence  Howard  Bernstein,  M.D. 
950  East  Harvard  Avenue,  #360 
Denver,  Colorado  80210 

James  A.  Huber,  M.D. 

2525  South  Downing  Street 
Denver,  Colorado  80210 

Jeffrey  Barter,  M.D. 

1950  West  Littleton  Blvd. 

Littleton,  Colorado  80120 

I.  Kaufman  Arenberg,  M.D. 

950  East  Harvard  Avenue,  #200 
Denver,  Colorado  80210 


Bruce  J.  Weber,  D.O. 

897  South  Havana  Street 
Aurora,  Colorado  80014 

David  S.  Madison,  M.D. 

5150  Yale  Circle 
Denver,  Colorado  80222 

WELD  MEDICAL  SOCIETY 

Richard  Stein,  M.D. 

1661  18th  Avenue 
Greeley,  Colorado  80631 

Paul  DeChant,  M.D. 

1661 18th  Avenue 
Greeley,  Colorado  80631 

David  Hearst,  M.D. 

1661 18th  Avenue 
Greeley,  Colorado  80631 

Richard  Dysart,  M.D. 

1661  18th  Avenue 
Greeley,  Colorado  80631 

Paul  S.  Hiratzka,  M.D. 

2410  16th  Street 
Greeley,  Colorado  80631 

Neal  H.  Fellers,  M.D. 

1900  16th  Street 
Greeley,  Colorado  80631 

Steven  O.  Kading,  M.D. 

1650  16th  Street 
Greeley,  Colorado  80631 

Rick  Kiser,  M.D. 

1650  16th  Street 
Greeley,  Colorado  80631 

Randy  M.  Bussey,  M.D. 

2420  16th  Street 
Greeley,  Colorado  80631 

BOULDER  MEDICAL  SOCIETY 


Ralph  E.  McClure,  M.D. 

350  Broadway 
Boulder,  Colorado  80303 

Philip  D.  Ceriani,  M.D. 

1925  Mt.  View  Avenue 
Longmont,  Colorado  80501 

Salwa  Hanna  Hanna,  M.D. 

RO.  Box  1093 

Boulder,  Colorado  80306 


Claude  H.  Burrow,  M.D. 

2617  Broadway 
Boulder,  Colorado  80302 

Michael  P.  McKenna,  D.O. 

2100  Morning  Drive 
Loveland,  Colorado  80537 

Donald  Lee  Hall,  M.D. 

438  Greenwood  Lane 
Longmont,  Colorado  80501 

CLEAR  CREEK  MEDICAL  SOCIETY 

John  E.  Adams,  D.O. 

12001  West  63rd  Place 
Arvada,  Colorado  80004 

Frank  J.  DeMarco,  Jr.,  M.D. 

Lutheran  Medical  Center,  Resp.  Care 
8300  West  38th  Avenue 
Wheat  Ridge,  Colorado  80033 

Douglas  M.  Hill,  D.O. 

8515  North  Pearl  St.  #201 
Denver,  Colorado  80339 

Philip  J.  Lightstone,  M.D. 

Lutheran  Hospital,  Anes.  Dept. 

8300  West  38th  Avenue 
Wheat  Ridge,  Colorado  80033 

Philip  S.  Metz,  M.D. 

9950  W.  80th  Avenue,  Suite  11 
Arvada,  Colorado  80005 

Dayaijibhai  D.  Patel,  M.D. 

8515  Pearl  Street,  Suite  101 
Thornton,  Colorado  80227 

David  J.  Scanavino,  M.D. 

8350  West  38th  Avenue  #300 
Wheat  Ridge,  Colorado  80033 

Eric  A.  White,  M.D. 

1335  Snowberry  Drive 
Golden,  Colorado  80401 

Richard  A.  Augspurger,  M.D. 

2020  Wadsworth  Boulevard 
Lakewood,  Colorado  80215 

Lee  K.  Richman,  M.D. 

8370  West  38th  Avenue,  Suite  G-15 
Wheat  Ridge,  Colorado  80033 

MESA  MEDICAL  SOCIETY 

Frederick  E.  Brown,  D.O. 

498  Rio  Hondo  Road 

Grand  Junction,  Colorado  81501 
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LAKE  COUNTY  MEDICAL  SOCIETY 

John  L.  Perna,  M.D. 

825  West  6th 
Leadville,  Colorado  80461 

STUDENT  MEDICAL  MEMBERS 

Michael  Wayne  France 
756  Colorado  Boulevard,  #5 
Denver,  Colorado  80206 

Scott  Eric  Carlson 
4675  E.  Louisiana,  #101 
Denver,  Colorado  80222 

Stephanie  L.  Weller 
4636  East  9th  Avenue,  #102 
Denver,  Colorado  80220 

Rosemary  Wood 
1235  Albion  Street,  #304 
Denver,  Colorado  80220 

John  Joseph  Shonk,  Jr. 

1623  Clermont  Street 
Denver,  Colorado  80220 

Robert  Seth  Wall 
1481  South  Macon  Court 
Aurora,  Colorado  80012 

John  Robert  Mrozek 
7371  S.  Clermont  Drive 
Littleton,  Colorado  80122 

Nelson  Arthur  Praeger 
2424  S.  Jasmine  Street 
Denver,  Colorado  80222 

John  Lawrence  Kucera 
799  Dahlia  Street,  #301 
Denver,  Colorado  80220 

Devin  A.  Mikles 

1290  Colorado  Boulevard,  #2 

Denver,  Colorado  80206 

Janice  M.  Freed 

480  South  Marion  Parkway,  #1501 
Denver,  Colorado  80209 

Richard  C.  Hardin 

4110  East  Hale  Parkway,  #2D 

Denver,  Colorado  80220 

Rachael  C.  Wood 
901  Harrison  Street 
Denver,  Colorado  80206 

Donald  C.  Putzier 
777  Ash,  #108 
Denver,  Colorado  80220 


STUDENT  MEDICAL  MEMBERS 

Elizabeth  R.  Stamm 
220  Grape  Street 
Denver,  Colorado  80220 

Steven  H.  Lewis 

6955  E.  Exposition  Avenue 

Denver,  Colorado  80222 

Michael  E.  McGuinn 
12085  East  Canal  Drive 
Aurora,  Colorado  80011 

William  James  de  Atherage 
1140  Colorado  Boulevard,  #203 
Denver,  Colorado  80206 

Delwin  Michael  Hunt 
1259  Albion  Street,  #18 
Denver,  Colorado  80220 

John  Edward  Williams,  M.S. 

1215  Yost  Street 
Aurora,  Colorado  80011 

Douglas  Glen  Minton,  M.S. 

51  South  Jersey 
Denver,  Colorado  80224 

PUEBLO  MEDICAL  SOCIETY 

Michele  K.  Sweeney,  M.D. 

416  West  14th  Avenue 
Pueblo,  Colorado  81003 

NORTHEAST  MEDICAL  SOCIETY 

Charles  A.  Beard,  M.D. 

1405  South  8th  Avenue 
Sterling,  Colorado  80751 

EL  PASO  MEDICAL  SOCIETY 

Noel  Weidner,  M.D. 

Penrose  Hospital  (Pathology) 

2215  North  Cascade 

Colorado  Springs,  Colorado  80907 

Roy  C.  Stringfellow,  M.D. 

2310  North  Tejon 

Colorado  Springs,  Colorado  80907 

Richard  I.  Peterson,  M.D. 

3100  North  Academy  Boulevard 
Colorado  Springs,  Colorado  80907 

Virgil  M.  Mayabb,  Jr.,  M.D. 

209  South  Nevada 

Colorado  Springs,  Colorado  80908 


EL  PASO  MEDICAL  SOCIETY 

Mitchell  A.  Irwin,  M.D. 

209  South  Nevada  Avenue 
Colorado  Springs,  Colorado  80903 

Scott  W.  Baumgartner,  M.D. 

625  North  Cascade 

Colorado  Springs,  Colorado  80903 

William  H.  Cragun,  M.D. 

Department  of  Medicine  MEDDAC 
Fort  Carson,  Colorado  80913 

ADAMS-AURORA  MEDICAL  SOCIETY 

Eugenia  M.  Miller,  M.D. 

730  Potomac  Street,  #B-5 
Aurora,  Colorado  80011 

Sol  Jay  Grazi,  M.D. 

1455  South  Potomac,  #304 
Aurora,  Colorado  80012 

Sherri  J.  Laubach,  M.D. 

2615  Juniper 
Boulder,  Colorado  80302 

LA  PLATA  MEDICAL  SOCIETY 

Harry  H.  White,  M.D. 

1800  East  Third  Avenue 
Durango,  Colorado  81301 

Fred  O.  Whitehurst,  D.O. 

1800  East  Third  Avenue 
Durango,  Colorado  81301 

Philip  G.  Glennie,  M.D. 

37  Highland  Place 
Durango,  Colorado  81301 

HUERFANO  COUNTY 
MEDICAL  SOCIETY 

Joseph  H.  Villalon,  M.D. 

137  West  Third  Street 
Walsenburg,  Colorado  81089 

CURECANTI  COUNTY 
MEDICAL  SOCIETY 

D.  Franklin  Osborne,  M.D. 

214  East  Denver  Avenue 
Gunnison,  Colorado  81230 

LAS  ANIMAS  MEDICAL  SOCIETY 

Sinan  R.  Kamal,  M.D. 

406  Benedicta  Avenue 
Trinidad,  Colorado  81082 
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FREEMONT  MEDICAL  SOCIETY 

Robert  W.  Christensen,  Jr.,  M.D. 
1019  Sheridan 

Canon  City,  Colorado  81212 

Lynn  E.  Frame,  M.D. 

616  Yale  Place 

Canon  City,  Colorado  81212 

MOUNT  SOPRIS  MEDICAL 
SOCIETY 

Joseph  E.  Coker,  M.D. 

Drawer  907 

Glenwood  Springs,  Colorado  81101 

William  M.  McKenzie,  M.D. 

Drawer  907 

Carbondale,  Colorado  81623 

DENVER  MEDICAL  SOCIETY 

Lance  S.  Ferguson,  M.D. 
Presbyterian  Medical  Center 
1719  E.  19th  Avenue 
Denver,  Colorado  80218 

Patricia  J.  Flood,  M.D. 

1280  Lafayette  Street,  #606 
Denver,  Colorado  80218 

Theodore  R.  Buttrick,  M.D. 

Saint  Luke’s  Hospital 
601  E.  19th  Avenue 
Denver,  Colorado  80203 

Linda  M.  Soran,  M.D. 

1103  S.  Monaco  Parkway 
Denver,  Colorado  80224 

Richard  S.  O’Donnell,  M.D. 

5338  S.  Havana  Court 
Englewood,  Colorado  80111 

Richard  Propper,  M.D. 

8383  W.  Alameda  Avenue 
Lakewood,  Colorado  80226 

Kenneth  M.  Riff,  M.D. 

1263  Dahlia  Street 
Denver,  Colorado  80220 

Daryl  K.  MacCarter,  M.D. 

155  S.  Madison  Street,  #210 
Denver,  Colorado  80209 

James  C.  Mosher,  M.D. 

131  S.  Corona  Street 
Denver,  Colorado  80209 


ADAMS  COUNTY-AURORA 
MEDICAL  SOCIETY 

PRESIDENT 

Daniel  J.  Greenholz,  D.O. 

1455  South  Potomac  Street,  #307 
Aurora,  Colorado  80012 
751-1141 

VICE-PRESIDENT 

Richard  Baisel,  D.O. 

496  South  Dayton  Street 
Denver,  Colorado  80231 
343-8282 

TREASURER 

Ted  G.  Avner,  M.D. 

1455  South  Potomac  Street,  #312 
Aurora,  Colorado  80012 
751-1511 

PRESIDENT-ELECT 

Sidney  L.  Eisenbaum,  M.D. 

730  Potomac  Street,  #312 
Aurora,  Colorado  80011 
341-7766 

SECRETARY 

Jerome  M.  Buckley,  M.D. 

1450  South  Havana  Street,  #500 
Aurora,  Colorado  80012 
755-5070 

WASHINGTON-YUMA  COUNTY 
MEDICAL  SOCIETY 

PRESIDENT 

Richard  H.  Tedrick,  D.O. 

501  Main 

Akron,  Colorado  80720 
345-2233 

VICE-PRESIDENT 

Jack  H.  Pearse,  M.D. 

110  West  10th  Avenue 
Yuma,  Colorado  80759 
848-2094 

SECRETARYATREASURER 

Donald  L.  Campbell,  M.D. 

517  Adams  Street 
Wray,  Colorado  80758 
332-4895 

PRESIDENT-ELECT 

Richard  H.  Tedrick,  D.O. 


DENVER  MEDICAL  SOCIETY 

PRESIDENT 

J.  Phillip  Nelson,  M.D. 

1707  E.  18th  Avenue 
Denver,  Colorado  80218 

PRESIDENT-ELECT 

Peter  C.  Hoch,  M.D. 

1000  So.  Broadway 
Denver,  Colorado  80217 

VICE-PRESIDENT 

Theodore  R.  Sadler,  Jr.,  M.D. 
2005  Franklin  Street 
Denver,  Colorado  80218 

SECRETARY 

Ben  Galloway,  M.D. 

Denver  General  Hospital 
Denver,  Colorado 

TREASURER 

Nancy  Nelson,  M.D. 

4200  E.  9th  Avenue 
Denver,  Colorado  80262 


EASTERN  COLORADO  MEDICAL 
SOCIETY 

PRESIDENT 

Wayne  E.  Hoppe,  M.D. 

291 15th  Street 
Burlington,  Colorado  80807 

SECRETARYATREASURER 

F.  Aubrey  Copeland,  M.D. 

1177  Rose  Avenue 
Burlington,  Colorado  80807 
346-5521 
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BETH  ISRAEL 
CONFERENCE  PROGRAM 

1981  WINTER  SCHEDULE 


February  7-14, 1981 
Third  Annual  Vail  Emergency 
Medicine/Critical  Care  Conference 
The  Mark  Resort,  Vail,  Colorado 
Second  Annual  Vail  General  Dentistry 
Conference 

Lion  Square  Lodge,  Vail,  Colorado 

February  14-21, 1981 

Seventh  Annual  Vail  OB/GYN  Conference 

The  Mark  Resort,  Vail,  Colorado 

Sixth  Annual  Vail  Psychiatry  Conference 

Lion  Square  Lodge,  Vail,  Colorado 

Third  Annual  Vail  Geriatric 

Medical  Conference 

The  Lodge  at  Vail,  Vail,  Colorado 

February  21-28, 1981 

Eleventh  Annual  Aspen  Radiology  Conference 
Aspen  Institute  for  Humanistic  Studies 
Second  Annual  Vail  Pathology  Conference 
Kiandra-Talisman  Lodge,  Vail,  Colorado 
February  28-IWarch  7, 1981 
Fourth  Annual  Vail  Cancer 
Treatment  Conference 
Kiandra-Talisman  Lodge,  Vail,  Colorado 
Third  Annual  Vail  Sports  Medicine  Conference 
Lion  Square  Lodge,  Vail,  Colorado 
March  7-14, 1981 

Sixth  Annual  Vail  Family  Practice  Conference 
The  Mark  Resort,  Vail,  Colorado 
Sixth  Annual  Vail  General  Surgery  Conference 
Lion  Square  Lodge,  Vail,  Colorado 
Fourth  Annual  Vail  Urology  Conference 
Kiandra-Talisman  Lodge,  Vail,  Colorado 
March  14-21, 1981 

Sixth  Annual  Vail  Internal  Medicine 
Conference 

Lion  Square  Lodge,  Vail,  Colorado 
Third  Annual  Vail  Pediatrics  Conference 
The  Mark  Resort,  Vail,  Colorado 
Second  Annual  Vail  Clinical 
Brain  Conference 

Kiandra-Talisman  Lodge,  Vail,  Colorado 

22  HOURS  AMA  CATEGORY  1 CREDIT  FOR 
EACH  CONFERENCE 
22  HOURS  AAFP  PRESCRIBED  CREDIT 
EXPECTED 

For  information  regarding  registration  and 
housing,  contact: 

Beth  Israel  Conference  Program 
P.O.  Box  11366 
Denver,  Colorado  80211 
(303)  629-5333  or 

(800)  525-5810  (toll-free  outside  Colorado) 


MORGAN  COUNTY  MEDICAL  SOCIETY 

PRESIDENT 

Bruce  Overturf,  M.D. 

102  West  Ninth 

Fort  Morgan,  Colorado  80701 

867-5681 

SECRETARY/TREASURER 
and  PRESIDENT-ELECT 

Malcolm  J.  Dickerson,  M.D. 

Box  305 

Brush,  Colorado  80723 
842-2871 

WELD  COUNTY  MEDICAL  SOCIETY 
PRESIDENT 

Theron  G.  Sills,  M.D. 

2000 16th  Street 
Greeley,  Colorado  80631 

352- 4284 

PRESIDENT-ELECT/ 

VICE-PRESIDENT 

R.  J.  Kahn,  M.D. 

1624  17th  Avenue 
Greeley,  Colorado  80631 

353- 2040 

SECRETARY 

C.  J.  Rome,  M.D. 

1900  16th  Street 
Greeley,  Colorado  80631 
353-1551 

TREASURER 

John  R.  Welch,  M.D. 

1500  16th  Avenue  Court 
Greeley,  Colorado  80631 
353-3443 

BOARD  OF  CENSORS 

Chairman: 

Richard  J.  Kemme,  M.D. 

Term  expires  9/81 
Members: 

E.  D.  Kadlub,  M.D. 

Term  expires  9/82 

D.  R.  Jensen,  M.D. 

Term  expires  9/83 

PUBLIC  POLICY  COMMITTEE 
Chairman: 

Stephen  R.  Kozloff,  M.D. 

Term  expires  9/81 
Members: 

J.  T.  Thompson,  D.O. 

Richard  J.  Kemme,  M.D. 

Terms  expire  9/81 
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From  Dream  To  Reality  in  Two  Years: 
The  Rocky  Mountain  Multiple 
Sclerosis  Center 

The  Rocky  Mountain  Multiple  Sclerosis  Center 
was  founded  two  years  ago  with  the  initiative,  fi- 
nancial support  and  leadership  of  the  business, 
scientific  and  medical  communities.  Today  the 
Center  is  realizing  the  objective  that  was  once  on- 
ly a dream:  to  become  a unique  and  successful  re- 
search and  patient  care  facility  designed  to  ad- 
dress the  entire  range  of  patients'  MS  problems 
while  conducting  extensive  research  aimed  at  dis- 
covering the  cause  of  MS.  The  Center  was  de- 
signed as  a prototype  for  similar  MS  centers  the 
world  over— centers  which  will  forcefully  con- 
front every  aspect  of  multiple  sclerosis. 

A private,  non-profit  corporation  funded  almost 
entirely  by  private  sources,  the  Rocky  Mountain 
MS  Center  is  housed  in  the  University  of  Colorado 
Health  Sciences  Center,  with  outpatient  and  inpa- 
tient facilities  in  University  Hospital,  and  basic  re- 
search laboratories  located  at  the  Veteran's  Ad- 
ministration Hospital.  In  two  years'  time,  the  RM- 
MSC  staff  has  grown  from  five  to  25  people,  and 
the  patient  population,  increasing  constantly,  is 
now  close  to  500.  The  three  main  divisions  of  RM- 
MSC— Basic  Research,  Clinical  Research,  and  Pa- 
tient Care— incorporate  the  knowledge  of  numer- 
ous experts,  making  possible  the  comprehensive- 
ness necessary  for  effectively  challenging  MS. 


Lynn  Jankovsky,  D.V.M.,  Ph.D.,  Assistant  Pro- 
fessor of  Pathology,  is  in  charge  of  electronmicro- 
scopy  for  RMMSC. 


In  the  Patient  Care  Division,  for  example,  neur- 
ologists work  with  many  other  specialists,  includ- 
ing urologists,  ophthalmologists,  psychiatrists, 
and  physical,  speech  and  occupational  therapists 
to  create  a patient  care  program  that  challenges 
MS  on  many  fronts.  RMMSC's  diagnostic  capabil- 
ity, as  accurate  and  sophisticated  as  any  in  the 
world  today,  further  enhances  the  diversity  of  the 
patient  care  effort  and  illustrates  the  benefit  of 
taking  a complex  approach  to  a complex  disease. 


Occupational  Therapist  Beth  Wolf  (r)  tests  MS 
patient  Monica  Wheat  (I)  in  RMMSC’s  Patient  Care 
Division. 


By  addressing  all  MS  patients'  needs,  from  diag- 
nosis to  rehabilitation,  it  is  possible  to  significantly 
impact  on  a disease  which  once  was  considered 
untreatable. 

RMMSC's  Basic  and  Clinical  Research  Divisions 
are  equally  diversified.  Studies  are  underway  to 
investigate  the  human  origin  of  a virus  isolated  by 
RMMSC  suspected  of  playing  a role  in  the  etiol- 
ogy of  MS.  Researchers  are  also  attempting  to  de- 
velop an  animal  model  for  MS.  Neuropsychologi- 
cal studies  have  begun  in  order  to  study  physical 
and  psychological  stress  factors  in  MS.  The  Basic 
and  Clinical  Divisions  are  continually  expanding 
along  exciting  and  promising  lines  of  inquiry. 

While  funding  is  a continuing  issue,  and  ideas 
for  research  projects  and  patient  care  needs  in- 
crease faster  than  RMMSC  can  possibly  keep  pace 
with,  the  Center  is  confident  that  its  third  year  of 
operation  will  be  the  most  successful  and  expan- 
sive yet.  It  is  obvious  that  RMMSC  has  identified  a 
major  need  in  society  today,  as  measured  by  the 
rapidly  expanding  patient  load,  the  willingness  of 
major  donors  to  offer  financial  support,  and  the 
costliness  of  the  disease  itself.  The  Rocky  Moun- 
tain Multiple  Sclerosis  Center  is  dedicated  to  fill- 
ing this  need  as  completely  as  possible. 

Genevieve  Freeman 
Director  of  Public  Relations 
RMMSC 

Kremmling  Physician's 
Career  Reviewed 

Ernest  Ceriani,  who  was  making  house  calls  in 
Kremmling  33  years  ago,  still  is  making  them. 
Though  Life  Magazine  may  not  be  on  hand,  through 
its  history-making  photos  by  W.  Eugene  Smith,  Dr. 
Ceriani's  present  community  visits  were  photo- 
graphed by  John  Sunderland  of  The  Denver  Post  in 
an  appreciation  of  the  viccisitudes  a country  doctor 
who  fulfills  the  ideal  of  that  practice  just  as  he  did  in 
1948. 
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Keflex' 

cephalexin 


Additional  information  available 
to  the  profession  on  request. 


^□ISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 


FDA  calls  for  BENDECTIN 
patient  package  insert 

The  Food  and  Drug  Administration  said  today  it 
agrees  with  conclusions  of  an  expert  advisory  com- 
mittee that  available  data  do  not  demonstrate  an  as- 
sociation between  birth  defect  and  Bendectin,  a drug 
often  prescribed  to  treat  nausea  and  vomiting  during 
pregnancy,  but  that  it  should  be  used  only  when  con- 
servative treatment  fails. 

The  agency  said  it  would,  as  the  committee  recom- 
mended, sponsor  and  monitor  further  research  into 
the  drug,  and  also  propose  a mandatory  patient  pack- 
age insert  that  would  be  given  to  women  with  each 
new  prescription. 

The  patient  package  insert  would  explain  how  the 
drug  is  to  be  used,  its  side  effects  and  possible  risks.  I n- 
cluded  will  be  the  statement  that  Bendectin  should 
be  used  only  to  treat  significant  nausea  and  vomiting 
that  is  not  responsive  to  conservative  treatment  in- 
cluding getting  more  rest,  drinking  very  hot  or  very 
cold  drinks  or  eating  dry  crackers. 

Patient  package  inserts  are  leaflets  that  are  describ- 
ed by  the  pharmacist  with  each  new  prescription  for  a 
drug.  They  are  written  in  language  easily  understand- 
able by  the  patient. 

FDA  said  the  labeling  that  goes  to  physicians  also 
would  be  changed  to  indicate  that  doctors  should 
prescribe  the  drug  only  for  significant  nausea  and 
vomiting  not  responsive  to  the  more  conservative 
measures. 

The  actions  follow  a comprehensive  review  by  the 
agency  and  its  Fertility  and  Maternal  Ffealth  Drugs 
Advisory  Committee  of  the  scientific  information 
about  Bendectin's  safety,  particularly  its  possible  as- 
sociation with  birth  defects  in  the  offspring  of  women 
who  took  it  during  pregnancy. 

The  committee,  after  two  days  of  hearings  Septem- 
ber 15  and  16,  said  existing  data  do  not  demonstrate 
an  association  between  the  drug  and  an  increased 
risk  of  human  birth  defects,  it  said,  however,  that  two 
studies  raised  "residual  uncertainty"  that  merits  fur- 
ther study  plus  warning  labeling. 

All  the  committee's  recommendations  are  being 
adopted  by  FDA. 

In  a statement.  Dr.  J.  Richard  Crout,  director  of 
FDA's  Bureau  of  Drugs,  said; 

"The  purpose  of  the  actions  we  are  announcingto- 
day  is  to  provide  more  and  better  information,  to 
both  patients  and  physicians,  about  Bendectin.  This  is 
a drug  that  is  effective  in  treating  nausea  and  vomiting 
during  pregnancy,  but  it  should  be  prescribed  only 
when  clearly  needed,  that  is,  when  more  conserva- 
tive measures  do  not  work." 

Dr.  Crout  continued:  "FDA  will  continue  to  sup- 
port and  monitor  research  into  Bendectin.  Our  re- 
view of  the  studies  to  date,  including  some  very  large 
ones,  found  no  association  between  the  drug  and  an 


increased  risk  of  human  birth  defects.  There  is  a need 
for  additional  data,  however,  and,  as  is  always  the 
case  in  studies  of  this  type,  it  is  possible  to  have  a low 
level  of  risk  that  cannot  be  detected.  That  is  why  we 
advise  cuation  in  the  use  of  all  drugs  in  pregnancy.  We 
agree  with  the  committee,  however,  that  the  ongoing 
epidemiology  studies  should  continue  to  be  moni- 
tored and  that  additional  studies  of  the  drug's  effect- 
ivenessincontrolling nausea  and  vomiting  unrespon- 
sive to  conservative  measures  be  performed." 

Dr.  Crout  added:  "One  message  that  we  want  preg- 
nant women  and  physicians  to  understand  is  that  no 
drug  should  be  taken  during  pregnancy  unless  it  is 
essential." 

FDA  has  met  with  the  manufacturer  of  the  drug, 
Merrell-National,  to  discuss  the  changes  in  physician 
labeling.  The  agency  already  is  drafting  the  proposed 
patient  package  insert,  which  would  be  published 
with  an  opportunity  for  public  comment.  The  drug 
manufacturer  would  be  required  to  provide  the  in- 
serts to  pharmacists  to  distribute  to  patients  with  each 
new  Bendectin  prescription. 

Three  studies  are  continuing  into  Bendectin  and 
birth  defects.  They  are  being  done  by  Dr.  Allen  Mit- 
chell of  the  Boston  University  Medical  Center,  Dr. 
Flershel  Jick  of  the  Boston  Collaborative  Drug  Surveil- 
lance Program,  and  Dr.  Jose  Cordero  of  the  Centerfor 
Disease  Control,  Atlanta. 

Foundation  Report 

Continued  from  poge  380 

• Obstetrics/Newborn  Services  starts  6/1 1/82 

• Pediatrics  Services 

The  Foundation  has  already  been  approached  by 
the  State  Health  Planning  and  Development  Agency 
to  appoint  physicians  to  the  Technical  Advisory  Com- 
mittees charged  with  the  development  of  guidelines 
for  appropriateness  review  for  CT  Scan,  Cardiac 
Catheterization  and  Open  Heart  Surgery  and  Radia- 
tion Therapy.  In  addition,  at  its  September  23  meet- 
ing, the  Foundation  Board  of  Directors  passed  a reso- 
lution directing  that  the  Foundation  take  a more  ac- 
tive role  in  the  quality  assessment  portion  of  appro- 
priateness review  and  further  directed  that  the  Foun- 
dation's current  Memoranda  of  Agreement  with  each 
of  the  HSAs  (required  by  regulation  for  the  PSRO)  be 
renegotiated  relative  to  such  a role.  The  decision  of 
the  Foundation  Board  was  predicated  on  the  belief 
that  quality  assessment  is  a professional  responsibility 
and  should  be  performed  by  a peer  review  organiza- 
tion with  professional  resources  and  experience  in 
quality  assurance. 

All  segments  of  organized  medicine  will  be  kept  up 
to  date  on  an  ongoing  basis  by  the  Foundation  with 
respectto  HSAand  state  planningactivities.  If  you  de- 
sire further  information  on  the  Foundation's  activities 
in  the  health  planning  area,  please  contact  the  Divi- 
sion of  Program  Planning  and  Evaluation  at  the  Foun- 
dation, 861-1221,  extension  225. 
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SPECIAL  OFFER 

BOOK  SALE— FACSIMILE  EDITION 

Limited  10  copies  available. 

Edward  Jenner. 

An  Inquiry  Into  the  Causes  and  Effects  of 
the  Varioiae  Vaccinae,  A Disease  Discov- 
ered In  Some  of  the  Western  Counties  of 
England,  Particularly  Gloucestershire,  and 
Known  By  the  Name  of  the  COW  POX. 
Facsimile  of  First  Edition,  Denver,  Colo- 
rado, Range  Press,  1949. 

Fine  Copies  Donated  by  Dr.  Nolie  Mumey 
$50.00  Donation  to  the  Denver  Medical 
Society  Library. 


Photograph  by  Jan  C^'^wald 


When  you  give  the  Mile  High  United  Way, 
you  help  all  kinds  of  people  who  need  it; 
kids,  teens,  young  adults,  senior  citizens, 
minorities.  The  one  gift  that  helps  a lot. 


Mile  I ligl  1 1 Inited  \\ay 
I hanks  to  you,  it  worLs  lor  till  ol  us. 


Ad  No.  719  N10135 
2'  ?"  X 47  lines 
Nev,/spaper 

Prepared  by  Frye-Sills,  Inc..  Denver 
A D -G  Polich/Copy-B.  Haworth 
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CHRONIC  PAIN 

FURTHEROBSERVATIONS  FROM  CITY  OF  HOPE 
NATIONAL  MEDICAL  CENTER 

EDITED  BY:  Benjamin  L.  Crue,  Jr.,  MD, 

SP  Medical  & Scientific  Books,  Jamaica,  N.Y, 
$45.00 

This  book  is  a collection  of  papers  by  many  au- 
thors, most  of  whom  are  associated  with  the  City  of 
Hope  National  Medical  Center,  in  Andurate,  Cali- 
fornia. Dr.  Crue  is  apparently  the  founder  and  head 
of  this  clinic.  This  book  represents  one  in  a series  of 
monographs  from  this  institution. 

There  are  several  sections  including,  a long  and 
detailed  section  on  Neurophysiology,  a section  on 
Neurosurgery  and  cancer  pain,  a section  on  the  psy- 
chological aspects  of  chronic  benign  pain  and 
various  other  chapters.  It  is  difficult  to  find  a consis- 
tent thread  from  section  to  section  and  chapter  to 
chapter  except  that  there  is  an  underlying  feeling 
that  psychotherapy  is  the  best  method  over  all  for 
treatment  of  chronic  benign  pain.  The  authors  sepa- 
rate their  pain  unit  into  the  cancer  pain  and  the 
chronic  benign  pain  and,  of  course,  the  treatment 
variesforthetwo  types  of  problems.  I was  particular- 
ly impressed  by  the  chapters  having  to  do  with  the 
management  of  the  dying  patient  and  also  with  the 
use  of  analgesics  in  chronic  pain. 

One  has  the  feeling  that  this  is  an  attempt  by  this 
pain  unit  to  promote  their  form  of  treatment,  which 
is  certainly  a reasonable  goal.  However,  the  statis- 
tical results  are  not  terribly  impressive  and  certainly 
would  not  lead  this  author  to  refer  a number  of  pa- 
tients to  that  particular  Center.  A number  of  other 
Centers  are  in  existence  across  the  country  that  deal 
with  pain  problems  and  it  does  not  appear  that  this 
unit  has  any  particular  unique  forms  of  treatment. 

I found  this  book  very  difficult  to  read.  It  is  long 
and  disconnected  and  the  followup  data  is  rather 
unimpressive  in  my  opinion.  All  in  all  the  book  has 
very  little  to  recommend  to  the  average  practitioner. 


Jack  A.  Kiapper,  MD 
Denver,  Colorado 
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The  diagnosis  and  treatment  of  aeute 

maxillary  sinusitus* 

Paul  M.  Redstone,  MD,  Denver,  Colorado,  LaVonne  Bergstrom,  MD,  Los  Angeles,  California, 
and  Peter  E.  Dans,  MD,  Baltimore,  Maryland 


Although  much  has  been  written  about  acute 
sinusitis,  review  of  the  literature  reveals 
disagreement  about  criteria  for  its  diagnosis,  the 
most  appropriate  therapy,  and  the  best  measures 
of  response  to  treatment.  '•  * Previous  studies  have 
described  symptoms  and  signs  in  patients  with 
sinusitis,  but  there  is  little  information  on  their 
specificity.  Since  sinus  disease  is  a common 
problem  in  outpatient  medical  practice,  we 
instituted  this  study  to  clarify  some  of  the 
diagnostic  and  therapeutic  problems  encountered 
in  managing  patients  with  suspected  sinusitis. 

Methods 

The  study  was  performed  in  the  Adult  Walk-In 
Clinic  of  the  Colorado  General  Hospital,  which 
serves  a broad  socioeconomic  population  of  metro- 
politan Denver.  The  clinic  has  a daily  census  of  60  to 
80  patients  and  is  staffed  by  three  to  four  nurse  practi- 
tioners, a first-year  resident,  and  an  attending  physi- 
cian. Patients  were  initially  selected  for  the  study  on 
the  basis  of  one  or  more  of  the  following  criteria: 

1.  Tenderness  to  palpation  over  the  maxillary  or 
frontal  sinuses. 

2.  Positive  transillumination,  that  is,  if  when  the 
transilluminator  was  placed  over  the  antrum  just  un- 
der the  orbital  ridge  light  transmission  through  the 
maxillary  sinus  was  absent  or  decreased  as  compared 
to  a group  of  normals. 

3.  Purulent  rhinorrhea  and  nasal  congestion  for 
over  three  days. 

4.  Periorbital  edema. 

Additional  criteria  that  had  to  be  met  were:  1)  age 
(ISorover),  2)  women  not  pregnant,  3)  no  antibiotics 
for  one  week  prior  to  onset  of  symptoms  and  4)  agree- 
ment to  return  in  10  days  for  reevaluation.  Informed 
consent  was  obtained  from  all  patients  after  the  na- 
tureof  the  study  was  explained  to  them,  including  the 
studies  to  be  performed  and  the  possible  side  effects  of 
treatment. 

Standardized  subjective  and  objective  informa- 
tion was  obtained:  age;  sex;  history  of  fever,  chills, 
rhinorrhea,  nosebleed,  congestion,  postnasal  drip, 
sinus  pain,  pain  in  jaw  or  teeth,  headache,  sore  throat, 
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hoarseness,  periorbital  swelling  and  present  medica- 
tion; past  history  of  previous  sinusitis,  allergies, 
asthma,  bronchitis,  heart  disease,  lung  disease, 
hypertension,  diabetes  and  smoking;  physical  exam 
of  nose,  ears,  pharynx  and  neck  specifically  noting 
presence  or  absence  of  sinus  tenderness,  periorbital 
edema,  and  sinus  transillumination.  Laboratory  ex- 
am included  sinus  x-ray,  CBC  and  differential,  ESR, 
cold  agglutinins,  and  bacterial  and  viral  cultures. 
Bacterial  and  viral  cultures  were  taken  from  the  mid- 
dle meatus.  Anaerobic  cultures  were  not  done  since 
direct  sinus  aspirates  were  not  performed.  An  abnor- 
mal sinus  x-ray  was  used  as  the  absolute  criterion  for 
the  diagnosis  of  sinusitis.  '•  ^ Sinus  x-rays  were  taken  in 
the  occipitofrontal,  occipitomental,  lateral  and  axial 
views  and  were  initially  read  by  a radiologist  or  clinic 
physician  and  subsequently  reviewed  by  a single  oto- 
laryngologist (LB).  Patients  were  divided  into  three 
groups.  Patients  with  abnormal  x-rays,  (mucosal 
thickening  6-8  mm,  fluid  level,  or  opacification)  were 
considered  to  have  acute  sinusitis  and  given  pseudo- 
ephedrine  60  mg  po  q.i.d.  plus  either  ampicillin  250 
mg  po  q.i.d.  (even  hospital  number)  or  doxycycline 
200  mg  stat  plus  100  mg  q.d.  Patients  with  normal 
.x-ray  or  mucosal  thickening  6 mm  (control  group) 
were  given  pseudoephedrine  60  mg  po  q.i.d.  Treat- 
ment was  continued  for  10  days  and  patients  were 
asked  to  return  at  that  time.  The  following  criteria 
were  used  to  assess  improvement: 

Results 

Two  hundred  thirty  patients  entered  the  study  and 
133  completed  it  (101  in  the  treatment  group  and  32 
controls).  Thirty  were  deleted  because  they  were  be- 
gun on  the  wrong  treatment  regimen  or  review  of 
x-ray  showed  an  incorrect  initial  reading.  The  rest 
failed  to  return.  Initial  data  on  the  patients  lost  or  de- 
leted are  included  in  the  analysis  of  symptoms  and 
signs.  The  demographic  data  for  the  three  treatment 
groups  were  quite  similar  except  lor  the  male  prepon- 
derance in  the  doxycycline  group  (Table  1).  All 
sinusitis  patients  in  the  study  had  maxillary  sinus 
disease  and  a few'  had  one  or  more  additional  sinuses 
affected.  The  presenting  symptoms  and  physical 
findings  are  depicted  in  Table  II.  There  was  no  clear 
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TABLE  I 

Treatment  Groups 
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ditFerence  between  the  groups,  although  the  presence 
of  exudate  on  physical  examination  was  more  com- 
mon in  the  sinusitis  group  (p  0.05).  Bacterial  cultures 
largely  grew  “nonpathogens”  (Staphylococcus  epi- 
dermidis,  diphtheroids.  Neisseria  and  alpha  strep- 
tococcus) Figure  l'.  Only  the  presence  of  the  pneumo- 
coccus seemed  to  be  more  Frecjuent  in  patients  with 
sinusitis  (p  .01). 

Viruses  were  isolated  from  1 2 patients,  hut  were  no 
more  frecjuent  in  the  sinusitis  group  than  the  control. 
Rhinovirus  was  isolated  from  3(2%)  sinusitis  patients 
and  1 (1.0%)  control;  influenza  A from  2 (1.4%) 
sinusitis  patients  and  1 (1.6%)  control;  inlluenza  B 
from  3 (2%)  sinusitis  patients  and  1 (1.5%)  control; 
and  Adenovirus  from  1 (0.7%)  sinusitis  patient  and 
no  control. 

Sinusitis  was  more  common  in  the  winter  and 
spring  months  as  were  the  non-specific  viral  illness  in 
the  control  group. 

D’eatment 

The  results  of  treatment  are  shown  in  Figures  2 and 
3.  Seventy-five  per  cent  recovered  or  improved  in  the 
ampicillin  and  doxycycline  groups.  Patients  with 
persistent  fluid  or  opacity  were  referred  to  the  Oto- 
laryngology Clinic  and  underwent  sinus  irrigation. 


Fig.  1.  Bacterial  Culture  Results  (taken  from  region  of  maxillary 
sinus  ostium). 


Ampicillin  (58)  Control  (32) 


27 

24-1/2 

19 

10 

39 

22 

19 

10 

7 

7 

11  11 

Side  Effects 

Side  effects  were  fairly  common  in  all  groups,  but 
were  seldom  severe;  32%  of  the  doxycycline  group, 
23%  of  the  ampicillin  group  and  12%  of  controls. 
Four  patients  had  to  be  dropped  because  of  medica- 
tion side  effects,  three  in  the  ampicillin  group  (two 
with  diarrhea,  one  with  nau.sea  and  vomiting)  and 
one  in  the  doxycycline  group  (nausea,  vomiting). 

Discussion 

Problems  still  occur  in  the  diagnosis  and  treatment 
of  acute  sinusitis.  Although  many  diagnostic  criteria 
are  described  in  the  literature,  the  general  consensus 
.seems  to  be  that  x-ray,  with  or  without  sinus  aspira- 
tion, is  the  most  sensitive  technic  for  diagnosing  acute 
maxillary  sinusitis.'  **  The  presence  of  an  airfluid 
level  and  mucosal  thickening  greater  than  6-8  mm, 
are  the  best  x-ray  correlates  for  acute  disease,  al- 
though comparable  mucosal  thickening  is  sometimes 
.seen  as  a chronic  change.  An  abnormal  x-ray  can  oc- 
cur in  25  per  cent  of  asymptomatic  adults,  but  most 
only  have  minimal  mucosal  thickening.^  A single  oc- 
cipitomental view  of  the  maxillary  sinuses  has  recent- 
ly been  shown  to  be  quite  specific  for  sinus  disease^ 
and  may  be  useful  as  a screening  exam.  Although 
more  difficult  to  perform  routinely,  aspiration  of 
purulent  secretion  is  the  best  confirmation  of  acute 
disease.  Approximately  6 per  cent  radiographically 
normal  sinuses  (patients  with  symptoms)  disclose 
purulent  secretions  on  aspiration. 

What  .seemed  most  .striking  from  our  data  is  that 
.some  of  the  traditional  symptoms  and  signs  associ- 
ated with  sinusitis  (congestion,  sinus  aching,  puru- 
lent exudate,  sinus  tenderness  . . .)  are  as  common  in 
those  patients  without  sinusitis  as  those  with  radio- 
graphic  disease.  This  is  similar  to  the  findings  recent- 
ly reported  by  Axelson  and  Runze.‘°  These  findings 
make  the  diagnosis  of  sinusitis  by  history  and  physi- 
cal exam  hazardous.  Antibiotics  are  not  needed  for 
routine  upper  re.spiratory  infections.  The  use  of  sinus 
x-rays  or  a.spirations  where  practical,  would  lead  to  a 
Continued  on  poge  413 
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NOTICE 


THE  MEMBERS  OF  CMS  NOW  HAVE  ACCESS  TO  THE  COLORADO 
MEDICAL  SOCIETY'S  MAILING  SERVICE. 

INDIVIDUALS  MAY  SEND  PERSONALIZED  LETTERS,  WITH 
THEIR  OWN  LETTERHEAD,  TO  A SELECT  OR  COMPONENT  GROUP  OF 
CMS  MEMBERS.  THIS  SERVICE  WOULD  BE  IDEAL  FOR  AN 
ANNOUNCEMENT  OR  PROFESSIONAL  OFFICE  ADDRESS  CHANGE  TO 
BE  SENT  TO  ALL  ACTIVE  CMS  MEMBERS,  OR  MEMBERS  OF  A 
SPECIALTY  ORGANIZATION  IN  A SELECTED  GEOGRAPHICAL 
REGION. 

FURTHER  INFORMATION  MAY  BE  OBTAINED  BY  CALLING  CMS 
AT  861-1221  IN  THE  METROPOLITAN  DENVER  AREA  OR  OUR  WATS 
LINE  NUMBER,  800-332-4150.  ASK  FOR  DIANE  LEHEW  OR 
SUSAN  CLARK. 

Industrial  Commission  Adopts  Relative  Value  Schedule 

ON  DECEMBER  1,  1980,  AT  12:00  P.M.  YOU  MAY  USE  YOUR  BC/BS 
PHYSICIAN'S  MANUAL  AND  ITS  RELATIVE  VALUES  TO  BILL  THE 
WORKMEN'S  COMPENSATION  PROGRAM.  THE  INDUSTRIAL  COMMISSION 
RECOGNIZED  THAT  PHYSICIANS  COULD  NO  LONGER  ACCESS  THE  1971  RVS. 

IT  SHOULD  BE  NOTED  THAT  REFERENCES  TO  BC/BS  COVERAGE  IN  THE 
MANUAL  ARE  TO  BE  DISREGARDED.  REFERENCES  TO  AREAS  WHICH  ARE 
NOT  ASSOCIATED  WITH  WORKMEN'S  COMPENSATION,  SUCH  AS  PEDATRIC 
CARE,  ARE  TO  BE  DISREGARDED. 

THERE  IS  A PROBABILITY  THAT  THIS  NEW  RVS  WILL  BE  UPDATED 
IN  THE  NEAR  FUTURE,  BY  ORDER  OF  THE  COMMISSION. 


Denver  Medical  Society  1 980  Annual  Meetir 


THE  110TH  ANNUAL  MEETING  OF  THE  DENVER  MEDICAL  SOCIETY 
TOOK  PLACE  IN  THE  KENT  ROOM  OF  THE  MEDICAL  SOCIETY  LIBRARY  ON 
OCTOBER  7,  1980,  AND  NEW  OFFICERS  WERE  INSTALLED  FOR  THE 


1980-1981  YEAR  OF  ACTIVITY. 

THEY  ARE: 

PRESIDENT 

J. PHILLIP  NELSON,  M.D. 

PRESIDENT-ELECT 

PETER  C.  HOCH,  M.D. 

VICE  PRESIDENT 

THEODORE  R.  SADLER,  JR.,  M.D. 

SECRETARY 

BEN  GALLOWAY,  M.D. 

treasurer 

NANCY  NELSON,  M.D. 

MEMBERSHIP  IN  THE  DENVER  MEDICAL  SOCIETY  HAS  INCREASED  TO 

A RECORD  TOTAL  OF  1 ,690  AS 

OF  OCTOBER  7,  1980  THE  STATISTICS 

ARE  AS  FOLLOWS: 

ACTIVE  SENIOR 

867 

ACTIVE  JUNIOR 

246 

ACTIVE  GRADUATE 

292 

ASSOCIATE 

53 

EMERITUS 

226 

HONORARY 

6 

THE  ANNUAL  REPORT  OF  THE  COUNCIL  RELEASED  AT  THE  MEETING 
ALSO  SHOWED  A VERY  BUSY  YEAR  FOR  THE  DMS  LIBRARY.  THE  TOTAL 
LIBRARY  HOLDINGS  ARE  NOW  6,725  BOOKS  AND  MONOGRAPHS  AND  23,381 
SERIALS.  LAST  YEAR  394  BOOKS  AND  MONOGRAPHS  AND  563  SERIALS 
WERE  ADDED.  THE  LIBRARY  RECEIVES  450  JOURNAL  TITLES. 

THERE  WERE  5,860  VISITORS  TO  THE  LIBRARY.  48,271 

PHOTOCOPIES  WERE  MADE,  3 , 264  BOOKS  WERE  CIRCULATED  AND  12,072 
JOURNALS  WERE  CIRCULATED  TO  PHYSICIANS,  DENTISTS,  HOSPITALS  AND 
OTHERS.  THE  NEW  MEDLINE  SERVICE  HAD  172  REQUESTS.  THERE  WERE 
727  DETAILED  LITERATURE  REACHES  MADE;  4,792  PHONE  REFERENCES 
WERE  HANDLED;  AND  ANOTHER  3,500  TELEPHONE  CALLS  FOR  INFORMATION 
WERE  RECEIVED. 
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PUBLISHED  JOINTLY  BY  THE  COLORADO  FOUNDATION  FOR  MEDICAL  CARE,  COLORADO  MEDICAL  SOCIETY  AND 
THE  COLORADO  ACADEMY  OF  FAMILY  PHYSICIANS  *1601  EAST  NINETEENTH  AVENUE.  DENVER,  COLORADO  8021 8 


NOVEMBER  1980 

20th 

INTERPRETATION  OFTHYROID  FUNCTION  TESTS. 

Lamar,  Colorado.  Contact:  Martin  J.  Rubinowitz, 
M.D.,  The  Denver  Clinic,  701  E.  Colfax  Ave.,  Denver, 
CO  80203.  (2  hours  of  AMA  Category  1 credit;  2 pre- 
scribed hours  of  AAFP  credit). 

20th-21st 

INTEGRATING  HOSPITAL  QUALITY  ASSURANCE 
METHODS  FOR  THE  80’s.  Fairmont  Hotel,  Denver. 
Contact:  Seminar  Registrar,  Interquai,  740  North 
Rush  Street,  Chicago,  IL  60611.  (312)  751-2327.  (10 
hours  of  AMA  Category  1 credit). 

21st 

PAUL  R.  HACKETT  MEMORIAL  PEDIATRIC  ANES- 
THESIOLOGY SEMINAR.  Stapleton  Plaza  Hotel, 
Denver.  Contact:  Health  Education  Department,  The 
Children’s  Hospital,  1056  E.  19th  Ave.,  Denver,  CO 
80218.  861-6947.  (AMA  and  AAFP  credit  available). 

DECEMBER  1980 

4th 

NEUROPSYCHIATRIC  GRAND  ROUNDS.  Colorado 
State  Hospital,  Pueblo.  Contact:  Jay  Scully,  M.D., 
1600  W.  24th  Street,  Pueblo,  CO  81003. 543-1170.  (APA 
approved  for  Category  1 credit). 

11th-13th 

THE  MANAGEMENT  OF  PATIENTS  WITH  BURN  IN- 
JURIES. Hilton  Hotel,  Denver.  Contact:  John  A.  Bos- 
wick,  Jr.,  M.D.,  4200  E.  9th  Ave.,  Box  C-309,  Denver, 
CO  80262.  394-8718.  (18  hours  of  AMA  Category  1 
credit). 

17th 

REGIONAL  COMPUTERIZED  TOMOGRAPHY/NEU- 
RORADIOLOGY/ULTRASOUND CONFERENCE. 

University  Hospital,  Denver.  Contact:  Leatha  Kibel. 
394-7773.  (3  hours  of  AMA  Category  1 credit). 

18th 

COMMON  PROBLEMS  OF  PEDIATRIC  PRACTICE. 

Vail.  Contact:  Martin  J.  Rubinowitz,  M.D.,  The  Denver 
Clinic,  701  East  Colfax  Avenue,  Denver,  CO  80203. 

JANUARY,  1981 

8th 

NEUROPSYCHIATRIC  GRAND  ROUNDS.  Colorado 
State  Hospital,  Pueblo.  Contact:  Jay  Scully,  M.D., 
1600  W.  24th  Street,  Pueblo,  CO  81003. 543-1170.  (APA 
approved  for  Category  1 credit). 


8th-February  19 

CONTROVERSIES  2:  An  Ongoing  Course  in  the  Prac- 
tice of  Pediatrics.  Contact:  Health  Education  Depart- 
ment, TheChildren’s  Hospital,  1056  E.  19th  Ave.,  Den- 
ver 80218.  861-6947.  (AMA  credit  avaiiableon  an  hour- 
by-hour  basis). 

11th-17th 

7TH  ANNUAL  ROCKY  MOUNTAIN  REGIONAL  CON- 
FERENCE ON  EMERGENCY  CARE.  Keystone.  Con- 
tact: Ellen  Taliaferro,  M.D.,  837-7246. 

12th-16th 

12TH  ANNUAL  CARDIOVASCULAR  CONFERENCE. 

Octagon  Theater,  Snowmass.  Contact:  John  H.  K. 
Vogel,  5333  Hollister,  Avenue,  Santa  Barbara,  CA 
93111.  (18  prescribed  hours  of  AAFP  credit). 

14th-16th 

NEW  FRONTIERS  IN  CANCER  THERAPY.  The 

Lodge,  Vail.  Contact:  American  Cancer  Society, 
Colorado  Division,  1809  E.  18th  Ave.,  Denver,  CO 
80218. 321-2464.  (18  prescribed  hours  of  AAFP  credit; 
10  hours  of  AMA  Category  1 credit). 

15th-17th 

ANNUAL  COMBINED  REGIONAL  COLORADO/ 
WYOMING  MEETING  OF  THE  AMERICAN  COL- 
LEGE OF  PHYSICIANS  & THE  COLORADO  SOCI- 
ETY OF  INTERNAL  MEDICINE.  Broadmoor,  Colo- 
rado Springs.  Contact:  Vi  Brown,  Colorado  Medical 
Society,  1601  E.  19th  Ave.,  Denver,  CO  80218. 861-1221, 
ext.  241. 

17th-21st 

10th  ANNUAL  MIDWINTER  SEMINAR  IN  OPHTHA- 
MOLOGY.  The  Lodge,  Vail.  Contact:  Vi  Brown,  Colo- 
rado Medical  Society,  1601  E.  19th  Avenue,  Denver, 
CO  80218.  861-1221,  ext.  241. 

17th-24th 

EMERGENCY  MEDICINE.  Aspen  Square  Meeting 
Room,  Aspen.  Contact:  BarryS.  Ramer,  221 7 Webster 
Street,  San  Francisco,  CA  94115.  (415)  921-0690.  (15 
prescribed  hours  of  AAFP  credit). 

17th-24th 

HORIZONS  IN  SURGERY.  Vail.  Contact:  Office  of 
Postgraduate  Medical  Education,  University  of  Colo- 
rado School  of  Medicine,  4200  E.  9th  Ave.,  C-295, 
Denver,  80262.  394-5241. 

18th-23rd 

THE  YOUNG  LUNG.  Aspen.  Contact:  Office  of  Post- 
graduate Medical  Education,  University  of  Colorado 
School  of  Medicine,  4200  E.  9th  Ave.,  C-295,  Denver 
80262.  394-5241. 
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Michael  J.  Hawes,  M.D. 

2045  Franklin  Street,  #902 
Denver,  Colorado  80205 
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Continued  from  page  408 
more  rational  basis  for  treatment. 

Transillumination  has  been  shown  to  be  helpful  in 
some  studies  but  not  in  others.^-  “ As  illustrated  by 
Evans  etal.  the  problem  appears  to  be  combining  the 
“opaque”  and  “dull”  groups.  In  their  study,  14  of  1 .5 
sinuses  with  normal  transillumination  and  19  of  26 
that  were  dull  (decreased  light  transmission)  had  nor- 
mal aspirates,  whereas  24  of  24  that  were  totally 
opaque  had  abnormal  aspirates.'  However,  as  per- 
formed in  our  clinic,  by  many,  relatively  inexperi- 
enced people,  transillumination  did  not  give  any  con- 
sistent result. 

The  microbiologic  findings  in  acute  sinusitis  have 
varied  in  several  studies  due  to  sampling  technic. ^ 
There  has  been  little  correlation  between  cultures  ob- 
tained from  the  nasal  antrum,  even  if  taken  at  the 
opening  in  the  middle  meatus  as  was  done,  and  direct 
aspirates  of  the  sinus.  In  those  studies  where  direct 
aspirates  were  performed, pneumococcus  was  the 
most  frequent  pathogen  with  a mean  of  about  31  per 
cent  in  most  studies  followed  by  Hemophilus  influen- 
zae with  a mean  of  21  per  cent.  Anaerobes  were  iso- 
lated in  6%,  S.  aureus  in  4% , and  23%  were  sterile. 
Evans  has  shown  that  there  is  a strong  correlation  be- 
tween the  high  aspirate  leucocyte  count  (greater  than 
1,000/cu  mm)  and  infection  as  manifested  by  bac- 
terial titers  of  10^/ml,  or  isolation  of  a virus  or  fungus.^ 

Viruses  have  been  thought  to  play  an  initiating  eti- 
ologic  role  in  development  of  acute  sinusitis,  but  only 
two  reports  have  isolated  viruses,  either  adenovirus 
or  rhinovirus,  from  sinus  aspirates.^-  The  role  of 
fungi,  especially  penicillium  mold,  is  controversial. 


Fig.  2.  Results  of  Antibiotic  Treatment  Evaluated  by  Symptoms. 
Doxycycline  - 43  patients.  AmpiciUin  - 58  patients. 
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although  Evans  found  this  organism  in  one  patient  in 
his  study  and  it  has  been  isolated  in  two  others  subse- 
cjuent  to  termination  of  that  study. ' 

Various  treatment  regimens  and  antibiotics  have 
been  recommended.'*  ‘‘*  Only  one  recent  study  was 
controlled,  in  the  sense  it  had  one  group  of  sinusitis 
patients  treated  with  decongestant  alone. ^ The  ma- 
jority of  patients  treated  only  with  decongestant  im- 
proved although  not  as  rapidly  as  those  treated  with 
antibiotics  and/or  irrigation.  Effectiveness  of  antibi- 
otic treatment  should  be  related  to  the  antimicrobial 
sensitivityof  the  organism(s),  to  the  antibiotic  chosen, 
and  the  antibiotic’s  ability  to  get  to  the  site  of  infec- 
tion. The  most  common  etiologic  organisms  (pneu- 
mococcus and  Hemophilus)  are  usually  susceptible 
to  ampicillin  and  doxycycline.  On  the  basis  of  in  vitro 
sensitivity  testing,  ampicillin  should  be  more  effec- 
tive. However,  tetracyclines  appear  to  get  into  sinus 
secretions  better  than  the  penicillins,  although  there 
is  controversy  in  the  literature  about  this.*®'  **’  In  this 
study  there  was  no  consistent  difference  in  the  effect 
of  doxycycline  and  ampicillin  on  the  recovery  from 
sinusitis. 

In  summary,  maxillary  sinusitis  is  a common  dis- 
ease that  is  difficult  to  diagnose  by  symptoms  and 
signs  alone.  An  x-ray  or  sinus  aspirate  is  necessary  to 
confirm  the  diagnosis.  Although,  no  truly  controlled 
study  of  antibiotic  effectiveness  in  sinusitis  has  been 
done,  it  seems  prudent  to  begin  treatment  with  a de- 
congestant plus  a broad  spectrum  antibiotic.  Sinus  ir- 
rigation is  usually  reserved  for  patients  who  fail  to 
respond  to  the  initial  therapy.  • 
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Fraction  of  Cultures 


Pathogen" 

Fig.  3.  Results  of  Antibiotic  Treatment  Evaluated  by  X-ray, 
Doxycycline  - 43  patients.  Ampicillin  - 58  patients. 


*The  article  comes  from  the  Department  of  Medicine  and  Otolaryngology,  University 
of  Colorado  Health  Sciences  Center,  Denver.  At  the  present  Dr.  Bergstrom  is  at  the 
UCLA  Center  for  the  Health  Sciences,  Los  Angeles,  California,  and  Dr.  Dans  is  at  the 
Johns  Hopkins  University  School  of  Medicine,  Baltimore,  Maryland.  Grant  support 
was  from  Pfizer  Pharmaceutical  Company.  For  reprints,  write:  Paul  Redstone,  MD, 
University  of  Colorado  Health  Sciences  Center,  Box  B213,  4200  East  9th  Avenue,  Den- 
ver, Colorado  80263. 
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Temporary  transvenous  cardiac  pacing 


Carl  E.  Bartecchi,  MD,  Pueblo,  Colorado* 

Two  hundred  and  fifty  consecutive  patients 
requiring  temporary  pacing  for  a variety  of 
cardiac  disorders  were  treated  with  a single 
pacemaker  catheter  electrode  placement 
procedure  utilizing  the  subclavian  vein  approach. 
The  outlined  procedure  is  both  rapid  and 
effective,  and  particularly  suited  to  the 
community  hospital  setting.  Stable  pacing  was 
achieved  in  a high  percentage  of  patients  with  few 
complications. 

Introduction 

The  sudden  absence  of  cardiac  contractile  ac- 
tivity, reversed  by  electrical  currents  directed  at 
the  heart  is  a concept  recognized  as  early  as  the 
eighteenth  century. ' Early  crude  and  questionably 
effective  efforts  were  followed  in  this  century  by 
effective  external  electrical  stimulation,  and  in  re- 
cent years  by  simple,  dependable  endocardial  pac- 
ing technics. 

Temporary  transvenous  endocardial  pacing  has 
become  a widely  accepted  procedure  irseful  in  an 
increasing  variety  of  clinical  situations.  The  popu- 
larity of  temporary  pacing  procedures  is  due  in 
part  to  the  fact  that  they  can  be  performed  rapid- 
ly, at  the  bedside,  with  inexpensive  ecjuipment, 
generally  available  in  the  average  community 
hospital.  The  pacemaker  catheter  electrode  can  be 
placed  by  any  of  a variety  of  methods.  The  follow- 
ing is  a report  of  my  experience  with  a single  pace- 
maker catheter  placement  procedure  using  the 
subclavian  vein  and  a small  diameter  semi-float- 
ing pacemaker  catheter  in  two  hundred  and  fifty 
consecutive  patients  requiring  temporary  pacing. 

Material  and  Methods 

Between  1972  and  1980,  250  consecutive  pa- 
tients, ranging  in  age  from  15  to  94  years  old 
(Table  I)  required  the  in.sertion  of  254  temporary 
endocardial  pacing  catheters.  All  procedures  were 
performed  at  the  bedside  in  one  or  the  other  of 
Pueblo’s  two  community  hospitals.  The  majority 


of  these  procedures  were  performed  in  the  coronary 
care  units,  though  the  emergency  room,  patient 
wards,  and  x-ray  department  were  frequently  used. 

All  procedures  were  performed  following  a 
well-outlined  format. 2- ^ Important  elements  of 
this  procedure  included  the  use  of  a small  diameter 
(French  4),  bipolar,  semi-floating,  pacing  catheter 
(usually  of  the  Cordis  ® variety)  passed  through  a 
teflon  sheath  adecpiately  placed,  percutaneously, 
into  the  subclavian  vein.  Catheter  positioning  was 
done  solely  by  EKG  guidance  and  manipulated 
until  the  mo.st  satisfactory  position  was  achieved. 
The  latter  required  the  recording  of  a current  of 
injury  from  the  catheter  tip,  consistent  ventricular 
pacing  at  a threshold  of  .5  mamp,  and  assurance 
of  adequate  sensing  of  a demand  pacemaker  with 
no  detectable  evidence  of  competition.  The  site  of 
right  ventricular  stimulation  was  further  delineat- 
ed by  the  surface  electrocardiogram  pattern  of  the 
pacemaker-induced  complex  - left  bundle  branch 
block  with  left  axis  deviation  (achieved  in  74  per 
cent  of  cases)  being  the  desired  pattern.  Other 
right  ventricular  locations  were  on  occasion  ac- 
cepted depending  on  the  clinical  urgency  of  the 
pacing  requirement.  Special  attention  was  direct- 
ed to  the  point  of  penetration  of  the  skin  by  the  tef- 
lon sheath.  Local  antibiotics  were  utilized  in  each 
ca.se.  Systemic  antibiotics  were  not  used.  The 
catheter  was  anchored  in  place  with  tape.  Dres.s- 
ings  were  changed  at  least  every  72  hours. 

Repositioning  of  displaced  catheter  electrodes 
was  accomplished  in  several  ca,ses  by  thoroughly 
cleansing  the  catheter  and  the  surrounding  skin 
area  with  povidone-iodine  solution  prior  to  mani- 
pulation of  the  catheter,  and  once  again  establish- 
ing a sterile  field  in  which  to  work. 

The  pacemaker  utilized  was  a QRS-inhibited  ex- 
ternal pulse  generator  (Medtronic  5880A  or  earli- 
er model),  .secured  to  the  chest  or  arm  of  the  am- 
bulatory patient. 

Most  procedures  were  performed  in  less  than  15 
minutes,  though  a few  required  more  than  20  min- 
utes and  rarely  as  much  time  as  two  to  three  hours. 
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Results 


A variety  of  clinical  situations  called  for  a tem- 
porary pacing  modality  (Table  II).  Thirty-six  pa- 
tients experiencing  cardiac  arrest  (Cor  Zero)  were 
considered  candidates  for  temporary  pacing.  In 
these  patients,  the  procedure  was  performed  dur- 
ing cardio-pulmonary  resuscitation  efforts  or 
shortly  afterwards,  and  initiated  because  of  some 
EKG  evidence  of  return  of  ventricular  activity  at 
inadequate  or  ineffective  rates.  It  was  often  diffi- 
cult or  impossible  to  determine  the  adequacy  of 
catheter  placement  in  many  of  these  patients.  The 
poor  survival  in  this  group  reflects  the  catastrophic 
nature  of  the  event  that  precipitated  the  arrest  as 
well  as  complications  noted  before,  during  or  af- 
ter the  event  which  when  retrospectively  reviewed 
or  pathologically  evaluated,  frequently  suggested 
little  chance  for  survival. 

One  hundred  and  twenty-three  patients  re- 
quired temporary  pacing  in  the  setting  of  an  acute 
myocardial  infarction.  The  predominant  location 
of  the  infarction  and  the  high  incidence  of  com- 
plete heart  block  is  pointed  out  in  Table  III.  Those 
patients  without  complete  heart  block  usually 
demonstrated  some  form  of  high  grade  (advanced) 
A-V  block.  Patients  with  inferior  wall  myocardial 
infarction  associated  with  complete  heart  block 
were  considered  candidates  for  pacing  when  the 
heart  rate  slowed  to  45  or  below,  was  unrespon- 
sive or  responded  adversely  to  Atropine,  was  ac- 
companied by  ventricular  irritability,  or  when  the 
medical  record  or  old  EKG  suggested  a previous 
mycardial  infarction.  A recent  study  by  Tans  et  al.'* 
showed  that  high  degree  A-V  block  in  the  setting 
of  acute  inferior  myocardial  infarction  was  associ- 
ated with  more  extensive  myocardial  damage  and 
higher  mortality  rate  as  compared  to  those  with- 
out A-V  block.  It  also  showed  that  patients  with 
power  failure  at  the  time  of  appearance  of  high 
A-V  block  and  a ventricular  rate  of  less  than  50 
per  minute  seemed  to  profit  from  pacemaker 
therapy. 

Patients  in  the  acute  myocardial  infarction 
group  often  had  other  problems  such  as  cardio- 
genic shock,  congestive  heart  failure,  and  ventric- 
ular arrhythmias  requiring  potentially  dangerous 
antiarrhythmic  agents.  In  these  patients,  pacing 
often  proved  useful  in  treating  congestive  failure 
patterns  as  well  as  improving  blood  pressure  and 
renal  function,  and  occasionally  in  the  treatment 
of  resistant  ventricular  arrhythmias  by  over-drive 
pacing.  Seventy-two  patients  in  this  group  were 
alive  at  least  one  month  after  leaving  the  hospital. 


TABLE  I 


Age  and  Sex  of  Study  Patients 


Age 

Ma  1 e 

Fema 

10-20 

0 

1 

21-30 

2 

0 

31-40 

3 

0 

41-50 

13 

5 

51-60 

36 

5 

61-70 

51 

26 

71-80 

42 

35 

81-90 

15 

13 

91-99 

2 

1 

Total  164  g?' 


Sixty  patients  with  the  sick  sinus  syndrome  re- 
C|Liired  temporary  pacing.  This  small  but  special 
segment  of  our  total  sick  sinus  syndrome  popula- 
tion had  certain  characteristics  which  called  for 
initial  therapy  with  temporary  pacing.  Eight  pa- 
tients had  acute  myocardial  infarctions  which 
were  complicated  (congestive  heart  failure,  hypo- 
tension, etc.)  by  either  brady  or  tachyarrhythmias 
related  to  that  syndrome.  Permanent  pacemakers 
were  not  required  in  that  group.  In  the  fifty-two 
remaining  patients,  recent  single  or  recurrent 
Adams-Stokes  episodes  in  twenty  patients,  conges- 
tive heart  failure,  hypotension,  etc.  in  others,  and 
the  possibility  of  drug  toxicity,  a transient  ischemic 
process,  or  the  need  for  further  evaluation  of  the 
patient,  called  for  temporary  pacing  rather  than 
permanent  pacing  as  the  initial  modality.  Per- 
manent pacing  was  eventually  required  in  thirty- 
three  of  the  latter  patients. 

Sixteen  patients,  66  to  93  years  of  age,  all  but 
one  with  previous  infarctions,  angina  or  other  evi- 
dence of  coronary  artery  disease,  presented  with 
symptoms  related  to  the  development  of  complete 
heart  block  (12  patients)  or  other  forms  of  high 
grade  A-V  block  (4  patients).  Adams-Stokes  epi- 
sodes occurred  in  ten  patients  and  permanent 
pacemakers  were  eventually  required  in  seven 
patients. 

Four  patients  evaluated  prior  to  major  surgical 
procedures  requiring  general  anesthesia  were 
found  to  have  complete  heart  block  or  patterns 
suggestive  of  the  sick  sinus  syndrome  with  slow, 
symptomatic  heart  rates.  Temporary  pacing  was 
utilized  in  order  to  allow  the  surgery  procedure  to 
be  performed  safely.  All  patients  did  well  with  no 
complications,  two  patients  receiving  permanent 
pacemakers  prior  to  discharge  from  the  hospital. 
Eleven  patients  required  pacing  for  a variety  of 
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TABLE  II 


CLINICAL  SITUATIONS  REQUIRING  TEMPORARY  PACING 

PATIENTS  RESPONDING 


PROBLEM 

PATIENTS 

TO  PACING  EFFORTS 

SURVIVORS 

1. 

CARDIAC  ARREST 

36 

25 

3 

2. 

ACUTE  MYOCARDIAL 
INFARCTION 

123 

119 

72 

3. 

SICK  SINUS  SYNDROME 

60 

60 

50 

4. 

CORONARY  ARTERY  DISEASE 
WITH  ADVANCED  A-V  HEART 
BLOCK 

16 

16 

9 

5. 

PRE-OPERATIVE  PACING 
REQUIREMENT 

4 

4 

4 

6. 

OTHER 

11 

9 

7 

TOTAL 

250 

233 

143 

* Alive  one  month  post  hospital  discharge 


major  medical  problems  often  accompanied  by  se- 
vere underlying  cardiac  disease.  In  four  patients 
the  cardiac  disease  was  complicated  by  the  pres- 
ence of  severe  Digitalis  and/or  Quinidine  toxicity. 
One  patient  developed  severe  bradycardia  in  the 
setting  of  a massive  salicylate  and  acetaminophen 
overdose.  Another  patient,  poisened  with  arsenic, 
developed  a complete  heart  block  followed  by  a 
cardiac  arrest.  A cardiomyopathy,  and  a connec- 
tive tissue  like  disorder  in  a 47  year  old  male  were 
ultimately  responsible  for  cardiac  rhythms  and 
symptoms  which  called  for  temporary  pacing  and 
eventually  a permanent  pacer  in  the  latter  case. 
Adams-Stokes  episodes  necessitated  temporary 
pacing  therapy  in  five  patients.  Central  nervous 
system  complications  were  common  in  this  parti- 
cular group. 

In  the  two  hundred  and  eight  non-cardiac  arrest 
patients  responding  to  pacing  efforts,  pacing  elec- 
trodes were  used  for  eight  hundred  and  fifty-seven 
days  for  an  average  of  4.1  days  per  patient.  Tem- 
porary pacing  catheters  were  left  in  place  for  peri- 
ods of  less  than  one  hour  to  as  long  as  15  days. 

Autopsies  confirming  the  location  and  degree  of 
of  myocardial  involvement  as  well  as  adequacy  of 
pacing  catheter  placement  in  some  cases,  were  ob- 
tained in  55  of  the  107  patients  that  expired. 

Complications 

Complications  related  to  the  temporary  pace- 
maker procedure  or  the  period  of  pacing  were  rel- 
atively few.  The  subclavian  vein  was  cannulated 
in  all  but  2 patients,  one  of  the  latter  being  in  the 


setting  of  a cardiac  arrest.  A single  patient  devel- 
oped a small  uncomplicated  pneumothorax.  In 
five  patients,  the  pacing  electrode  could  not  be  di- 
rected into  the  right  ventricle,  or  would  not  re- 
main lodged  in  that  chamber.  In  one  patient,  a 
massive  embolic  phenomenon  explained  the  ob- 
struction, and  in  two  others,  venous  anomalies 
were  demonstrated.  In  two  patients,  the  lack  of 
ability  to  achieve  pacing  rapidly  no  doubt  contri- 
buted to  the  deterioration  of  the  patients’  course. 
Twenty-two  patients  demonstrated  transient  pre- 
mature ventricular  contractions  at  the  time  of 
electrode  insertion,  one  patient  developing  ven- 
tricular tachycardia  which  was  easily  controlled 
with  a bolus  of  Lidocaine.  One  patient  had  a run 
of  supraventricular  tachycardia  during  electrode 
placement.  In  twenty-five  patients,  effective  pac- 
ing was  lost  within  a two-day  period.  A few  pa- 
tients required  only  the  increase  of  the  voltage  out- 
put of  the  pacemaker,  the  others  required  catheter 
repositioning,  or  in  a few  cases,  catheter  replace- 
ment. In  two  cases,  the  loss  of  effective  pacing 
contributed  to  the  clinical  deterioration  of  the  pa- 
tient. Late  electrode  displacement,  just  prior  to 
catheter  removal,  and  requiring  no  repositioning, 
occurred  in  four  patients  without  consequence. 

Prior  to  pacemaker  catheter  placement,  fever 
was  present  in  nine  patients,  and  due  to  multiple 
etiologies.  No  new  temperature  elevations  were 
noted  while  the  pacing  catheters  were  in  place. 
Other  complications  reported  with  temporary 
pacing  procedures,  such  as  phlebitis,  hematomas, 
myocardial  perforation,  and  bacteremia,  were  not 
present  in  this  series. 
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TABLE  III 


ACUTE  MYOCARDIAL  INFARCTION  PATIENTS 


PATIENTS 

REQUIRING  TEMPORARY  PACING 

PATIENTS  DEMONSTRATING 
PREDOMINANT  LOCATION  COMPLETE  (THIRD-DEGREE) 
OF  THE  INFARCTION  A-V  BLOCK 

REQUIRED 

PERMANENT 

PACING 

SURVIVORS 

77 

ANTERIOR 

40 

7 

35 

28 

INFERIOR 

22 

4 

25 

12 

POSTERIOR 

10 

0 

6 

6 

SUBENDOCARDIAL 

4 

0 

6 

TOTAL  123 

76 

11 

72 

Discussion 

Two  hundred  and  fifty  consecutive  patients  re- 
quiring temporary  pacing  for  a variety  of  ad- 
vanced cardiac  lesions,  as  suggested  by  the  pres- 
ence of  one  hundred  and  eleven  patients  with  com- 
plete heart  block  and  sixty-two  patients  with 
Adams-Stokes  episodes,  were  treated  with  a single 
pacemaker  catheter  placement  procedure,  utiliz- 
ing the  subclavian  route.  The  subclavian  ap- 
proach has  proven  to  be  safe,  as  well  as  rapid  and 
effective.  A recent  study^  points  out  its  particular 
effectiveness  in  the  very  elderly  patient  in  spite  of 
previous  disfavor'’  with  the  subclavian  route  in 
that  group.  Other  access  routes,  including  the  bra- 
chial, femoral,  external,  and  internal  jugular 
veins  have  all  proved  effective  in  the  hands  of  par- 
ticular individuals  skilled  in  their  cannulation, 
but  in  general  would  appear  to  be  associated  with 
higher  incidences  of  electrode  displacement,  limi- 
tations of  the  patients  ambulation,  or  upper  ex- 
tremity activity,  or  more  frequent  or  significant 
complications.  The  subclavian  approach,  while 
rapid  and  effective,  is  not  without  complications 
even  in  experienced  hands,  and  should  not  be  used 
by  those  uncertain  of  the  technic,  unfamiliar  with 
the  anatomy,  or  unaware  of  the  potenrial  compli- 
cations and  their  treatment. 

The  benefit  of  temporary  pacing  would  appear 
obvious  in  many  of  the  situations  already  de- 
scribed. There  has  been  some  controversy,  how- 
ever, as  to  the  ability  of  prophylactic  temporary 
pacing  to  improve  hospital  survival  in  patients 
with  conduction  blocks  complicating  acute  myo- 
cardial infarction.  But,  there  have  been  reports  of 
patients  experiencing  sudden  death  from  third  de- 
gree A-V  block  in  the  absence  of  cardiogenic 
shock.  At  least  four  survivors  among  six  patients 
in  this  series  of  acute  myocardial  infarctions  with 
complete  heart  block  had  prolonged  periods  of  to- 
tal asystole  during  which  they  were  completely 
dependent  on  pacemaker  stimulation. 


The  frequency  of  the  sick  sinus  syndrome  has  re- 
cently been  reviewed.'  The  need  to  withhold  per- 
manent pacing  until  the  data  on  a patient  is  clear- 
cut  has  been  emphasized.  Temporary  pacing  ap- 
pears to  be  a reasonable  alternative  during  the 
evaluation  period,  especially  if  the  patient  is 
symptomatic  or  a possibility  exists  that  the  condi- 
tion is  transient  or  one  unmasked  by  drugs. 

The  presence  of  a temporary  pacemaker  in 
many  of  the  conditions  described  certainly  adds  to 
the  safety  and  flexibility  in  the  u.se  of  antiarrhyth- 
mic  drugs  which  may  be  required,  especially  in 
the  setting  of  an  acute  myocardial  infarction. 
Temporary  pacing  efforts,  in  many  of  the  situa- 
tions described,  had  the  ultimate  effect  of  sparing 
the  patient  an  unnecessary  and  expensive  perma- 
nent pacemaker.  • 

' Bartecchi,  C.E. : Cardiopulmonary  resuscitation  - an  element  of  sophis- 
tication in  the  eighteenth  century.  Amer  H ]ml,  100:  580-581,  1980. 

^ Rosenberg,  A.S.,  Grossman,  J.I.,  Escher,  D.W.,  and  Eurman,  S.:  Bed- 
side transvenous  cardiac  pacing.  Amer  H ]ml,  77:  697-703,  1969. 

’ Bartecchi,  C.E.:  Bedside  emergency  transvenous  cardiac  pacing.  ]ml  of 
the  Amer  College  of  Emer  Phys  5: 169-173,  1976. 

■■  Tans,  A.C.,  Lie,  K.I.,  Durrer,  D.:  Clinical  setting  and  prognostic 
significance  of  high  degree  atrioventricular  block  in  acute  inferior 
myocardial  infarction:  a study  of  144  patients.  Amer  H Jml:  4-8, 1980. 

^ Bartecchi,  C.E.:  Emergency  transvenous  cardiac  pacing  in  elderly  pa- 
tients. ]ml  of  the  Amer  Geriatrics  Soc  11  ■.  208-211,  1979. 

'•  Daily,  RO.,  Griepp,  R.B.,  Shumway,  N.E.:  Percutaneous  internal 
jugular  vein  cannulation.  Arch  of  Surg  101:  534-536,  1970. 

’ Ferrer,  I.M.:  The  primary  pacemaker.  Chest  75:  376-379,  1979. 


We  can  do 
much  more 
together. 
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THE  COVER 

Our  cover  this  month  looks  toward  a blend  of  the  old 
and  the  new,  particularly  as  they  effect  the  practice  of 
medicine.  The  issues  which  confront  the  physicians  are 
many,  including  the  new  Federal  Government  Admin- 
istration in  major  proportions.  COLORADO  MEDI- 
CINE in  1981  is  pledged  to  bring  you  information 
which  will  service  your  needs  in  achieving  the  amal- 
gam. News  features  and  contributions  in  this  issue  re- 
flect some  of  the  matters  which  must  be  dealt  with  in 
the  coming  year. 
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It  seems  an  appropriate  time 
to  comment  from  the  Chair  on 
how  both  the  Presidential  and 
Senatorial  election  results  will 
directly  effect  Colorado's 
health  programs  in  the  next  four 
years. 

A striking  difference  between 
the  health  policies  promoted  by 
President  Carter  and  those  en- 
dorsed by  President-elect  Reagan  will  undoubtedly 
have  a substantial  impact  on  the  medical  society. 
Unlike  President  Carter,  Reagan  is  opposed  to  regu- 
latingtheamountof  money  hospitals  may  charge  for 
services.  He  is  adamantly  against  passage  of  a na- 
tional insurance  plan  and  considers  such  a measure 
to  be  'socialized  medicine,'  which  he  describes  as 
the  'antithesis  of  quality  medical  care.'  The  former 
California  Governor  plans  to  trim  health-care  bur- 
eaucracy and  costs  by  first  controlling  the  source  of 
the  problem:  inflation. 

Implemented  for  consultation  on  these  issues  is 
'The  Health  Transition  Team,'  composed  of  people 
who  are,  largely,  demonstrated  friends  of  medicine. 
The  professionals  will  have  a great  impact  upon  the 


Beware  the  Drug  Addict! 

Doctors  are  advised  that  a cry  for  Dilau- 
did  may  reveal  a drug  addict,  playing  on 
their  good  will.  In  common  incidents, 
these  individuals  describe  themselves  as 
being  "from  out  of  town,"  and  their  com- 
plaints are  of  kidney  pain,  migraine  head- 
ache, or  pre-operational  stress.  In  the  doc- 
tor's office  he  will  try  to  steal  prescription 
order  forms  which  include  both  doctor's 
name  and  DEA  number.  A prescription 
written  for  such  an  individual  will  enable 
him  to  acquire  drugs  illicitly. 

Pinpointed  pupils,  a drowsy  and  apathe- 
tic attitude,  and  "tracks"  on  wrists  or  inner 
arms  make  identification  of  addicted  per- 
sons possible.  In  checking  blood  pressures, 
these  "tracks"  can  easily  be  seen. 

—Colorado  Department  of  Public  Safety 


direction  of  health-care  policies  in  the  upcoming 
term.  Kenneth  Platt,  M.D.,  former  CMS  president 
who  has  served  as  health  advisor  to  the  administra- 
tion of  three  presidents,  said,  "The  health  policies 
Reagan  recommends  are  what  every  administration 
should  have  done."  Dr.  Platt  is  in  daily  contact  with 
the  Reagan  Transition  Team  in  Washington  and  will 
spend  Thanksgiving  week  in  the  nation's  capital  di- 
rectly addressing  several  important  issues. 

As  a result  of  the  elections,  the  U.S.  Senate  will 
shift  from  Democratic  to  Republican  majority  and 
alter  from  a liberal  to  a much  more  conservative  pos- 
ture. Accompanying  it  are  similar  but  less  impressive 
changes  in  the  House.  Ronald  E.  Tegtmeier,  M.D., 
member  of  the  CMS  Public  Information  Committee, 
said  "Reagan  wants  to  encourage  people  to  become 
self-sufficient,  instead  of  the  impersonal  federal  gov- 
ernment doing  everything,  there  will  be  more  of  a 
personal  level— with  the  encouragement  of  govern- 
ment, but  not  with  the  government  doing  it  all." 
Representative  Tim  Wirth  expressed  his  concern 
about  what  he  considers  to  be  the  most  crucial  issue 
facing  the  Denver  Metro  area:  How  Denver  will  fi- 
nance its  health  and  hospitals. 

I think  we  should  anticipate  being  asked  to  'put- 
up  or  shut-up'  on  the  issue  of  keeping  costs  contain- 
ed. If  the  emphasis  of  cost  containment  shifts  from 
federal  to  state,  many  things  become  incumbant  up- 
on providers  and  their  organizations.  These  include: 
making  quality  decisions  regarding  health-care  de- 
livery issues  and  attendant  need  for  increased  local 
review  activities  (which  are  generated  by  doctors 
and  promulgated  by  provider  organizations). 


new 

merrioers 


EASTERN  MEDICAL  SOCIETY 

John  C.  Shepherd,  M.D. 

1612  6th  Street 
Limon,  Colorado  80828 

Carolyn  M.  Shepherd,  M.D. 

1612  6th  Street 
Limon,  Colorado  80828 

INTERMOUNTAIN  MEDICAL  SOCIETY 

Kent  A.  Petrie,  M.D. 

181  West  Meadow  Drive 
Vail,  Colorado  81657 

ARAPAHOE  MEDICAL  SOCIETY 

Lawrence  Gilmore  Wood,  M.D. 

1950  West  Littleton  Blvd. 

Littleton,  Colorado  80120 
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PRESIDENT 

Rodney  C.  Dwyer,  M.D. 

2002  Lake  Avenue 
Pueblo,  Colorado  81004 
564-9600 

PRESIDENT-ELECT 

Robert  W.  Dingle,  M.D. 

1925  East  Orman  Avenue 
Pueblo,  Colorado  81004 
566-1085 

SECRETARY 

John  Z.  McFarland,  M.D. 
Parkview  Episcopal  Hospital 
Pueblo,  Colorado  81003 

542- 8680 

TREASURER 

Gerald  Reilly,  M.D. 

1925  East  Orman  Avenue 
Pueblo,  Colorado  81004 
564-7444 

EXECUTIVE  SECRETARY 

Peggy  Fogel 
309  Grace  Avenue 
Pueblo,  Colorado  81004 

543- 4767 

DENVER  MEDICAL  SOCIETY 

PRESIDENT 

J.  Phillip  Nelson,  M.D. 

1707  East  18th  Avenue 
Denver,  Colorado  80218 
321-6600 

PRESIDENT-ELECT 

Peter  C.  Hoch,  M.D. 

1000  South  Broadway 
Denver,  Colorado  80217 
777-1315 

VICE-PRESIDENT 

Theodore  R.  Sadler,  Jr.,  M.D. 
2005  Franklin  Street,  #700 
Denver,  Colorado  80205 
839-5662 

SECRETARY 

W.  Ben  Galloway,  M.D. 

Denver  General  Hospital 
Denver,  Colorado  80204 
893-7901 


(Continued  on  poge  439) 


Downtown 
1630  Stout  Street 
825-1394 

University  Park 
2058  S.  University  Boulevard 
733-3858 

Cherry  Creek  North 
2850  E.  Second  Avenue 
388-5727 
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A bow  tie  devotee  values 
the  unique  skill  of  knotting  his 
own  tie,  and  for  you, 
Grassfield's  Gano-Downs 
offers  a most  extensive 
selection.  Our  spring  silk 
stripes  and  foulard  prints  are 
light,  fresh,  and  follow  today's 
narrower  line.  Visit  any  of 
our  three  locations 
while  collections  are  complete. 
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Reapportionment  in  1981 

(excerpted  in  part  from  an  article  in  American  Dem- 
ographics and  the  book  Colorado  by  Roger  Walton) 

The  1981  apportionment  of  congressional  seats 
among  the  states  will  signal  oneofthe  mostdramatic 
shifts  of  political  power  in  our  country's  history.  The 
1981  apportionment  within  each  state  of  both  the 
congressional  and  state  legislative  districts  will 
shape  national,  state,  and  local  politics  until  1991. 

When  the  "Fourth  Count"  data  from  the  U.S.  Bur- 
eau of  Census  is  received  in  April,  1981,  the  states 
will  begin  drawing  new  lines  for  their  congressional 
and  legislative  districts.  How  the  lines  are  drawn, 
whether  to  the  electoral  advantage  of  Republicans 
or  Democrats,  may  well  determine  the  composition 
of  the  U.S.  House  of  Representatives  and  of  the  state 
legislatures  for  years  ahead. 

Rather  than  dividing  the  total  U.S.  population  by 
435,  a statutory  formula,  "The  Method  of  Equal  Pro- 
portions", is  used  to  apportion  congressional  seats 
amongthe states.  Underthe  U.S.  Constitution,  each 
state  is  guaranteed  one  representative  in  the  House 
of  Representatives:  thus,  the  first  50  seats  are  auto- 
matically allocated,  one  per  state.  Each  of  the  re- 
maining 385  seats  is  then  allotted  a "priority  num- 
ber" derived  by  the  Bureau  of  the  Census  by  multi- 
plying the  state's  population  by  the  formula  1-^N 
(n  - 1)  where  "n"  is  each  extra  district  by  state.  The 
priority  numbers  are  then  ranked  and  the  extra  dis- 
tricts assigned  until  none  remains. 

Some  of  the  winners  and  losers  in  this  mathemat- 
ical exercise  are  already  known.  Based  on  current 
estimates,  Florida  and  Texas  will  each  gain  two  con- 
gressional districts;  Arizona,  California,  Oregon, 
Tennessee  and  Utah  will  gain  one.  In  turn,  however, 
an  equal  number  of  seats  must  be  extracted  painful- 
ly from  other  states.  The  expectation  is  that  New 
York  will  lose  three,  Ohio  two,  and  Illinois,  Michi- 
gan, Pennsylvania  and  perhaps  South  Dakota  one 
apiece.  Few  questions  will  stir  more  controversy 
among  incumbents  in  these  states  than  this:  whose 
seats  will  be  abolished? 

In  terms  of  our  new  regional  jargon,  the  losers  in 
congressional  reapportionment  are  clearly  the 
"Frost-belt"  states,  the  winners  the  "Sun-belt" 
states.  Nationally  it  is  the  heavily  urban  and  center- 
city  areas  that  are  losing  population.  Even  in  states 
that  are  gaining  seats,  losses  are  being  recorded  in 
the  large  metropolitan  areas. 

(Continued  on  page  436) 


Possible  Legislative  Issues  1981 

The  Colorado  Legislature  will  convene  on  Wed- 
nesday, January  7 and  this  session  all  the  efforts  of 
your  Government  Affairs  Division  staff  will  focus  on 
monitoring  and  lobbying  health  related  issues. 

Issues  which  will  in  ail  probability  be  introduced 
during  the  1981  legislative  session  are  listed  below. 
The  Council  on  Legislation  urges  you  to  comment 
on  the  issues  that  are  of  particular  interest  to  you  and 
your  society.  The  CMS  legislative  effort  w:!l  be  most 
effective  if  each  of  you  becomes  involved  and 
speaks  out  NOW.  Questions  concerning  any  of  the 
items  may  be  addressed  to  the  Government  Affairs 
Division,  at  861-1221,  EXT.  266,  or  WATS  1-800- 
332-4150). 

1 & 2 — Medical  Indigency 

A simplified  version  and  combination  of  two  med- 
ically indigent  bills  introduced  in  this  year's  session. 
The  bill  has  three  parts:  statutory  recognition  of  the 
medically  indigent,  a group  health  insurance  pilot 
program  for  Colorado's  uninsured  population,  and 
a catastrophic  health  expense  limitation  plan. 

3 —  Commitment  Laws  - Violent  Patients 

An  interim  study  committee  has  about  decided 
not  to  change  commitment  laws,  but  there  is  discus- 
sion of  a required  followup  period  on  released  pa- 
tients (similar  to  parole). 

4 — Funding  and  Administration  of  the  Community 
Mental  Health  Program 

This  may  well  boil  down  to  an  argument  between 
Denver  and  the  rest  of  the  state.  Changes  may  be 
suggested  creating  a new  type  of  central  administra- 
tive authority  and/or  a return  to  funding  based  on 
the  number  of  patients  served  instead  of  on  the  geo- 
graphic size  of  the  area  served  by  a center. 

5 —  Motorcycle  Helmet  Law 

Another  attempt  to  mandate  the  wearing  of  hel- 
mets. 

6 —  Practice  Acts  for  "Sunset"  Review  This  Year 

The  clinical  psychologists  and  social  workers  must 
justify  the  existence  of  their  boards  this  year.  There 
will  be  an  effort  to  consolidate  all  such  practitioners 
under  one  board,  but  each  entity  will  fight  for  its 
own. 

(Continued  on  page  437) 
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Colorado  Medicine  /or  December,  1980 


OMMUNICATIONS  REPORT 


EDITOR’S  NOTES: 


The  following  is  a special  report  from  the  Colorado  Medical 
Society  Director  of  Communications  concerning  recent  develop- 
ments in  the  national  and  local  communications  of  medical  in- 
f ormati on . 


WHO  ACTUALLY  COMMUNICATES  MOST  MEDICAL  INFORMATION? 

During  the  first  week  of  December,  I attended  the  International 
Dnference  of  the  Radio  Television  News  Directors  Association,  held  at 
.Dllywood,  Florida.  This  was  one  of  the  most  effective  such  conferences  I 
Save  ever  participated  in,  after  many  years  involvement  with  the 

Irganization  and  radio,  television  and  newspaper  writing,  editing  and 
sporting.  The  primary  reason  is  that  this  conference  dealt,  majorily,  with 
"he  information  and  reporting  needs  of  industrial,  corporate  and  business 
Irganization. s as  they  relate  to  the  public  mediae  Was  there  a special 
mphasis  on  medical  news?  Not  necessarily;  however,  the  conference 
'anticipants  pointed  up  the  similarity  between  the  business-industrial 
and  the  medical  community. 

HOW  DOES  A CEREAL  FOODS  COMPANY  RESEMBLE  THE  MEDICAL  PROFESSION? 

One  of  the  most  meaningful  programs  included  in  the  RTNDA  conference 
|as  one  entitled  "Business  Talks  Back."  Panelists  included  Robert  A.  Beck, 
jhairman  of  the  Board,  Prudential  Insurance  Company  of  America,  Brewster 
'twater,  Jr.,  President  and  Chief  Executive  Officer  of  General  Mills,  and 
lionald  V.  Rhody,  Corporate  Vice  President  for  Public  Relations  and 
dvertising,  Kaiser  Aluminum  Chemical  Company.  AND  THERE  IS  A DISTINCT 
;IMILARITY  BETWEEN  INSURANCE,  BREAKFAST  FOODS,  ALUMINUM  PRODUCTS  AND  THE 
EDICAL  PROFESSION! 

In  recent  years  General  Mills  Foods  Division  has  been  under  fire  in  the 
ublic  media  concerning  the  food  or  nutritional  value  of  their  cereals.  It 
as  been  conceded  that  most  of  the  information  communicated  by  the  various 
ublic  news  organs  was  gleaned  from  federal  government  reports.  Little  of 
he  actual  report  material  came  from  the  manufacturer  itself,  though  the 
anufacturer  was  most  often  the  object  of  the  report. 

Other  reports  over  the  past  decade  dealt  with  the  value  of  "whole  life 
nsurance,"  again  the  result  of  federal  government  agency  reports  and 
nformation  which  was  fed  to  the  public  news  media.  In  the  case  of  General 
ills,  the  reports  sprang  from  the  (then)  Department  of  Health,  Education 
nd  Welfare.  In  the  latter  case,  the  initial  reports  were  the  output  of  the 
ederal  Trade  Commission’s  investigation  into  life  insurance.  Prudential 
nsurance  was  certainly  included  in  the  broad  statements  made  from  this 
■ nvestigation. 

Most  recently,  ABC's  "20/20"  program  did  a segment  (approximately  20 
linutes  long)  concerning  the  sale  and  use  of  aluminum  wiring  in  U.  So  homes, 
'he  report  implied  that  such  wiring  was  "unsafe"  and  that  the  manufacturer 
;:new  this.  To  skip  the  details,  Kaiser  then  asked  for  equal  time  to  tell 
■ts  side  of  the  story,  saying  that  the  report  was  not  factual  as  aired  by 
uBC.  The  thrust  of  their  requests  has  been  that  industry  was  not  afforded 
lidequate  opportunity  to  respond  to  such  charges  and  that,  after  the  fact, 
'he  industry  had  difficulty  in  getting  the  chance  to  reply  on  public  media, 
j’his  latter  case  will  result  in  some  type  of  litigation. 
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COMMUNICATIONS  REPORT  (continued)  i . 

WHAT  DOES  ALUMINUM  WIRING  HAVE  TO  DO  WITH  MEDICINE  AND  PRIVAl'' 
PRACTICE? 

I make  this  report  only  because  medicine  has  been  treated  in  the  samli 
manner  as  business  and  industry  in  recent  years.  I DO  NOT  indict  th  : 
general  news  media  for  this  treatment!  Having  been  in  the  business  of  new  i 
for  many  years  I feel  that  the  media,  the  journalists,  the  reporters  an; 
editors,  have  done  a creditable  job  with  honesty  and  integrity  in  mos 
instances.  So  then what’s  the  problem? 

In  the  decade  of  the  '80s  the  focus  of  most  public  attention  will  be  ol 
human  services.  The  American  people  have  demonstrated  their  turn  toward  ] 
more  conservative  attitude,  realizing  that  it  will  be  up  to  thein'i 
individually,  to  be  able  to  protect  themselves  from  the  ravages  oji 
inflation,  self-serving  government  programs,  problems  of  unemployment,  lowe' 
productivity  and  all  the  other  ills  of  a government  that  is  determined  to  b' 
all  things  to  all  people,  with  the  major  industry  being  the  scapegoat  i‘j 
most  cases.  Because  of  this  new  focus  on  "the  things  I must  have  as  a; 
individual,"  there  will  be  much  more  attention  given  to  health  care  an: 
medical  treatment.  People  want  to  know,  and  their  chief  source  oj 
information  today  is  through  the  public  media.  If  those  media  continue  t 
depend  on  government  studies,  reports,  investigations  and  government  newj| 
services  to  get  the  information  about  these  human  services,  your  professio 
will  continue  to  be  on  the  carpet  for  answers  to  questions  which  wer 
inspired,  through  the  public  news  media,  by  the  government. 

WHAT’S  THE  ANSWER?  YOU,  THE  PHYSICIAN,  HAVE  TO  PROVIDE  TH 
INFORMATION. . .FIRST ! 

You,  as  a member  of  the  medical  profession,  must  supply  the  question 
AND  the  answer s ....  fir st ! We,  as  the  COLORADO  MEDICAL  SOCIETY,  must  b; 
PRO-ACTIVE!  We  MUST  make  that  information  available  to  the  public  (and,  a 
a result,  to  the  public  news  media)  to  allow  for  a well-informed  public 
which  is  the  only  protection  against  a distorted  view  of  the  practice  o| 
medicine. 

I want  to  start  a campaign ....  yes , a campaign!  I want  you,  as  a CM 
member  and  as  a private-practice  physician,  to  help  in  properly  informin 
the  public.  We’ll  even  have  campaign  buttons.  The  buttoms  will  say:  'AS: 
ME  ABOUT  MEDICINE."  CMS  will  be  happy  to  provide  the  answers  to  an! 
individual  or  to  any  media  person.  If  business  and  industry  had  done  thi 
ten  years  ago  they  wouldn’t  have  suffered  the  misunderstandings  and  th 
costs  involved  in  having  to  fight  distortion  and  misstatement  i 
advertising,  in  news  media  and  in  the  courts.  We  want  people  to  know  whaj 
the  medical  profession  is  doing  concerning  cost-efficiency;  we  want  th 
public  to  be  as  well  informed  about  past,  present  and  future  medica 
advancement  as  possible.  We  want  that  information  to  come  from  tb 
phy sicians . . . . not  from  the  third-party  purveyor  of  the  outside  view. 

Yes,  I believe  the  radio,  television  and  newspaper  news  reporters  an 
editors  are  doing  a good  job.... with  what  they  have  to  work  with.  That* 
not  enough  for  your  profession.  These  people,  and  they  are  people,  have  tj 
have  the  best  possible  information  concerning  medicine,  and  that  informatiCi 
has  to  come  from  the  practitioners,  themselves.  Colorado  Medical  Society  t\ 
your  spokesman.  Help  yourself  by  helping  CMS  to  make  the  best  use  of  th|i 
news  resource! 

Bill  Pierson  i 
Director  of  Communication 
Colorado  Medical  Society 


Highlights  of  the  CMS  Board  of  Directors  Meeting, 
December  4,  1 980 

1 . Moved  to  approve  recommendation  of  Council  on  Interprofessional 
Relations  that  the  state’s  current  nurse  practice  act,  allowing  nurses  to 
become  R.N’s  through  associate  degree,  diploma,  or  baccalaureate  programs  is 
appropriate  and  that  the  nurse  practice  act  not  be  ammended, 

2.  Supported  the  Council  on  Interprofessional  Relations’  recommendation 
that  the  CMS  Council  on  Legislation  consider  changes  in  the  state  pharmacy 
laws  precluding  the  Board  of  Pharmacy  from  registering  physicians  as 
outlets. 

3.  Supported  the  Council  on  Interprofessional  Relations’  request  that 
the  Council  on  Legislation  cooperate  in  developing  legislation  on  controlled 
substances. 

4.  Supported  recommendation  of  the  Council  on  Public  Health  to  forward 
a letter  to  Governor  Lamm  urging  him  to  seek  emergency  funding  for  the 
continuation  of  the  Community  Maternity  Program  providing  medically  indigent 
maternal  and  newborn  care. 

5-  Moved  to  support  the  Council  on  Public  Health’s  recommendation  to 
forward  a letter  to  Governor  Lamm  requesting  Colorado’s  leadership  role  in 
developing  a solution  to  the  problem  of  radioactive  waste  disposal  which  is 
threatening  patient  care  and  research  in  the  state. 

6.  Move  to  support  Council  on  Public  Health’s  requests  that  the  Board 
of  Directors  approve  distribution  of  a letter  to  the  presidents  of  component 
societies  offering  education  programs  on  the  effects  of  low-level  radiation. 

7.  Approved  membership  classification  changes:  Active  Member  Emeritus 

- 15;  Active  Member  On  Leave  - 7;  Junior  1-1. 

8.  Approved  charging  an  administrative  fee  for  all  non-member 
physicians  utilizing  the  Physician  Placement  Service. 

9.  Approved  disbursement  of  interest  income  of  Cochem’s  Trust  Fund  to  a 
physician  in  need  of  financial  aid  who  met  established  criteria. 

10-  Approved  additional  membership  benefit  with  endorsement  of  the 
Hertz  Association  for  car  rental  discounts. 

11-  Approved  the  following  501  (c)  (3)  organizations  as  recipients  of 

funds  from  the  Colorado  Foundation  Trust:  Colorado  Health  Careers  Council. 

$5-000;  Colorado  State  Science  Fair.  $450;  Hall  of  Life.  $2,720;  Rural 
Health  Manpower  Consortium.  $3,720. 

12-  Voted  to  ask  Council  on  Legislation  to  look  into  Malpractice  Reform 
and  current  Colorado  statutes  and  report  back  to  the  Board  of  Directors. 

13.  Approved  recommendation  of  the  Council  on  Professional  Education 
that  the  CMS  accept  a grant,  if  offered,  from  the  Colorado  Department  of 
Health  to  support  the  dissemination  of  a curriculum  on  alcoholism  and  drug 
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BOARD  OF  DIRECTORS  MEETING  (continued) 

abuse  in  patients,  through  the  Colorado  Consortium  for  Continuing  Medical 
Education, 

14.  Moved  to  officially  sponsor  a Negotiating  Seminar  for  CMS 
leadership  on  June  27-28.  1981  . Registration  fee  will  be  $195.00.  There  will 
be  13  hours  CME  credit. 

15-  Approved  sending  LeeAnn  Pearse  as  student  representative  to  the  AMA 
meeting  in  San  Francisco. 

16.  Medicaid  Reimbursement:  The  Board  received  reports  from  Dr.  Ray 

Painter.  Chairman  of  the  Council  on  Socio-Econcmics;  Dr.  Noel  Sankey, 
Chairman  of  the  Negotiating  Committee;  Mr.  Lawrence  Wood,  Legal  Council; 
and  heard  discussion  from  members  of  the  Board.  Motion  was  carried  that  at 
this  time  the  CMS  continue  gathering  data  concerning  inadequate  Medicaid 
reimbursement.  The  Board  approve  the  Negotiating  Committee,  through  its 
Chairman,  Noel  Sankey.  as  CMS  spokesmen  in  trying  to  achieve  an  increased 
level  of  payments  for  Medicaid  services  through  continued  lobbying  with  the 
Joint  Budget  Committee  and  negotiations  with  the  Department  of  Social 
Services, 

The  Board  accepted  recommendations  from  the  Council  on  Socio-Econcmics 
that  CMS  collect  data  by  a)  developing  and  implementing  a survey  which  would 
allow  collection  of  the  data  needed  for  effective  negotiations;  and  b) 
working  with  Blue  Cross/Blue  Shield  and  the  Department  of  Social  Services  to 
attain  existing  data. 

ALL  BOARD  MEMBERS  WERE  PRESENT. 
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INTERSCHOLASTIC  GAMES: 
RUNNING  EVENTS; 

Names  of  sports: 


The  Committee  on  Medical  Aspects  of  Sports  of  Colorado  Medical 
Society  hopes  to  hear  from  physicians  who  share  its  members’  interest 
and  concern  about  medical  coverage  of  running  events  and  interschol- 
astic athletic  contests. 

Please  let  us  know  if  you  are  interested  in  participating  in  your 
community. 


Please  mail  to: 

David  C.  Greenberg,  M.D. 

Chairman 

Medical  Aspects  of  Sports  Committee 
Colorado  Medical  Society 
1601  E.  19th  Avenue 
Denver,  CO  80218 

Name: 

Address: 


Telephone: 


Update  on  Possible  Legislative  Issue 


The  following  issues  will  probably  surface  during  the 
1981  legislative  session.  The  first  five  were  reported  as 
bills  from  the  interim  Judiciary  committee  and  will 
undoubtedly  be  given  the  seal  of  approval  by  the  Council  on 
Legislation.  The  other  three  are  not  yet  in  bill  form. 

1.  SHORT-TERM  CARE  AND  TREATMENT  OF  THE  MENTALLY  ILL. 

2.  PROCEDURES  FOR  THE  CARE  AND  TREATMENT  OF  THE 
MENTALLY  ILL. 

3.  PROCEDURES  IN  THE  CRIMINAL  INSANITY  STATUTES. 

4.  CONCERNING  THE  CONDITIONAL  RELEASE  OF  MENTALLY  ILL 
PERSONS  COMMITTED  UNDER  CIVIL  PROCEEDINGS- 

5.  CONCERNING  CONDITIONAL  RELEASE  FROM  CONFINEMENT 
AFTER  A VERDICT  OF  NOT  GUILTY  BY  REASON  OF  INSANITY. 

6-  DMSO-We  are  told  that  representative  Jean  Larson 
(R) , El  Paso,  will  probably  introduce  a bill  concerning  DMSO 
that  will  be  similar  to  the  bill  of  two  years  ago  allowing 
the  use  of  laetrile. 

7.  PODIATRY-The  podiatrists  will  try,  via  the  Nurse 
Practice  Act.  to  gain  full  prescriptive  powers. 

8.  CERTIFICATE  OF  NEED-Senator  Fred  Anderson  (R) , 
Ft.  Collins,  is  seriously  considering  repealing  all  or  part 
of  the  certificate  of  need  law. 

As  of  this  date,  it  appears  that  physician  assistant, 
child  health  associate,  use  of  drugs  by  optometrists,  and 
hospital  rate  review  legislation  will  not  be  introduced. 
The  optometrists  will  have  some  sort  of  legislation  on 
continuing  education. 


Highlights  of  Minutes,  Council  on  Professional 
Education,  November  19,  1 980 


Chairman  Patrick  Moran,  M.D.  appointed  an  ad 
committee  of  the  Council  to  recommend  a plan  for  impro 

educational  liaison  with  the  University  of  Colorado  Sch 
of  Medicine.  This  was  in  response  to  a resolution 

support  for  the  Medical  School  by  the  1980  Annual  Session 
the  House  of  Delegates.  The  committee  is  comprised 
Drs.  Harry  Locke  (Chairman),  Franklin  Yoder 

Kenneth  Furlong.  The  committee  will  report  its  Init 
recommendations  at  the  February  4th  meeting  of  the  Counci 
Responding  to  another  goal  set  at  the  1 98O  Ann 

Session,  Council  elected  an  ad  hoc  committee  to  be 


formulating  a plan  concerning  the  CMS 


future  role 


professional  education.  This  plan  is  to  be  presented  at 
1981  Annual  Session  for  approval  of  the  House  of  Delegat 
The  committee  is  comprised  of  Drs.  Kenneth  Furl 
(Chairman),  William  Shiovitz  and  Patrick  Moran.  Staff 
already  begun  polling  other  medical  societies 
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COUNCIL  ON  PROFESSIONAL  EDUCATION  (continued) 

associations  to  determine  if  similar  studies  have  been  done 
in  those  states. 

Responding  to  a request  from  the  Denver  Medical 
Society-  the  Council  voted  to  recommend  to  the  CMS  Board  of 
Directors  that  a possible  grant  from  the  Colorado  Department 
of  Health  be  accepted  by  CMS.  and  the  Colorado  Consortum  for 
Continuing  Medical  Education  be  designated  to  implement  it. 
Purpose  of  the  grant  would  be  to  disseminate  a curriculum  on 
treating  alcoholism  and  drug  abuse  in  the  doctor's  office  to 
outlying  sites  in  the  state. 

Council  will  meet  on  the  following  dates  in  1981: 
February  H,  May  6 and  August  5.  The  November  meeting  will 
be  scheduled  at  a later  time. 

Liberal  Education  for  Practicing  Physicians 

Dean  of  the  School  of  Medicine.  Roy  Schwarz-  M.D.,  is 
fond  of  telling  the  story  of  Alexander  the  Great.  As  a 
28-year-old  general.  Alexander  conquered  the  known  world  to 
the  Ganges  River.  There  his  troops  refused  to  go  farther 
saying  they  had  reached  the  edge  of  the  world. 

So  he  returned  to  Sodom  and  after  partaking  of  the 
evils  of  that  place,  died  at  the  age  of  30. 

Too  many  physicians  follow  careers  like  Alexander's. 
As  young  men,  they  are  brilliant  and  creative  reseachers. 
teachers  or  practi tionser  s.  But  by  mid-life,  they  are 
living  in  an  intellectual  tunnel;  their  practice  has  lost 
much  of  the  excitement  it  had  for  them  in  earlier  years,  and 
they  are  ready  for  new  per  spectives--new  ways  of 
thinking--new  knowledge. 

The  Board  of  Managers  of  the  Colorado  Consortium  for 
Continuing  Medical  Education  has  recognized  this  problem  and 
is  in  the  process  of  taking  a closer  look  at  it-  They  are 
identifying  people  in  the  state  of  Colorado  who  are 
interested  in  the  bridge  between  the  practice  of  medicine, 
and  "liberal  education". 

Long  term  plans  call  for  the  Consortium  to  seek  funding 
to  develop  a program  in  Colorado  to  help  local  groups  of 
physicians  organize  educational  programs  for  doctors  on 
topics  not  related  to  medicine  --  topics  which  broaden 
perspectives,  stimulate  creative  imagination.  expand  the 
physician's  view  of  his  role  in  society,  and  ultimately  make 
him  or  her  a more  effective  practitioner  of  medicine. 

The  consortium  is  interesfed  in  hearing  from  physicians 
who  would  be  interested  in  participating  in  such  a program. 
Those  who  would  like  to  be  put  on  a mailing  list  to  receive 
further  information  concerning  liberal  education  in  medicine 
as  it  becomes  available  should  write  to  : Kevin  P.  Bunnel. 
Ed.D.,  Executive  Director.  Colorado  Consortuim  for 
Continuing  Medical  Education.  1601  E.  19th  Ave. , Denver.  CO 
80218.  Phone  (303)  861-1221  ext.  262  (toll  free  outside  the 
metro  Denver  1-800-332-4150). 


Medical  Society  Notes 


WELD  COUNTY  MEDICAL  SOCIETY 

Judy  Zebrowski  is  no  longer  the  Executive  Secretary  of  the  Weld  County 
Medical  Society.  Chris  Ryan  has  taken  that  position.  The  address  and  the 
telephone  number  wil  I remain  the  same. 

MEDICAL  SOCIETY  RADIO  PROGRAMS 

Denver  Medical  Society  and  Clear  Creek  Val ley  Medical  Society  have  been 
conducting  a cooperative  venture  into  public  affairs  programming  for  radio 
stations  in  the  Denver  area.  SPEAKING  OF  MEDICINE  has  been  a weekly, 
half-hour  program  aired  on  KLAK  and  KPPL-FM  for  the  past  26  weeks.  Clear 
Creek  Valley  President  Herman  Doyle.  MD,  and  Denver  President  J.  Phillip 
Nelson  have  decided  to  continue  the  programs  on  a weekly  basis. 

Both  societies  are  interested  in  making  optimum  use  of  the  programs, 
which  are  of  a general  medical  information  nature,  and  encourage  other 
physicians  to  contact  either  society  if  radio  stations  in  their  areas  might 
be  interested  in  using  the  half-hour  programs.  The  CMS  Division  of 
Communications  will  continue  to  work  with  both  societies  and  aid  in  the 
production  of  the  program  during  the  next  year.  The  programs  can  be  used  in 
their  present  structure  on  any  radio  station  in  the  state,  so  don’t  hesitate 
to  make  use  of  this  resource. 

If  you  have  ideas  for  such  programs,  on  a continuing  basis,  for 
stations  in  the  area  of  your  own  component  society  and  would  like  further 
information  on  setting  up  such  a program,  contact  the  Communications 
Division  office  at  CMS.  861-1221  . or  1 -800-332-41 50.  We’ I I be  happy  to 
consult. 

NEWS  OF  EYE  CARE 

Kenneth  R.  Hovland,  MD,  Denver  eye  physician  and  associate  clinical 
professor  of  ophthalmology  at  the  University  of  Colorado  Medical  Center, 
received  the  American  Academy  of  Ophthalmology’s  1980  Honor  Award  for  his 
outstanding  service  to  the  profession.  The  award  was  presented  in  Chicago 
at  the  opening  ceremonies  of  the  Academy’s  annual  meeting,  November  2-7, 

Dr.  Hovland  was  one  of  a number  of  Academy  members  honored  for 
contributions  in  continuing  education  at  the  world’s  largest  meeting  on 
scientific  advances  in  eye  care. 

OPERATION  REDDI HELP  FOR  THE  SOBER  COLORADO  DRIVER 

The  Colorado  executive.  Judicial  and  legislative  branches  of  government 
are  very  concerned  about  the  growing  number  of  automobile  injuries  and 
fatalities  which  are  directly  linked  to  drinking  while  driving. 

One  of  the  primary  concerns  is  that  it  is  not  the  drunken  driver  who  is 
the  victim  of  this  unthinking  offender.  Therefore,  a citizen  awareness 
program  has  been  instituted.  Information  concerning  OPERATION  REDDI  (Report 
Every  Drunk  Driver  Immediately)  will  be  printed  in  COLORADO  MEDICINE,  with 
the  approval  of  the  magazine’s  physician  advisors,  and  further  information 
concerning  OPERATION  REDDI  will  be  made  available  through  the  CMS  Division 
of  Communications.  (continued) 


MEDICAL'SOCIETY  NOTES  (continued) 

The  Colorado  State  Patrol  and  Department  of  Highways  will  make 
available  to  interested  physicians  brochures,  posters,  pamphlets  and  other 
information  which  can  be  displayed  in  offices  and  clinics  in  an  effort  to 
aid  in  this  program.  For  further  information,  call  REDDI  at  757-9412.  or 
call  CMS  Communications,  861-1221  or  1-800-332-4150- 

COMPAC  Donations  Hit  the  Bullseye 

The  Colorado  Medical  Political  Action  Committee  enjoyed  an  Q4%  success 
rate  with  its  contributions  to  the  1980  state  candidates.  A total  of  81 
checks  were  issued  to  individuals  running  for  the  state  legislature.  These 
funds  are  used  to  defray  expenses  incurred  by  the  candidates  in  their  bids 
for  election. 

COMPAC  was  revitalized  during  1980  and  now  has  approximately  500 
members.  The  purposes  of  the  Political  Action  Committee  are: 

1.  To  promote  and  strive  for  the  improvement  of  government  by 
encouraging  and  stimulating  physicians  and  others  to  take  a more  active  and 
effective  part  in  governmental  affairs. 

2.  To  encourage  physicians  and  others  to  understand  the  nature  and 
actions  of  their  government,  as  to  important  political  issues,  and  as  to  the 
records  of  officeholders  and  candidates  for  elective  office. 

3.  To  assist  physicians  and  others  in  organizing  themselves  for  more 
effective  political  action  and  in  carrying  out  their  civic  responsibilities. 

The  President  of  COMPAC  is  Dr.  Leroy  Sides,  Secretary,  Carol  Sides, 
and  Treasurer  is  H.  R.  Safford.  III. 
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FOREIGN  PHYSICIAN  — passed  ECFMG,  does  not  have 
Colorado  license.  Would  like  to  have  a job  in  the  para- 
medical field.  CALL:  Jalal  427-1970 


ChoiceCare — 
An  Anniversary 


After  five  years  of  operation  in  Northern  Colo- 
rado, "ChoiceCare",  described  as  one  of  the  largest 
Independent  Practice  Associations  (IPA)  in  the 
United  States,  was  ordered  by  the  Colorado  Insur- 
ance Commission  to  be  put  into  receivership  and 
finally  ceased  operations  on  Dec.  31,  1979. 

Today,  ChoiceCare  is  still  in  receivership  with  as- 
sets of  approximately  $1 .3  million  and  with  liabilities 
slightly  greater  than  $4  million. 

Because  of  the  questionable  ability  of  ChoiceCare 
to  reimburse  medical  services  for  the  3,500  patients 
enrolled  in  the  pre-paid  program,  board  members 
of  the  Physicians  Service  Corporation  (PSC),  which 
represents  90  per  cent  of  the  physicians  practicing  in 
Larimer  County,  voted  in  late  1979  to  discontinue 
and  even  forego  the  payment  of  fees.  Larimer  and 
Weld  County  physicians,  pharmacists,  and  hospitals 
individually  absorbed  from  $500  to  $80,000  worth 
of  patients.  Additionally  the  Department  of  Health, 
Education  and  Welfare  (HEW)  earlier  erased  a 
$700,000  loan  it  gave  to  ChoiceCare  in  1974. 

Other  Attempts  to  Heal  the 
Wounded  HMO  Are  in  Progress 

On  December  31, 1979,  ChoiceCare  turned  itsop- 
erationsoverto  the  State  Insurance  Commissioner  J. 
Richard  Barnes.  This  is  the  first  time  in  the  state's  his- 
tory an  HMO  has  been  taken  over  by  the  Insurance 
Commissioner's  office,  according  to  Deputy  Com- 
missioner Daniel  Colaiannia. 

Barnes  is  now  seeking  relief  in  the  form  of  appro- 
priations to  aid  the  subscribers  of  ChoiceCare  now 
facing  outstanding  medical  bills  as  a result  of  the  de- 
mise of  ChoiceCare.  The  Insurance  Commissioner 
said  he  has  proposed  an  appropriation  of  approxi- 
mately $700,000.  Barnes  intends  to  provide  reim- 
bursements to  physicians  and  hospitals  from  the 
grant,  should  it  be  adopted.  He  believes  he  has  won 


the  support  of  several  members  of  the  state's  con- 
gressional delegation. 

Richard  Sherman,  Special  Deputy  for  the  receiv- 
ershipofChoiceCaresaid on  Nov.  12, 1980,thatwith 
the  deletion  of  the  previous  $700,000  loan  by  HEW, 
preliminary  figures  show  that  ChoiceCare  creditors 
will  receive  about  60  cents  for  every  dollar  owed. 
However,  legislation  proposed  by  Barnes  would 
provide  federal  funds  to  allow  dollar  for  dollar  pay- 
ment of  the  ChoiceCare  subscribers  who  have  out- 
standing claims  against  the  HMO. 

Commissioner  Barnes  said  he  will  also  seek  feder- 
al funds  to  reimburse  physicians,  pharmacists,  and 
hospitals  who  are  owed  money  by  ChoiceCare  for 
actual  care  provided  to  their  subscribers,  but  will 
not  make  pleas  for  additional  expenses  for  Choice- 
Care. 

The  HMO  concept  was  promoted  by  the  Nixon 
Administration  to  offer  an  alternative  financial 
mechanism  for  providing  total  health  care  for  the 
patient.  Federal  monies  were  available  in  the  form  of 
grants  to  promote  and  develop  HMOs.  The  Choice- 
Care program  of  Northern  Colorado  required  that 
employers  in  Larimer  and  Northern  Colorado  who 
employ  more  than  25  people  must  offer  HMO  as  an 
alternative  health  insurance.  Insurance  Commis- 
sioner Barnes  and  the  majority  of  the  area  doctors 
believe  the  government  should  appropriate  the 
funds  because  "there  were  employers  who  did  not 
want  to  offer  ChoiceCare  to  their  employees,  but 
were  forced  to  by  the  government,"  Barnes  said. 

ChoiceCare  had  a reported  26,000  commercial 
group  enrollees,  some  2,700  individual  members, 
6,300  Medicaid  and  3,800  Medicare  participants, 
accordingto  the  State  Insurance  Commissioner's  of- 
fice. One  of  the  largest  subscribers  to  ChoiceCare 
was  Hewlett  Packard. 

"Hewlett  Packard  has  filed  their  third  suit  against 
HMOs.  Programs  similar  to  ChoiceCare  have  col- 
lapsed in  California,  Idaho  as  well  as  Colorado," 
Colaianna  told  Colorado  Medicine. 

The  residual  effect  of  the  collapse  of  ChoiceCare 
includes  not  only  substantial  amounts  of  financial 
debts,  but  also  bad  memories  and  leary  attitudes 
toward  HMOs  in  general.  "ChoiceCare  has  left  us 
with  a very  sou  r taste,"  Dr.  joh  n Malony,  president  of 
the  PSC,  commented.  "Most  of  the  physicians  in  the 
area  are  not  to  optomistic  about  receiving  reim- 
bursements." 

"Most  of  the  Weld  County  area  doctors  took  their 
ChoiceCare  balances,  chewed  them  up  and  gulped 
them  down  with  great  difficulty.  With  even  the  men- 
tion of  ChoiceCare  it  is  possible  it  could  all  be  regur- 
gitated, the  doctors  get  so  angry,"  said  Tom  Heber- 
line,  business  manager  at  the  Greeley  Women's 
Clinic. 

No  final  decision  will  be  made  concerning  the 
$700,000  aid  until  Barnes  makes  his  plea  before  the 
(Continued  on  page  449) 
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New  books  received  are  acknowledged  in  this  sec- 
tion and  such  acknowledgment  must  be  regarded  as 
sufficient  return  for  the  courtesy  of  the  sender.  Selec- 
tion will  be  made  for  review  in  the  interests  of  our  read- 
ers and  as  space  permits.  Books  are  listed  with  ad- 
vance data  supplied  by  publishers.  Prices  quoted  are 
not  guaranteed.  For  further  information,  address  quer- 
ies to  the  publishers.  Books  here  listed  are  available  for 
lending  from  the  Denver  Medical  Society  Library. 

CARDIOVASCULAR  SYSTEM 

BELLET'S  ESSENTIALS  OF  CARDIAC  ARRHYTHMIAS. 

Samuel  Belief.  2nd  ed.  Philadelphia,  Saunders,  1979. 
389  p.  $27.50. 

CURRENT  CONTROVERSIES  IN  CARDIOVASCULAR 
DISEASE.  Elliot  Rapaport,  ed.  Philadelphia,  Saunders, 
1980.  761  p.  $39.50. 

THE  HEART:  UPDATE  III:  J.  Willis  Hurst,  ed.  N.Y., 
McGraw-Hill,  1980.  171  p.  $30.00. 

HEART  DISEASE.  Eugene  Braunwald,  ed.  Philadelphia, 
Saunders,  1980.  2 v.  $60.00. 

PERIPHERAL  VASCULAR  DISEASES.  E.V.  Allen.  5th  ed. 
Philadelphia,  Saunders,  1980.  981  p.  $40.00. 
TECHNIQUES  IN  VASCULAR  SURGERY.  Denton  A. 
Cooley  and  Don  C.  Wukasch.  Philadelphia,  Saunders, 
1979.  282  p.  $45.00. 

GASTROINTESTINAL  SYSTEM 
DISEASES  OF  THE  EXOCRINE  PANCREAS.  Frank  P. 
Brooks.  Philadelphia,  Saunders,  1980.  139  p.  (Major  prob- 
lems in  internal  medicine,  v.  20).  $19.50. 

ENDOCRINE  SYSTEM 

CLINICAL  DIABETES.  Stephen  Podolsky.  N.Y.,  Appleton- 
Century-Crofts,  1980.  633  p.  $30.00. 

SURGERY  OF  THE  THYROID  AND  PARATHYROID 
GLANDS.  C.  Sedgwick  and  B.  Cady,  ed.  2nd  ed.  Philadel- 
phia, Saunders,  1980.  241  p.  (Major  problems  in  clinical 
surgery,  v.  15).  $19.00. 

PSYCHIATRY 

THE  ALCOHOL,  DRUG  ABUSE,  ANDMENTAL  HEALTH 
NATIONAL  DATA  BOOK.  U.S.  Department  of  Health  and 
Human  Services.  Washington,  D.C.,  G.P.O.,  1980.  149  p. 
Gift. 

SURGERY 

PROGNOSIS  OF  SURGICAL  DISEASE.  Ben  Eiseman. 
Philadelphia,  Saunders,  1980.  534  p.  $35.00. 

GYNECOLOGY 

AMBULATORY  CARE  IN  OBSTETRICS  AND  GYNECOL- 
OGY. George  M.  Ryan,  ed.  N.Y,  Grune  & Stratton,  1980. 
510  p.  $43.50. 

(Continued  on  poge  437) 
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Reapportionment  (Continued  from  poge  426) 

According  to  a U.S.  Bureau  of  the  Census  release, 
fifty  congressional  districts  lost  five  percent  or  more 
of  their  population  in  these  years.  Forty-six  of  these 
were  urban  districts;  and  the  list  included  fourteen 
ofthefifteen  districts  held  by  black  House  members. 
(Republicans  take  note:  forty-seven  of  the  fifty  dis- 
tricts are  presently  held  by  Democrats.)  It  is  the  sub- 
urban fringes  of  the  large  metropolitan  areas  that 
have  experienced  major  population  increase. 

Historically  the  Colorado  General  Assembly  has 
been  charged  by  the  Constitution  to  reapportion  the 
seats  in  the  legislature  after  each  decennial  census. 
The  party  in  control  has  tended  to  draw  new  district 
lines  that  favor  the  party's  candidates  (a  process  call- 
ed "gerrymandering")  within  the  confines  laid 
down  by  the  U.S.  Supreme  Court  that  districts  must 
be  "as  near  as  may  be"  in  population.  The  Colorado 
Constitution  also  spells  out  that  the  districts  shall  be 
compact,  contiguous,  and  nearequal  in  population. 

In  1981,  Colorado  will  be  doing  things  differently. 
A constitutional  change,  successfully  lobbied  by 
Common  Cause  and  by  the  League  of  Women  Vot- 
ers and  voted  on  favorably  by  the  citizens  of  Colo- 
rado in  1974,  set  up  a body  called  the  Colorado  Re- 
apportionment Commission.  It  consists  of  eleven 
electors:  four  are  from  the  General  Assembly  - the 
Speaker  of  the  House,  the  minority  leader  of  the 
House,  the  majority  and  minority  leaders  ofthe  Sen- 
ate; four  members  appointed  by  the  Chief  Justice  of 
the  Colorado  Supreme  Court;  three  members  ap- 
pointed by  the  Governor.  At  least  one  member  must 
be  from  the  western  slope.  This  commission  will  re- 
apportion the  General  Assembly  districts,  and  the 
General  Assembly  will  continue  to  red  raw  the  con- 
gressional districts. 

The  districts  may  not  have  over  5%  deviation  be- 
tween the  most  populous  and  least  populous  dis- 
tricts in  each  house  ofthe  legislature.  In  drawing  the 
districts  the  aggregate  linear  distance  of  all  district 
boundaries  shall  be  as  short  as  possible;  and  must 
encouragethe  preservation  of  communities  of  inter- 
est (including ethnic,  cultural  economic,  tradearea, 
geographic  and  demographic  factors)  within  a sin- 
gle district  whenever  possible,  and  discourage  the 
splitting  of  cities  and  towns  between  districts.  Once 
a plan  is  formulated,  publication  of  the  plan  and 
public  hearings  in  several  areas  of  the  state  is  re- 
quired. Ultimate  approval  of  the  reapportionment 
plan  is  by  the  Colorado  Supreme  Court. 

Politically  what  does  all  of  this  mean  in  Colorado? 
Obviously  the  legislative  foursome  is  evenly  divided 
politically.  The  governor  is  a Democrat;  the  Chief 
justice  is  a Republican,  though  under  constraint  to 

(Continued  on  poge  446) 
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Legislative  Issues  (Continued  from  page  426) 

7 —  Mandatory  Disclosure  of  Hospital  and 
Physician  Costs  and  Charges 

Such  a bill  could  take  manyforms  but  would  prob- 
ably take  the  form  of  Senator  Hughes'  bill  of  1979.  It 
required  disclosure  of  all  charges  prior  to  treatment. 

8—  Revival  of  Colorado  Hospital  Commission 

Some  cost  containment  legislation  is  inevitable, 
especially  since  the  Health  Department  is  footing 
the  bill  for  a dramatic  conference  on  the  subject  in 
December.  The  governor  is  determined  on  this  sub- 
ject. 

9—  Abused  Adults 

For  two  years  bills  have  been  defeated  that  would 
have  created  legislation  similar  to  child  abuse  legis- 
lation addressing  the  "battered"  elderly  or  incom- 
petent person.  It  will  be  tried  again. 

10 —  Protection  for  Physicians  and  Hospitals 
Consonant  with  "Right  to  Refuse"  Treatment 

The  psychiatrists  are  investigatingthe  need  forthis 
bill  and  may  well  introduce  one. 

11—  Health  Care  Technicians 

This  new  category  of  health  care  pe.rsonnel, 
created  at  Denver  General  Hospital,  may  force  leg- 
islation granting  nurses  supervisory  privileges  they 
do  not  now  have. 

12—  Right-to-Die 

Legislation  spelling  out  numerous  "legal"  ways  to 
end  life  for  a terminally  ill  patient  has  failed  to  pass 
two  different  times.  Its  previous  sponsor  is  not  run- 
ning for  re-election,  but  someone  will  probably  in- 
troduce a similar  bill. 

13—  Definition  of  Death 

A bill  defining  death  to  include  brain  death  will  be 
introduced  for  the  second  time. 

14 —  Osteopathic  Grants 

The  osteopaths  are  seeking  grants  of  $15,000  a 
year  for  each  of  10  students  who  must  go  to  other 
states  for  their  schooling. 

16 —  Physician  Assistants 

A second  attempt  will  be  made  to  clarify  what  a 
Physician's  Assistant  can  do  and  how  he  may  be  dis- 
ciplined under  the  Medical  Practice  Act. 

17 —  Controlled  Substances 

A second  effort  will  be  made  to  pass  the  Uniform 
Controlled  Substances  Act  and  provide  conformity 
between  Colorado's  laws  with  those  of  the  federal 
government.  It  would  seem  simpler  to  expand  the 

(Continued  on  poge  446) 
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INFECTIONS  IN  OBSTETRICS  AND  GYNECOLOGY. 

David  Charles.  Philadelphia,  Saunders,  1980.  440  p.  (Ma- 
jor problems  in  obstetrics  and  gynecology,  v.  12).  $32.50,. 

OBSTETRICS 

CURRENT  THERAPY  IN  OBSTETRICS  AND  GYNECOL- 
OGY. Edward  J.  Quilligan.  Philadelphia,  Saunders,  1980. 
223  p.  $22.50. 

WILLIAM'S  OBSTETRICS.  j.A.  Pritchard  and  PC.  Mac- 
Donald. 16th  ed.  N.Y.,  Appleton-Century,  1980.  1179  p. 
$48.50. 

PEDIATRICS 

TEXTBOOK  OF  CHILD  NEUROLOGY.  John  H.  Menkes. 
2nd  ed.  Philadelphia,  Lea  & Febiger,  1980.  695  p.  $38.00. 

OTORHINOLARYNGOLOGY 

CONTROVERSY  IN  OTOLARYNGOLOGY.  J B.  Snow,  ed. 

Philadelphia,  Saunders,  1980.  561  p.  $40.00. 

PRINCIPLES  OF  HEAD  AND  NECK  SURGERY.  H.R 

Freund.  2nd  ed.  N.Y.,  Appleton-Century,  1979.  459  p. 
$42.50. 

HOSPITALS  AND  OTHER  HEALTH  FACILITIES 
THE  HOSPITAL  THAT  ATE  CHICAGO.  George  R.  Fisher. 
Philadelphia,  Saunders,  1980.  $10.45. 


RECENT  ACQUISITIONS 
PHYSIOLOGY 

SPORTS  MEDICINE  AND  PHYSIOLOGY.  R.H.  Strauss, 
ed.  Philadelphia,  Saunders,  1979.  441  p.  $16.95. 

SPORTS  MEDICINE  FOR  THE  ATHLETIC  FEMALE. 

Christine  E.  Haycock,  ed.  Oradell,  N.J.,  Medical  Econom- 
ics, 1980.  412  p.  $27,50. 

PHARMACOLOGY 

THE  PHARMACOLOGICAL  BASIS  OF  THERAPEUTICS. 

L.S.  Goodman  and  Alfred  Gilman,  ed.  6th  ed.  N.Y.,  Mac- 
millan, 1980.  1843  p.  $45.00. 

PATHOLOGY 

CANCER  TREATMENT.  Charles  M Haskell.  Philadelphia, 
Saunders,  1980.  1133  p.  $25.00. 

IMMUNOTHERAPY  OF  HUMAN  CANCER.  Clinical 
Conference  on  Cancer,  22nd,  Anderson  Hospital  and 
Tumor  Institute,  1978.  N.Y.,  Raven  Press,  1978.  417  p.  Gift. 

MEDICAL  PROFESSION 

THE  AMERICAN  HEALTH  CARE  SYSTEM,  ISSUES  AND 
FACTS.  American  Medical  Association.  Chicago,  A.M.A., 
1980.  56  p.  Gift. 

HANDBOOK  OF  LEGAL  MEDICINE.  Charles  S.  Hirsch. 
5th  ed.  St.  Louis,  Mosby,  1979.  378  p. 

SERVICING  THE  PROFESSIONAL  CORPORATION. 

Steven  K.  Riemer.  Englewood  Cliffs,  N.J.,  Prentice-Hall, 
Inc.,  1979.  230  p.  $34.95. 

(Continued  on  poge  438) 


Colorado  Medicine  /or  December,  1980 


437 


book  corner 


(Continued  from  page  437) 

PUBLIC  HEALTH 

THE  BATTERED  CHILD.  C.  Henry  Kempe  and  Ray  E.  Hei- 
fer. 3rd  ed.  Chicago,  U.  of  Chicago  Press,  1980.  440  p. 
$25.00. 

PRACTICE  OF  MEDICINE 

THE  PRINCIPLES  AND  PRACTICE  OF  MEDICINE.  A M. 

Harvey  and  others,  ed.  20th  ed.  N.Y.,  Appleton-Century- 
Crofts,  1980.  1569  p.  $38.50. 

WHAT  ARE  MY  CHANCES?  Ben  Eiseman.  Philadelphia, 
Saunders,  1980.  $14.95. 

IMMUNOLOGIC  DISEASES 

ALLERGIC  DISEASES.  Roy  Patterson.  2nd  ed.  Philadel- 
phia, Lippincott,  1980.  714  p.  Gift. 

ALLERGIC  DISEASESOF  INFANCY,  CHILDHOOD  AND 
ADOLESCENCE.  C.W.  Bierman  and  D.S.  Pearlman,  ed. 
Philadelphia,  Saunders,  1980.  837  p.  $49.50. 

METABOLIC  DISEASES 

OBESITY.  Albert).  Stunkard.  Philadelphia,  Saunders,  1980. 
470  p.  $29.00. 

MUSCULOSKELETAL  SYSTEM 
BONE  TUMORS.  Joseph  M.  Mirra.  Philadelphia,  Lippin- 
cott, 1980.  629  p.  $69.50. 

CAMPBELL'S  OPERATIVE  ORTHOPAEDICS.  A.H.  Cren- 
shaw and  A.S.  Edmonson,  ed.  6th  ed.  St.  Louis,  Mosby, 
1980.  2 V.  $175.00. 

COMPLICATIONS  OF  HEAD  AND  NECK  SURGERY. 

John  Conley.  Philadelphia,  Saunders,  1979.  524  p.  $35.00. 

PRACTICAL  ELECTROMYOGRAPHY.  E.W.  Johnson,  ed. 
Baltimore,  Williams  & Wilkins,  1980.  457  p.  $59.50. 
TEXTBOOK  OF  RHEUMATOLOGY.  WW  Kelley  and 
others.  Philadelphia,  Saunders,  1981.  2054  p.  $104.00. 

RESPIRATORY  SYSTEM 

MANAGEMENT  OF  THORACIC  EMERGENCIES.  John 
Borrie.  3rd  ed.  N.Y.,  Appleton-Century-Crofts,  1980. 500  p. 
$38.50. 

PULMONARY  DISEASES  AND  DISORDERS.  Alfred  P 
Fishman.  N.Y.,  McGraw-Hill,  1980.  2 v.  $129.00. 


HOW  TO  USE  MEDLINE 

For  computerized  literature  retrieval,  call 
Martha  Burroughs,  Denver  Medical  Society 
Reference  Librarian,  on  the  free  WATS  in-line, 
1-800-332-4150.  She  will  contact  the  National 
Library  of  Medicine  computer  to  request  the 
needed  information.  Immediate  transmission 
of  citations  to  material  published  since  1979 
will  take  place,  while  literature  published 
since  1966  can  beobtained  in  less  than  a week. 


THE  HAZARDS  OF  RADIATION 
AND  THE  ROLE  OF  THE  PHYSICIAN 

In  the  public  health  arena,  there  is  no  issue  more 
subject  to  emotional  rhetoric  and  less  subject  to 
factual  reasoning  than  the  potential  health  impact 
of  exposure  to  ionizing  radiation.  This  issue  re- 
ceives so  much  coverage  by  the  public  media  that 
scarcely  a day  passes  without  some  new  revelation 
about  the  exposure  of  the  public  to  radiation  from 
one  source  or  another.  Frequently  the  exposure  is 
portrayed  in  such  an  alarmist,  anti-establishment 
fashion  that  one  can  understand  why  the  public  is 
shifting  increasingly  into  an  anti-radiation,  anti- 
nuclear posture.  This  shift  is  openly  encouraged  by 
political  action  and  consumer  protection  groups 
who  use  partial  information,  and  sometimes  misin- 
formation, in  pursuing  their  goal  of  impeding  nu- 
clear development  activities  around  the  country. 
On  occasion,  these  groups  are  aided  by  dedicated 
but  unenlightened  public  servants  and  members  of 
the  public  who  express  their  anxieties  about  radia- 
tion exposure  without  formulating  a data  base  suf- 
ficient to  justify  or  quell  their  anxieties.  The  com- 
posite effect  of  all  these  activities  includes  the 
halting  of  nuclear  power  development  in  this  coun- 
try and  the  instilling  into  some  patients  of  an  un- 
willingness or  reluctance  to  undergo  medical  ex- 
aminations and  treatments  which  require  exposure 
to  radiation. 

Many  of  you  will  recall  the  heightened  public 
concern  that  developed  in  this  country  in  the  early 
1960's  over  the  need  for  fallout  shelters  to  protect 
families  against  nuclear  attacks.  Hours  were  spent 
debating  the  ethics  of  defending  the  shelter  against 
invasion  by  neighbors  with  less  foresight  who  had 
not  built  a shelter.  At  that  time,  the  major  concern 
was  the  undocumented  but  presumed  genetic  dis- 
aster that  would  befall  our  society  if  families  were 
exposed  to  low  levels  of  radiation.  Advertising 
brochures  from  companies  marketing  fallout  shel- 
ters portrayed  J apanese  children  with  large  keloids 
which  were  attributed  to  exposure  of  the  children's 
parents  to  radiation  prior  to  conception.  Over  the 
decade  of  the  1960's,  public  concern  over  the 
genetic  effects  of  radiation  remained  unabated 
even  though  scientific  evidence  continued  to  ac- 
cummulate  that  genetic  risks  of  radiation  exposure 
were  considerably  lower  than  suspected  originally. 
This  evidence  was  summarized  in  a 1972  report  of 
the  National  Academy  of  Sciences^  in  which  the 
genetic  consequences  of  radiation  exposure  were 
identified  as  less  than  the  carcinogenic  effects  of 
exposure  to  radiation.  With  this  report,  the  era  of 
"cancer  risk"  replaced  the  era  of  "genetic  risk"  in 
the  study  of  possible  radiation  bioeffects. 
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Drug  Therapy 
Questions  and  Answers 

Christopher  S.  Conner,  Pharm.D.,  Director,  Rocky 
Mountain  Drug  Consultation  Center,  Denver  Gen- 
eral Hospital,  Assistant  Professor  of  Medicine,  Uni- 
versity of  Colorado  Health  Sciences  Center  and 
Dennis  R.  Sawyer,  Pharm.D.,  Associate  Director, 
Rocky  Mountain  Drug  Consultation  Center,  Denver 
General  Hospital,  Assistant  Professor  of  Medicine, 
University  of  Colorado  Health  Sciences  Center. 

This  column  is  designed  to  provide  Colorado  phy- 
sicians with  specific  answers  to  commonly  asked 
questions  regarding  drug  therapy.  The  column  is 
prepared  bythe  Rocky  Mountain  DrugConsultation 
Center  in  Denver.  All  questions  appearingin  the  col- 
umn were  generated  from  calls  received  by  the 
Rocky  Mountain  Drug  Consultation  Center  from 
physicians  and  other  health  professionals. 

Physicians  may  call  the  Rocky  Mountain  Drug 
Consultation  Center  at  (303)  893-DRUG  to  obtain 
specific  answers  to  any  drug  therapy  questions,  in- 
cluding adverse  drug  reactions,  drug  interactions, 
drug  therapy  of  choice,  investigational  drugs,  drug 
use  in  pregnancy,  drug  dosing  in  renal  and  hepatic 
failure,  and  drug  identification.  The  Genter  is  avail- 
able from  8:00a.m.  -6:00p.m.  Monday  through  Fri- 
day, with  24  hour  on  call  service. 

This  issue  we  present  two  recent  consultations  re- 
garding the  use  of  drugs  in  pregnancy. 

NITROFURANTOIN  IN  PREGNANCY 

Request: 

What  are  the  risks  of  nitrofurantoin  usage  in  preg- 
nancy, and  is  there  specific  data  available  in  re- 
gard to  its  usage  in  the  presence  of  erythroblastosis 
fetalis? 

Response: 

Nitrofurantoin  does  not  appear  to  be  teratogenic. 
The  records  of  101  female  patients  receiving  nitrofu  r- 
antoin  at  a dose  of  200-400  mg  per  day  by  mouth  for 
asymptomatic  bacteriuria  were  compared  with 
those  of  101  patients  admitted  during  the  same  per- 
iod whodid  not  have  bacteriuria  and  did  not  receive 
chemotherapy.  In  the  treated  cases,  no  adverse  ef- 
fects in  termsofapgar  scores,  jaundice  or  congenital 
abnormalities  were  shown  (Perry  et  al.,  1967).  Of 
590  mothers  receiving  nitrofurantoin  at  various 
stages  of  pregnancy  and  83  mothers  receiving  nitro- 
fu rantoin  during  lunar  months  1-4,  14  and  6 chil- 
dren, respectively,  were  born  with  various  malfor- 
mations (Heinonen  et  al.,  1977).  The  incidence  of 
malformations  in  both  groups  is  considered  below 
the  established  crude  relative  risks  in  the  popula- 
tions studied. 
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DENVER  MEDICAL  SOCIETY 

(Continued  from  poge  425) 

TREASURER 

Nancy  Nelson,  M.D. 

1265  Elizabeth  Street 
Denver,  Colorado  80206 
394-7821 

EXECUTIVE  DIRECTOR 

Peter  Morstad 

1601  East  19th  Avenue 

Denver,  Colorado  80218 

EL  PASO  COUNTY 
MEDICAL  SOCIETY 

PRESIDENT 

Jerome  R.  Hanson,  M.D. 

2727  North  Tejon 

Colorado  Springs,  Colorado  80907 
632-1818 

PRESIDENT-ELECT 

D.  B.  Thatcher,  M.D. 

616  South  Tejon 

Colorado  Springs,  Colorado  80902 

632- 3547 

VICE-PRESIDENT 

Donald  P.  Gazibara,  M.D. 

4020  Palmer  Park  Boulevard 
Colorado  Springs,  Colorado  80909 
596-5444 

SECRETARY 

J.  Gregory  Baron,  M.D. 

2310  North  Tejon,  #306 

Colorado  Springs,  Colorado  80907 

471-0333 

TREASURER 

Raymond  H.  Stacker,  M.D. 

715  North  Cascade  Avenue 
Colorado  Springs,  Colorado  80903 

633- 3803 

ADMINISTRATIVE  DIRECTOR 

Carol  Walker 

1322  North  Academy 

Colorado  Springs,  Colorado  80909 

591-2424 

MOUNT  SOPRIS  COUNTY 
MEDICAL  SOCIETY 

PRESIDENT 

Arthur  A.  Schwartz,  M.D. 

630  East  Hyman  Avenue 
Aspen,  Colorado  81611 
925-1184 
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ABOVE— Darlene  Clas- 
sen at  the  Cancer  Insti- 
tute in  Peking  with  Dr. 
Chu  Chuan  Yen,  head 
of  the  cancer  research 
department  (left),  and 
Dr.  Wu  Kan-Mei,  head 
surgeon.  RIGHT— Mrs. 
Classen  at  the  Great 
Wall. 


Denver  Medical  Tour  of 
The  People's  Republic  of  China 

August  7-25, 1980 


china— 900  million  population— a beautiful,  his- 
toric country  with  mountains,  many  lakes  (some 
with  huge  lotus  flowers),  ground  rich  in  farming- 
rice  paddies,  vegetables,  orchards,  trees  planted 
everywhere— this  was  the  wish  of  Chairman  Mao.  A 
country  where  people  are  curious  of  foreigners, 
respectful,  friendly  and  trustworthy.  Since  the 
downfall  oftheGangof  Four,  the  cultural  arts  are  be- 
ing revitalized;  posters  of  Chairman  Mao  are  being 
removed  and  the  democracy  walls  are  restricted 
since  the  August  meeting  of  the  People's  Congress. 
Dress  of  the  people  is  changing  from  Mao  jackets 
and  baggy  pants  to  more  colorful  blouses,  shirts, 
and  dresses.  We  had  total  freedom  to  come  and  go 
and  shop  as  we  pleased. 

There  were  two  National  Guides  and  interpreters 
with  us  throughout  our  tour.  In  each  city,  we  had 
two  additional  local  guides.  Our  tour  was  a compre- 
hensive medical  tour.  We  visited  the  Peking  Cancer 
Institute,  the  Tiger  Park  Sanitorium  for  Chronic  Ill- 
nesses in  Dailien,  the  Home  for  the  Aged  in  Shen- 


yang, the  large  medical  institution— Hua  Hospital  in 
Shanghai— where  we  observed  a left  lobe  thyroidec- 
tomy under  acupuncture  anesthesia,  and  3 psychia- 
trists got  to  visit  the  mental  institution  in  Shanghai. 
We  got  to  see  the  contrast  between  the  country  and 
urban  communes— visited  their  clinics  and  hospi- 
tals. The  people  were  appreciative  of  the  suture  scis- 
sors, forceps  and  bronchoscope  I presented. 

We  visited  various  factories— No.  2 cotton  mill, 
locomotive,  jade  and  ivory  carving,  shell  and  fea- 
ther, and  carpet. 

There  is  much  cultural  talent  among  the  Chinese 
people— attended  the  acrobatic  and  magic  shows 
where  my  husband  and  ! were  invited  to  participate 
in  one  magic  trick  and  also  attended  Chinese  opera. 
We  played  table  tennis  with  the  natives.  Two  high- 
lights of  the  tour  were:  visits  to  the  kindergartener 
where  these  youngsters  presented  us  with  gifts  of 
rice  paper  articles  they  folded;  they  performed 
dances,  sang  native  folk  songs  and  a 6-year-old  girl 
played  classical  numbers  on  the  piano;  visit  to  the 
Children's  Palace  where  we  observed  youngsters  of 
all  ages  developing  their  skills— ballet,  embroider- 
ing, art  and  music— heard  an  18-year-old  girl  sing  op- 
era, a children's  orchestra  and  a children's  choir 
who  asked  us  to  sing  for  them.  The  director  present- 
ed me  a beautiful  "musical  note"  pin. 

China  is  rich  and  old  in  history.  We  visited  the  For- 
bidden City,  Ming  Tombs,  and  many  temples  in 
every  city.  Chairman  Mao's  mausoleum;  our  walk 
on  the  Great  Wall  was  awesome.  Shopping  in  the 
people's  stores  was  delightful. 

The  cuisine  was  delicious  and  different  in  every 
region— we  had  as  high  as  a 12  course  meal  and  we 
became  adept  at  using  chopsticks.  We  ate  Peking 
duck  two  times  and  had  a good  taste  of  the  famous 
Mao  Tais— many  toasts! 

We  saw  many  people  being  treated  with  acu- 
puncture for  various  problems.  For  the  Chinese,  this 
treatment,  along  with  cupping  and  moxia,  does 
cure.  This  is  used  along  with  a combination  of  herbal 
and  western  medicine.  Other  anesthesia  used  is 
spinal,  ether  or  a local  spray  for  tonsilectomies.  The 
large  hospitals  will  treat  as  many  as  2,000  people  per 
day  as  outpatients.  Disinfection  is  done  with  lysol. 
Patients  were  respective  to  our  observing  them  and 
would  walk  to  the  door  to  greet  us. 

Birth  control  is  practiced  faithfully— the  govern- 
ment allows  one  child  per  family  (multiple  birth  is 
considered  as  one);  the  second  child,  parents  pay  a 
percentage  of  their  salary  to  the  government;  the 
third  child  is  totally  the  parents'  responsibility,  with 
no  help  from  the  government.  Sterilization  is  done 
more  on  women  than  men. 

The  visit  to  the  Peking  Zoo  to  see  the  pandas  was  a 
delighful  surprise.  Everywhere  we  went,  I had  my 
panda  hand  puppet  which  performed— bringing 
much  laughter  and  happiness. 

(Continued  on  poge  459) 


440 


Colorado  Medicine  /or  December,  1980 


Paget’s  Disease  of  the  l^reast 

A Case  Report 

Robert  M.  Pash,  MD,  Joseph  L.  Glaser,  MD,  and  Donald  C.  Kuzela,  MD,  Denver,  Colorado 


In  1874  Sir  James  Paget  described  an  ecze- 
matoid  lesion  of  the  nipple  which  was  follow- 
ed by  the  “formation  of  scirrhous  cancer  in 
the  mammary  gland”.  Despite  the  fact  that 
Paget’s  disease  is  a potentially  curable  form  of 
breast  cancer,  recognizable  on  clinical  ap- 
pearance, delay  in  diagnosis  continues  to  be  a 
problem.  We  report  the  clinical  summary  of  a 
patient  with  classic  Paget’s  disease  of  the  nip- 
ple and  review  the  literature  with  special  em- 
phasis on  the  presentation  of  Paget’s  disease 
and  its  relationship  to  prognosis.  Ideas  on  the 
histogenesis  of  the  Paget’s  lesion  will  be 
discussed.  A viewpoint  of  surgical  manage- 
ment will  be  presented. 


Comment 

Paget’s  disease  represents  0.7-4. 1%  of  all  mam- 
mary cancer  and  occurs  most  commonly  in  the 
5th-7th  decades  of  life.’®  *^  Crusting,  scaling,  ero- 
sion, or  discharge  from  the  nipple  occur  in  90  per 
cent  of  patients  with  Paget’s  disease.”  A breast 
mass  is  not  palpable  in  approximately  half  of  the 
patients.  In  view  of  Haagensen’s  statement  that 
“any  lesion  of  the  nipple  and  areolar  epitheliim 
should  be  assumed  to  be  carcinomatous  until  pro- 
ven otherwise”,  the  delay  in  diagnosis  in  this  case 
is  disconcerting.®  However,  delay  in  diagnosis  be- 
yond one  year  is  not  at  all  uncommon.  Simple  bi- 
opsy of  the  nipple  lesion  will  be  diagnostic  in  the 
majority  of  cases;  however,  if  a breast  mass  is 
present,  biopsy  of  the  tumor  is  indicated.  Xero- 
mammography may  aid  in  the  locaMzation  of  sus- 
picious areas  in  the  breast  if  tumor  mass  is  not 
palpable.  Prognosis  and  decisions  regarding  ad- 
juvant treatment  should  be  based  on  the  size  of 
the  tumor  and  the  presence  or  absence  of  nodal 
metastases. 

Discussion 

Despite  the  fact  that  the  diagnosis  of  Paget’s 
disease  of  the  breast  can  usually  be  made  by  in- 
spection the  duration  of  symptoms  may  often  ex- 
tend over  many  months.  Haagensen®  reported  an 


average  delay  of  15.2  months,  Colcock  and  Som- 
mers® 18  months,  and  Maier  et  13.6  months. 
McGregor  and  McGregor'®  reported  that  in  13 
out  of  21  patients  the  correct  diagnosis  was  not 
made  for  at  least  6 months  following  onset  of 
symptoms.  More  recently,  Freund  et  aV  found  an 
average  delay  of  17.5  months  from  onset  of  symp- 
toms to  diagnosis  of  Paget’s  disease  in  29  women; 
Malak  and  Thpolcsanyi”  an  average  delay  of  10.5 
months  in  73  patients;  and  Kister  and  Haagen- 
sen'“  an  average  delay  of  13.5  months  in  68  wom- 
en with  nipple  changes  alone.  It  is  interesting 
that  in  Kister  and  Haagensen’s  study'®,  42  wom- 
en with  Paget’s  disease  and  a palpable  breast 
mass  were  diagnosed  after  an  11  month  delay, 
whereas  the  average  delay  for  aU  breast  cancer  at 
Columbia  Presbyterian  Medical  Center  was  8.3 
months. 

Delay  in  diagnosis,  although  common  and  ap- 
parently unchanged  over  the  last  decade,  is  stiU 
surprising  as  Paget’s  disease  is  neither  silent  nor 
invisible.  Malak  and  Thpolcsanyi”  found  that  pa- 
tient delay  was  the  cause  of  late  diagnosis  in  34 
cases  and  that  physician  failure  precipitated  the 
delayed  diagnosis  in  22  patients.  In  general,  a 
simple  rule  of  thumb  is  that  any  area  of  redness, 
roughness,  or  thickening  of  the  nipple  and  every 
erosion  of  the  nipple,  no  matter  how  small  or  un- 
important, should  be  biopsied. 

Delay  in  diagnosis  appears  to  be  a secondary 
factor  in  relationship  to  survival.  Maier  et  a/.'® 
divided  88  patients  into  short  delay  (6  months  or 
less  from  onset  of  symptoms  to  diagnosis)  and 
long  delay  (greater  than  6 months)  groups.  In  the 
short  delay  group,  16  out  of  34  patients  survived 
5 years  following  treatment,  whereas  22  out  of  33 
patients  in  the  long  delay  group  survived  5 years. 
They  also  found  no  difference  in  survival  in  either 
category  when  axillary  nodes  were  found  to  be  in- 
volved with  metastatic  tumor.  Nance  et  a/.'®  and 
Freund  et  aU  also  found  httle  or  no  difference  in 
survival  when  diagnosis  and  treatment  were  de- 
layed beyond  6 months. 

Ashikari  et  aU  reported  a 61.9  per  cent  5 year 
survival  in  a group  of  patients  whose  diagnosis  of 
(Continued  on  poge  444) 
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Fig.  1.  Gross  appearance  of  the  nipple  following  biopsy. 


Fig.  2.  The  epidermis  of  the  nipple  is  infiltrated  by  numerous  Paget 
cells  with  abundant,  pale  cytoplasm  and  enlarged,  pleomorphic 
nuclei. 


Fig.  .3.  Xeromammograms  of  the  left  breast  revealing  a poorly  de- 
fined mass  with  groups  of  calcifications  in  the  upper  outer  quad- 
rant. 
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Fig.  4.  Invasive  component  of  the  poorly  differentiated  duet  carci- 
noma composed  of  infiltrative  cords  and  nests  of  tumor  cells  with- 
out glandular  differentiation. 
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Fig.  5.  In  situ  component  of  the  tumor  showing  intraluminal  necro- 
sis (comedo  pattern I. 


CASE  REPORT 


R.  L.,  a 63  year  old,  G XVI,  P XIII,  postmenopausal,  white 
female,  presented  with  a slightly  tender,  encrustation  of  the 
left  nipple  of  one  and  one-half  years  duration.  The  lesion  had 
drained  occasionally,  but  there  was  no  frank  ulceration  or 
bleeding.  She  had  been  previously  examined  by  two  separate 
physicians,  and  had  been  treated  with  topical  agents  without 
improvement  of  the  lesion.  There  was  no  family  or  prior  per- 
sonal history  of  breast  disease  or  carcinoma. 

Physical  examination  revealed  a slightly  obese  woman 
with  large,  pendulous  breasts.  No  masses  or  areas  of  tender- 
ness were  apparent  in  either  breast.  There  were  no  skin 
changes  except  for  a firm,  crusted  area  on  the  left  nipple 
which  extended  inferiorly  onto  the  areola  (Fig.  1).  The  right 
nipple  and  areola  were  normal. 

A dermal  punch  biopsy  of  the  involved  nipple  showed  Pag- 
et’s disease  (Fig.  2).  Xeromammography  of  both  breasts 
showed  a highly  suspicious  area  in  the  upper  quadrant  of  the 
left  breast  (Fig.  3).  Preoperative  bone  scan  and  Hver  profile 
were  normal.  The  patient  underwent  a left  modified  radical 
mastectomy  and  was  discharged  after  an  uneventful  recov- 
ery. 

Lying  beneath  the  crusted  nipple  of  the  mastectomy  speci- 
men was  a 0.8  cm,  poorly  demarcated,  firm  white  nodule.  Fkir- 
ulent  appearing  material  could  be  expressed  from  dilated 
ducts  within  the  nodule.  Three  similar  appearing,  separate  2 
to  4 cm,  nodules  were  present  within  the  upper  outer  quad- 
rant of  the  breast.  Histologically  the  tumor  was  a poorly  dif- 
ferentiated, infiltrating  duct  carcinoma  (Fig.  4)  containing  a 
prominent,  in-situ  (comedo  type)  component  (Fig.  5).  Al- 
though tumor  invaded  lymphatics  within  the  breast  tissue, 
axillary  lymph  nodes  at  all  levels  were  without  microscopic 
evidence  of  metastases.  Tbmor  estrogen  activity  was  absent 
(1.5  fM/mg). 

Due  to  the  multicentricity  of  the  tumor  and  microscopic 
lymphatic  invasion,  the  patient  was  referred  for  radiother- 
apy. The  patient  will  be  followed  closely  for  any  changes  that 
may  develop  in  the  contralateral  breast. 
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(Continued  from  page  441) 

Paget’s  disease  was  made  in  less  than  6 months 
from  onset  of  symptoms  and  a 64.1  per  cent  5 year 
survival  in  a similar  group  whose  diagnosis  was 
delayed  for  longer  than  6 months.  There  were, 
however,  some  important  differences  between 
the  two  groups.  In  the  early  diagnosed  group,  pa- 
tients with  nipple  changes  alone  had  a 6 per  cent 
rate  of  axillary  metastases,  whereas  the  rate  rose 
to  17  per  cent  of  patients  whose  diagnosis  was  de- 
layed beyond  6 months.  In  those  patients  who 
had  both  a nipple  lesion  and  a palpable  breast 
mass,  axillary  metastases  were  present  in  62  per 
cent  of  the  early  diagnosed  group;  the  percentage 
cUmbed  to  73  per  cent  in  the  delayed  group.  Bio- 
logic tumor  activity  may  explain  why  long  delay 
is  not  equivalent  to  poorer  survival  rates.  Per- 
haps women  with  symptomatically  more  aggres- 
sive lesions  seek  diagnosis  sooner. 

These  statistics  and  statements  are  not  offered 
in  support  of  a policy  of  delayed  treatment  for 
Paget’s  disease.  Malak  and  'Ihpolcsanyi*’  pre- 
sented case  histories  of  women  whose  delay  in  di- 
agnosis may  have  been  a contributing  factor  to 
fatal  consequences.  Early  diagnosis  in  breast 
cancer  can  still  be  expected  to  salvage  some  wom- 
en who  otherwise  might  have  a dismal  prognosis. 

The  incidence  of  a palpable  breast  mass  associ- 
ated with  Paget’s  disease  varies  from  33  to  69  per 
cent.^’  When  Paget’s  disease  of  the  nipple  is  not 
associated  with  a palpable  breast  mass,  survival 
appears  to  be  better  than  that  of  breast  cancer  in 
general.  Most  authors  have  found  that  the  prog- 
nosis in  patients  with  Paget’s  disease  and  an  as- 
sociated breast  mass  is  similar  to  that  of  all 
breast  cancer.  In  either  case  axillary  node  metas- 
tases have  been  found  to  be  the  most  important 
prognostic  factor. 

In  the  study  by  Ashikari  et  aV,  65  per  cent  of 
113  patients  with  Paget’s  disease  and  a discern- 
ible breast  mass  had  axillary  lymph  node  involve- 
ment, while  only  13  per  cent  of  96  patients  with 
nipple  lesions  alone  had  positive  lymph  nodes.  In 
their  report  the  5 year  survival  of  patients  who 
had  no  palpable  mass  and  negative  nodes  in  the 
axilla  was  96.8  per  cent.  Five  year  survival  for  pa- 
tients with  no  palpable  mass  but  positive  nodes 
in  the  lower  axilla  was  80  per  cent.  Only  50  per 
cent  of  patients  with  high  axillary  node  metas- 
tases survived  5 years. 

In  the  same  study,  the  5 year  survival  for  pati- 
ents with  Paget’s  disease  and  a palpable  breast 
mass  but  negative  nodes  was  73  per  cent.  With 
positive  nodes  in  the  low  axilla  the  5 year  survival 
was  41  per  cent.  Patients  with  nipple  changes,  a 


palpable  breast  mass,  and  metastases  in  the  high 
axillary  nodes  had  the  worst  prognosis  with  only 
a 20  per  cent  survival  at  5 years. 

Nance  et  aZ.'®  found  axiUary  metastases  in  50 
per  cent  of  their  patients  with  both  a nipple  lesion 
and  a breast  mass.  Overall  5 year  survival  in  this 
group  was  40.6  per  cent.  None  of  their  patients 
with  nipple  changes  alone  had  axillary  metastas- 
es, and  all  of  these  patients  survived  5 years  with- 
out recurrence  of  cancer. 

Maier'^  found  no  significant  difference  in  sur- 
vival in  patients  with  or  without  a palpable 
breast  mass  and  Paget’s  disease  as  long  as  there 
was  no  lymph  node  involvement.  However,  the 
prognosis  worsened  with  an  increase  in  frequen- 
cy of  lymph  node  metastases. 

Kister  and  Haagensen'®  studied  159  patients, 
133  of  whom  underwent  radical  mastectomy.  On- 
ly 5.4  per  cent  of  56  patients  with  nipple  changes 
alone  had  axiUary  metastases,  whereas  66  per 
cent  of  those  patients  with  both  a breast  mass 
and  nipple  changes  had  metastases  to  axiUary 
nodes.  For  patients  without  axillary  metastases, 
the  10  year  survival  was  79  per  cent;  for  those 
with  positive  nodes  it  was  28  per  cent.  The  differ- 
ence in  survival  between  women  with  and  with- 
out a breast  mass  was  insignificant  in  the  ab- 
sence of  axillarj^  lymph  node  metastases. 

Freund  et  aV  studied  29  women  with  Paget’s 
disease  in  Israel.  Two  out  of  19  women  with  nipple 
lesions  alone  had  positive  axiUary  nodes,  where- 
as half  of  the  remaining  10  women  presenting 
with  Paget’s  disease  and  a palpable  breast  mass 
had  positive  axiUary  nodes.  The  5 year  survival 
in  those  women  with  nipple  changes  alone  was  94 
per  cent,  and  for  women  with  a nipple  lesion  and  a 
palpable  breast  mass  the  5 year  survival  was  40 
per  cent.  They  attribute  the  improved  survival  in 
the  first  group  to  the  low  incidence  of  axiUary 
lymph  node  metastases. 

Thble  1 summarizes  the  survival  statistics  re- 
ported by  several  authors  with  large  series  of  pa- 
tients. The  number  of  patients  involved  in  each 
category  is  given  in  parentheses.  Six  months  ap- 
pears to  be  the  time  Umit  between  short  and  long 
delay  in  most  studies.  In  many  patients  the  sta- 
tus of  the  axiUary  lymph  nodes  may  have  been 
based  on  clinical  grounds  and  not  on  microscopic 
examination. 

The  origin  of  the  intraepidermal  Paget  cell  con- 
tinues to  be  a topic  for  debate.  Two  theories  have 
been  proposed.  Some  authors  favor  an  intraepi- 
dermal origin;  others  feel  that  the  cells  originate 
from  the  subjacent,  mammary  ductal  epitheUum. 

Muir'®  first  proposed  that  Paget  ceUs  originate 
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from  the  underlying  carcinoma  and  migrate  to 
the  nipple  via  the  mammary  ducts.  Toher^'  added 
supportive  evidence  to  the  argument  using  a seri- 
al step  section  reconstruction  technic.  In  this 
way  he  demonstrated  direct  continuity  between 
the  intraparenchyma  carcinoma  and  the  overly- 
ing epidermus. 

The  alternate  hypothesis  of  an  in  situ  transfor- 
mation of  epidermal  cells  to  Paget  cells  also  has 
roots  that  are  several  decades  old.  Cheatle  and 
Cutler"'  traced  the  evolution  of  Paget  cells  from 
epidermal  cells  cytologically  using  light  micro- 
scopy. 

Histochemical  studies  of  Paget  cells  favor  a 
ductal  origin.  The  tumor  cells  contain  PAS  posi- 
tive, diastase  resistant,  and  alcion  blue  positive 
intracytoplasmic  material.  In  addition  some 
Paget  cells  can  be  stained  immunocytochemical- 
ly  with  antecasein.^  These  findings  favor  a gland- 
ular epithelial  cell  origin  of  the  Paget  cell. 

Electron  microscopy  has  failed  to  resolve  the 
problem.  Several  authors  defend  the  in  situ  epi- 
dermal origin  of  the  Paget  ceU  due  to  the  presence 
of  tonofibrils  in  the  Paget  cell,  of  desmosomal 
junctions  between  Paget  cells  and  keratinocytes, 
and  of  transitions  between  Paget  cells  and  epider- 
mal cells.®’ “ Other  authors  have  found  great- 
er ultrastructural  similarities  between  Paget 
cells  and  superficial  cells  of  the  mammary  duc- 
tules and  have  denied  the  presence  of  tonofibrils 
and  desmosomes  within  Paget  cells.®’ 

In  any  discussion  of  the  surgical  therapy  of 
Paget’s  disease  one  should  always  keep  in  mind 
that,  whatever  the  cell  of  origin,  the  stimulus  for 
the  development  of  the  nipple  lesion  is  a breast 
cancer.  A careful  search  of  the  involved  breast  al- 
most always  reveals  an  underlying  carcinoma, 
usually  intraductal,  often  infiltrating,  and  fre- 
quently multifocal.®’ 

Although  total  mastectomy  and  lymph  node 
dissection  is  recommended  in  most  cases  for 
women  with  both  a nipple  lesion  and  a breast 
mass,  there  is  an  argument  concerning  what  to 
do  with  women  without  a palpable  breast  mass. 
Chnically  the  behavior  of  Paget’s  disease  is  the 
same  as  that  of  breast  cancer  in  general.  Many 
authors  have  shown  that  axillary  lymph  node 
metastases  occur  in  Paget’s  disease  of  the  nipple 
even  in  the  face  of  occult  carcinoma.'’  ®’  Ra- 
tional decisions  regarding  postoperative  radia- 
tion and  chemotherapy  can  be  made  on  the  basis 
of  local  tumor  biology  and  evidence  of  regional 
lymph  node  metastases.  An  individual’s  progno- 
sis is  primarily  based  on  axillary  lymph  node  sta- 


tus. Although  only  a small  percentage  of  women 
with  Paget’s  disease  of  the  nipple  without  a palp- 
able breast  mass  wiU  be  found  to  have  axiUary 
metastases,  the  only  certain  method  of  identify- 
ing these  women  is  a careful  microscopic  exami- 
nation of  the  axiUary  contents.  For  these  reasons 
we  recommend  complete  mastectOKiy  and  axil- 
lary lymph  node  dissection  for  Paget’s  disease  of 
the  breast  with  or  without  a palpable  breast 
mass.  Whether  the  axillary  dissection  is  part  of  a 
radical  or  modified  radical  technic  depends  on  the 
surgeon’s  preference. 


Conclusion 


Paget’s  disease  of  the  breast  is  easily  recog- 
nized and  readily  diagnosed.  Long  delay  in  diag- 
nosis is  common  but  seems  to  have  little  effect  on 
prognosis.  Metastases  to  Eixillary  lymph  nodes 
occurs  in  women  with  Paget’s  disease  at  aU 
stages  of  the  disease  but  most  commonly  in  wom- 
en with  a palpable  breast  tumor.  The  presence  of 
tumor  in  axiUary  lymph  nodes  significantly 
worsens  the  prognosis.  Although  the  origin  of 
the  Paget  cells  is  debatable,  the  stimulus  for  their 
appearance  in  the  epidermis  of  the  nipple  is  a car- 
cinoma within  the  breast.  Total  removal  of  the 
breast  and  axillary  lymph  nodes  is  recommended 
as  surgical  management  of  Paget’s  disease 
whether  or  not  a breast  mass  is  evident.  • 
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BETH  ISRAEL 
CONFERENCE  PROGRAM 

1981  WINTER  SCHEDULE 

February  7-14, 1981 
Third  Annual  Vaii  Emergency 
Medicine/Critical  Care  Conference 
The  Mark  Resort,  Vail,  Colorado 
Second  Annual  Vail  General  Dentistry 
Conference 

Lion  Square  Lodge,  Vail,  Colorado 

February  14-21, 1981 

Seventh  Annual  Vail  OB/GYN  Conference 
The  Mark  Resort,  Vail,  Colorado 
Sixth  Annual  Vail  Psychiatry  Conference 
Lion  Square  Lodge,  Vail,  Colorado 
Third  Annual  Vaii  Geriatric 
Medical  Conference 
The  Lodge  at  Vail,  Vail,  Colorado 
February  21-28, 1981 

Eleventh  Annual  Aspen  Radiology  Conference 
Aspen  Institute  for  Humanistic  Studies 
Second  Annual  Vail  Pathology  Conference 
Kiandra-Talisman  Lodge,  Vail,  Colorado 
February  28-March  7, 1981 
Fourth  Annual  Vail  Cancer 
Treatment  Conference 
Kiandra-Talisman  Lodge,  Vail,  Colorado 
Third  Annual  Vail  Sports  Medicine  Conference 
Lion  Square  Lodge,  Vail,  Colorado 
March  7-14, 1981 

Sixth  Annual  Vail  Family  Practice  Conference 
The  Mark  Resort,  Vail,  Colorado 
Sixth  Annual  Vail  General  Surgery  Conference 
Lion  Square  Lodge,  Vail,  Colorado 
Fourth  Annual  Vail  Urology  Conference 
Kiandra-Talisman  Lodge,  Vail,  Colorado 
March  14-21, 1981 

Sixth  Annual  Vail  Internal  Medicine 
Conference 

Lion  Square  Lodge,  Vail,  Colorado 
Third  Annual  Vail  Pediatrics  Conference 
The  Mark  Resort,  Vail,  Colorado 
Second  Annual  Vail  Clinical 
Brain  Conference 

Kiandra-Talisman  Lodge,  Vail,  Colorado 

22  HOURS  AMA  CATEGORY  1 CREDIT  FOR 
EACH  CONFERENCE 
22  HOURS  AAFP  PRESCRIBED  CREDIT 
EXPECTED 

For  information  regarding  registration  and 
housing,  contact: 

Beth  Israel  Conference  Program 
P.O.  80x11366 
Denver,  Colorado  80211 
(303)  629-5333  or 

(800)  525-5810  (toll-free  outside  Colorado) 


the  lobby 

Legislative  Issues  (Continued  from  poge  437) 

list  of  drugs  regulated  under  Colorado's  current 
Dangerous  Drug  Act. 

18 —  Child  Health  Associates 

The  Child  Health  Associates  will  probably  be 
seeking  several  new  privileges  under  their  statute, 
including  less  supervision  and  greater  ability  to 
prescribe. 

19 —  Mandate  Headlight  Use  on  Motorcycles 
in  Daytime 

Self-explanatory. 

20 —  Protection  for  Physicians  Reporting 
Impairment  of  Drivers 

The  State  Motor  Vehicle  Department  would  like  it 
made  easier  to  declare  a person  unfit  to  drive.  The 
proposed  legislation  would  protect  physicians  and 
others  who  report  such  facts. 

21 —  Model  Procurement  Act 

We  are  monitoring  a bill  that  might  include  physi- 
cians in  the  list  of  professionals  who  would  have  to 
bid  their  specific  services  to  the  state. 

22 —  Colorado  Hereditary  Disorders  Act 

Representative  Orten  has  in  mind  a bill  that  would 
"establish  specific  medical  and  ethical  principles  by 
which  public  and  private  programs  on  all  hereditary 
disorders  would  be  regulated". 

23 —  Optometric  Drug  Use 

A proposal  is  expected  to  be  introduced  which 
would  authorize  optometrists  to  use  drugs  in  their 
examinations. 

Reapportionment  (Continued  from  page  428) 

be  apolitical.  Minority  groups  are  taking  a keen  in- 
terest in  redistrictingwith  plansto  lobby  aggressively 
for  more  "ethnically  representative"  districts  that 
will  guarantee  the  election  of  minority  legislators 
and  congressmen.  They  will  be  working  hard  to  win 
top  leadership  posts  in  the  1981  legislature,  and  this 
may  well  happen.  Businessand  industry  will  be  hop- 
ing to  change  legislative  majorities  elected  in  1972 
and  1974  when  anti-business  sentiment  was  running 
high;  physicians,  lawyers,  realtors  and  other  groups 
are  more  and  more  realizing  their  stake  in  the  legis- 
lative process.  Tactics  will  vary  but  may  include  cre- 
ation of  model  districting  plans  or  computerized 
"monitoring  systems"  to  evaluate  redistricting  plans 
and  expose  their  implications. 

Perhaps  all  that  one  may  predict  with  certainty  is 
that,  by  1981,  redistricting  will  be  one  of  the  major 
issues  of  the  day.  The  districting  plans  thatare  finally 
drawn  will  be  a key  to  the  politics  of  the  1980's. 
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(Continued  from  page  439) 

VICE-PRESIDENT 

Ben  R.  Keller,  Jr.,  M.D. 

2001  Blake 

Glenwood  Springs,  Colorado  81601 
945-2367 

SECRETARY/TREASURER 

Richard  A.  Herrington,  M.D. 

366  State  Highway  133 
Carbondale,  Colorado  81623 
963-3350 

MESA  COUNTY  MEDICAL  SOCIETY 

PRESIDENT 

Patrick  G.  Moran,  M.D. 

2211  North  7th 

Grand  Junction,  Colorado  81501 
243-7260 

PRESIDENTELECT 

Bruce  Ward,  M.D. 
c/o  St.  Mary’s  Hospital 
P.O.  Box  1628 

Grand  Junction,  Colorado  81501 
242-1550,  ext.  486 

SECRETARYATREASURER 

Dorr  H.  Burns,  M.D. 

731  Bookcliff  Avenue 

Grand  Junction,  Colorado  81501 

242-0221 

CLEAR  CREEK  VALLEY 
MEDICAL  SOCIETY 

PRESIDENT 

Herman  E.  Doyle,  M.D. 

2210  South  Federal  Boulevard 
Denver,  Colorado  80219 
935-4689 

PRESIDENT-ELECT 

Eugene  L.  Weston,  M.D. 

2550  Youngfield 
Lakewood,  Colorado  80215 
233-6287 

VICE-PRESIDENT 

Eugene  L.  Weston,  M.D. 

2550  Youngfield 
Lakewood,  Colorado  80215 
233-6287 

SECRETARY/TREASURER 

Oiester  M.  Cedars,  M.D. 

1930  South  Federal  Boulevard 
Denver,  Colorado  80219 
934-5729 


(Continued  from  poge  438) 

With  a refocussing  of  public  concerns  over  the 
past  decade  upon  the  possible  carcinogenic  ef- 
fects of  radiation,  a myriad  of  pronouncements  has 
occurred  concerning  the  number  of  cancer  cases 
induced  in  one  population  or  another  as  a result  of 
exposure  to  radiation.  These  pronouncements 
have  created  a level  of  anxiety  and  suspicion  in  the 
public  which  exceeds  even  that  reached  in  the 
1960's  when  the  genetic  scare  associated  with  radi- 
ation exposure  was  at  its  peak.  This  level  has  risen 
with  each  new  pronouncement  and  each  news 
item  reported  in  the  public  media.  At  the  same 
time,  it  has  become  increasingly  clear  that  the  car- 
cinogenic implications  of  radiation  exposure  were 
overestimated  by  a factor  of  2-5  in  the  1972  report 
of  the  National  Academy  of  Sciences.  Downward 
revisions  in  these  estimates  currently  are  being  re- 
leased by  the  National  Academy  of  Sciences.^ 

There  is  little  question  but  that  ionizing  radia- 
tion can  be  hazardous  and  has  the  potential  for  in- 
ducing cancer  and,  possibly,  genetic  abnor- 
malities. Like  any  useful  but  potentially  dangerous 
agent,  ionizing  radiation  must  be  used  carefully 
and  judiciously  so  that  the  maximum  benefit  can 
be  extracted  from  its  applications  with  the  least 
possible  risk  to  society.  In  deciding  between  wise 
and  foolish  applications  of  radiation,  a public  en- 
lightened with  correct  information  can  be  a great 
asset.  In  today's  society,  unfortunately,  sources  of 
this  enlightenment  are  far  too  few  in  number  or 
accessibility 

In  Colorado,  one  of  the  sources  of  correct  infor- 
mation about  radiation  is  physicians  practicing  in 
communities  throughout  the  state  where  they  are 
respected  as  community  leaders  knowledgeable 
about  technical  issues  in  general  and  medical  and 
public  health  issues  in  particular.  Physicians  are 
trained  to  think  objectively  and  to  make  decisions 
unemotionally  on  the  basis  of  factual  knowledge. 
With  knowledge  about  the  relative  benefits  and 
risks  of  radiation  exposure,  Colorado  physicians 
could  be  an  effective  influence  in  helping  the 
public  examine  the  radiation  exposure  issue  from 
an  objective,  unemotional  perspective. 

To  exercise  this  influence,  Colorado  physicians 
need  a continuing  education  program  which  pro- 
vides information  about  radiation  bioeffects 
which  is  as  accurate  and  complete  as  present  scien- 
tific knowledge  permits.  The  Department  of  Radi- 
ology of  the  University  of  Colorado  Health  Sci- 
ences Center  is  prepared  to  implement  such  a pro- 
gram and  has  received  encouragement  to  do  so 
from  the  Public  Health  Council  of  the  Colorado 
Medical  Society,  the  Colorado  Division  of  the 
American  Cancer  Society  and  the  Center's 
SEARCH  program  operating  through  four  Area 

(Continued  on  page  449) 


Colorado  Medicine  /or  December,  1980 


447 


(Continued  from  page  439) 

In  a review  published  in  1974,  Apgar  warned  that 
nitrofurantoin  may  result  in  hemolysis  in  the  infant  if 
administered  to  the  mother  near  term  (Apgar,  1974). 
However,  this  statement  is  not  referenced  and  docu- 
mentation is  lacking. 

Severe  anemia  with  both  intense  hemolysis  and 
megaloblastic  erythropoiesis  following  nitrofuran- 
toin 100  mgq  6 hours  for  2 days  was  reported  in  a 22 
year  old  G-6-PD  deficient  pregnant  female  (Prit- 
chard et  al.,  1965).  Spontaneous  delivery  of  an  8 lb 
2 oz  male  child  occurred  approximately  4 months 
later  without  incident.  The  child  was  also  G-6-PD 
deficient.  Hibbard  et  al.  (1967)  and  House  et  al. 
(1969)  also  reported  hemolytic  anemia  developing 
in  pregnant  female  patients  with  G-6-PD  deficiency. 
Although  hemolysis  continued  following  nitrofur- 
antoin diseontinuation  there  were  no  untoward  ef- 
fects detected  in  the  fetuses. 

No  literature  was  found  concerning  the  use  of  ni- 
trofurantoin in  the  face  of  erythroblastosis  fetalis. 

Conclusion: 

Nitrofurantoin  does  not  appear  to  be  teratogenic 
and  hemolysis  occurring  in  the  fetus  has  never  been 
documented;  however,  a potential  risk  does  exist  if 
the  fetus  is  G-6-PD  deficient.  There  is  presently  no 
evidence  in  the  literature  to  suggest  that  erythroblas- 
tosis fetalis  will  increase  the  risk  of  hemolysis  in  a 
fetus  exposed  to  nitrofurantoin. 

References: 

Apgar,  V.,  Drugs  in  Pregnancy.  fAMA  1974;190:840. 
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DAPSONE  USE  IN  PREGNANCY 
Request: 

A twenty-five  year  old  female  has  been  treated 
with  Aviosulfon®  (dapsone)  for  7 years  for  dermati- 
tis herpetiformis.  She  is  at  20th  week  of  gestation. 
Dapsone  has  been  administered  throughout  entire 
20  weeks.  Is  dapsone  teratogenic?  Should  the  drug 
be  discontinued  at  this  time? 


Response: 

There  is  very  little  data  in  the  literature  evaluating 
the  effects  of  dapsone  on  the  fetus  when  administer- 
ed during  pregnancy.  Higdon  (1968)  suggests  that 
dapsone  is  contraindicated  in  pregnancy  due  to  its 
ability  to  produce  anemia  or  methemoglobinemia. 
He  recommends  therapy  with  sulfapyridine  during 
pregnancy  (500  mgtid).  However,  sulfonamide  ad- 
ministration during  the  last  trimester  of  pregnancy 
may  be  associated  with  kernicterus  in  newborn  in- 
fants. Elgart  (1975)  recommends  the  use  of  sulfapyri- 
dine in  early  pregnancy  and  cortisone  beginning  in 
the  5th  or  6th  month  of  pregnancy,  in  patients  with 
dermatitis  herpetiformis.  He  has  also  suggested  that 
dapsone  is  contraindicated  in  pregnancy  since  it  has 
been  associated  with  blood  dyscrasias. 

However,  there  is  evidence  that  dapsone  has 
been  used  safely  in  pregnancy.  Diamond  (1976)  ad- 
ministered dapsone  100  mg  bid  from  the  24th 
through  the  38th  week  of  pregnancy  in  a 26  year  old 
black  female  with  herpes  gestationis.  The  patient 
also  received  Atarax  200  mgdaily,  prednisone  20  mg 
daily  and  2%  Betnovate  cream  applied  bid.  A nor- 
mal male  fetus  was  delivered  at  38  weeks  gestation. 
Personal  communication  with  the  manufacturer  of 
dapsone  (Aviosulfon  Y - Ayerst  Laboratories)  reveal- 
ed no  case  reports  of  teratogenicity  or  adverse  ef- 
fects on  the  fetus  (methemoglobinemia,  suifhemo- 
globinemia,  anemia)  followingthe  use  of  dapsone  in 
pregnancy.  The  manufacturer  has  communicated 
with  the  Imperial  Chemical  Industries  in  England 
who  have  collected  data  on  over  1,000  patients 
treated  with  dapsone  during  pregnancy.  They  report 
no  adverse  effects  or  teratogenicity  in  the  newborn 
of  any  patient  treated. 

Although  dapsone  has  been  associated  with  over 
40  cases  of  anemia,  170  cases  of  hemolytic  anemia, 
65  cases  of  methemoglobinemia  and  25  cases  of 
sulfhemoglobinemia  (Swanson  & Cook,  1977),  we 
are  unaware  of  any  of  these  effects  occurring  in 
newborn  infants  of  mothers  treated  with  dapsone 
during  pregnancy. 

Conclusion: 

Available  data  suggests  that  dapsone  is  not  terato- 
genic when  administered  during  pregnancy.  With 
available  data,  we  would  recommend  continuing 
dapsone  in  this  patient. 

References: 
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Health  Education  Centers.  The  Department  is  de- 
veloping an  educational  program  on  the  bioeffects 
of  low  level  radiation  exposure  and  the  benefits 
and  risks  associated  with  medical  and  environ- 
mental exposures  to  radiation.  This  program  will  be 
factual  and  unbiased  and  will  be  available  without 
charge  to  medical  communities  throughout  the 
state  who  wish  to  address  the  issue  of  radiation  ex- 
posure in  as  fair  a manner  as  possible.  In  some  loca- 
tions the  program  can  be  presented  by  local  indivi- 
duals with  help  from  the  Department  in  the  way  of 
visual  illustrations  and  topic  outlines.  I n other 
locations,  one  or  more  members  of  the  Depart- 
ment's faculty  will  present  the  program  personally. 

Physicians  are  encouraged  to  take  advantage  of 
this  educational  program.  The  time  has  passed 
when  knowledgeable  community  leaders  such  as 
physicians  can  sit  idly  by  while  issues  which  affect 
the  health  and  well  being  of  Colorado  residents  are 
decided  emotionally  in  a political  arena.  We  hope 
to  hear  from  you  soon  about  how  we  can  imple- 
ment a continuing  education  program  on  low  level 
radiation  effects  in  your  medical  community. 

William  R.  Hendee,  PhD,  Denver,  Colorado 
REFERENCES 

■'The  Effects  on  Populations  of  Exposure  to  Low  Levels  of  Ioniz- 
ing Radiation,  Report  of  the  Advisory  Committee  on  the  Bio- 
logical Effects  of  Ionizing  Radiation,  National  Academy  of 
Sciences,  Washington,  D C.,  November,  1972. 

^The  Effects  on  Populations  of  Exposure  to  Low  Levels  of  Ioniz- 
ing Radiation,  Committee  on  the  Biological  Effects  of  Ioniz- 
ing Radiations,  Division  of  Medical  Sciences,  Assembly  of 
Life  sciences,  National  Research  Council,  National  Academy 
of  Sciences,  Washington,  D C.,  1980 

Original  art  by  Daniel  McGowan 


When  you  give  the  Mile  High  United 
Way,  you  help  people  mainly  in  Adams, 
Arapahoe,  Boulder,  Denver  and  Jefferson 
counties.  Your  gift  helps  your  neighbors 
and  maybe  even  yourself! 


Mile  High  United  Way 
Thanks  to  you,  it  works  for  all  of  us. 


(Continued  from  poge  435) 
legislature  in  January. 

Meanwhile,  liquidation  processes  are  slowly  con- 
tinuing. The  Health  Plan  office  building  in  Ft.  Collins 
is  under  contract  for  its  appraised  price  of  $335,000. 
Furniture  and  office  equipment  is  expected  to  be 
sold  early  in  December. 

Conclusion 

Is  there  a conclusion?  Not  yet.  However,  an  article 
from  Health  Services  Information  following  the 
November  national  election  may  give  some  further 
indication  as  to  the  future  of  the  HMO  and  a federal 
concept  of  health  care  choice  which  many  physi- 
cians felt  was  the  prototype  of  a national  health  in- 
surance system. 

“The  American  people  have  spoken  pretty  loudly 
and  clearly.  And  so  a new  era  comes  to  Washington 
—one  with  different  ideology,  a different  set  of  social 
and  moral  values. 

It  was  a crushing  blow  to  many  in  the  nation's  Cap- 
itol who  have  become  deeply  entrenched  in  a lib- 
eral bureaucracy. 

What  is  the  prognosis  for  health  care?  Well,  cer- 
tainly not  as  bleak  or  scary  as  President  jimmy  Carter 
tried  to  portray  in  his  race  against  President-Elect 
Ronald  Reagan,  in  fact,  it  might  be  all  good. 

For  sure,  the  new  Reagan  Administration  will  try 
to  stop  funneling  federal  dollars  to  areas  where  the 
private  sector  could  take  over. 

We  suspect  from  rhetoric  by  some  of  Reagan's 
health  spokesmen  that  one  area  in  which  they  might 
cut  out  federal  grants  is  in  the  HMO  program.  The 
Reagan  Administration  also  will  undoubtedly  try  to 
eliminate  many  of  the  federal  government's  efforts 
to  compete  with  private  industry. 

From  speeches,  Reagan  says  he  favors  'tax  incen- 
tives to  expand  coverage  for  catastrophic  health  in- 
surance' and  a 'simple  system  to  help  those  who 
cannot  provide  for  their  own  medical  care.' 

As  Governor  of  California,  Reagan  proposed  such 
a program.  His  proposal  would  have  had  a catas- 
trophic program  run  by  the  private  health  insurance 
industry  with  the  state  picking  up  the  tab  of  the  poor. 

There  are  some  similarities  in  that  proposal  and 
the  one  being  written  by  the  Senate  Finance  Com- 
mittee. Unfortunately,  the  California  Democratic 
Legislature  refused  to  pass  such  a bill  because,  ac- 
cording to  a former  health  aide,  they  didn't  want 
Reagan  to  be  able  to  take  credit  for  it." 

Colorado  private-practice  physicians  have  been 
warned,  through  the  misfortunes  of  some  IPA/HMO 
organizations  in  our  region,  as  well  as  some  of  the 
successes  of  the  same  types  of  group  efforts.  There 
are  many  serious  questions  surrounding  the  worth 
of  the  HMO  alternative,  many  of  which  directly  im- 
pact the  private  practice  of  CMS  membership.  We'll 
keep  you  abreast  of  these  questions  and  develop- 
ments as  they  evolve." 
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Just  a few  words.  To  people  who 
need  us  but  don’t  know  we  exist. 

We’re  Recording  for  the  Blind. 
We’re  already  helping  more  than 
13,000  handicapped  students.  But 
there  are  a lot  more  out  there  who 
need  our  help. 

You  know  who  they  are.  In  your 
work  you  come  across  students 
who  are  blind,  dyslexic  or  physically 
unable  to  handle  books.  These  are 
the  students  we  help.  Since  they 
cannot  read  their  textbooks,  we 
do  it  for  them.  On  tape.  And  we  send 
the  tapes  to  the  students  free  of 
charge. 

All  we  want  you  to  do  is  tell 
eligible  students  about  us.  Have 
them  contact: Student  Services,  RFB, 
Inc.,  215  East  58th  Street,  N.Y.,  N.Y 
10022,  (212)  751-0860.  We’ll  take  it 
from  there. 

It’s  such  a little  thing  to  ask. 

Recording  for  the  Blind.  Inc. 

an  educational  lifeline. 

Recording  for  the  Blind  is  a non-profit  organization 
All  contributions  are  tax-deductible. 
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PROFESSIONAL  OPPORTUNITIES 

HEALTH  OFFICER  AND  CHILDREN  AND  YOUTH  MEDICAL  DI- 
RECTOR. Duties:  General  administration  of  a local  health  depart- 
ment, the  administration  and  enforcement  of  public  health  laws,  rules, 
and  regulations.  Also  responsible  for  planning  and  implementing  the 
medical  component  of  the  Children  and  Youth  Project,  Specialty  Clin- 
ics; and  provide  consultation  to  professionals  of  the  health  deparment 
team.  Qualifications,  Education,  and  Training:  Must  hold  an  MD  or  DO 
degree  from  a medical  school  accredited  by  the  Association  of  Ameri- 
can Medical  Colleges  and  be  Board  eligible  or  a Board  certified  pedia- 
trician by  the  American  Board  of  Pediatrics,  licensed  in  the  State  of 
Colorado.  Should  have  at  least  two  years  experience  in  supervision  of 
public  health  professionals  or  related  fields,  MPH  preferred.  Appli- 
cants should  include  resume  and  desired  salary.  EQUAL  OPPORTU- 
NITY EMPLOYER.  LAS  ANIMAS-HUERFANO  COUNTIES  DIS- 
TRICT HEALTH  DEPARTMENT,  412  Benedicta  Avenue,  Trinidad, 
Colorado  81082.  Or  Call:  (303)  846-2213.  1280-5-lB 

INTERNAL  MEDICINE — OREGON.  Fastest  growing  community  on 
Oregon  Coast  is  looking  for  1-2  internists  to  join  existing  medical  staff 
of  7 FP’s  and  1 surgeon.  Excellent  recreation  opportunities  - hunting, 
fishing,  boating,  etc.  47-bed  hospital  is  IV2  hours  away  from  400-bed 
medical  center.  Beautiful  location.  12,000  population  service  area.  Con- 
tact: Doug  Kunsman,  Administrator,  Western  Lane  Hospital,  P.O.  Box 
580,  Florence,  Oregon,  97439.  Call:  (503)  997-3468.  1280-4-3B 


EMERGENCY  PHYSICIAN — Regional  trauma  center  serving  West- 
ern Nebraska  has  key  opening  for  career  emergency  physician.  Ex- 
cellent salary  and  work  schedule,  including  pension,  profit-sharing, 
paid  CME,  relocation  allowance,  paid  malpractice,  health,  life,  and  dis- 
ability insurance.  Send  CV  to:  S.  Lee,  Box  8013,  Fresno,  California 
93747.  1280-6-2B 


INFECTIOUS  DISEASE  Physician  to  associate  with  Internist  with 
sub-specialty  Infectious  Disease  in  a primary  care  multi-specialty 
group.  Send  CV  with  letter  to  Burton  P.  Goiub,  MD,  University  Park 
Medical  Clinic,  1919  South  University  Boulevard,  Denver,  Colorado 
80210.  1280-1-lB 

PEDIATRICIAN:  The  Department  of  Perinatology  at  The  Children’s 
Hospital,  Denver,  is  currently  seeking  a Board  Certified  or  eligible 
Pediatrician.  3 years  residency  and  internship,  plus  1 year  pediatrics  ex- 
perience or  post-doctoral  fellowship  in  perinatology  or  neonatology  re- 
quired. Health  care  delivery  for  111  newborns  and  premature  infants 
admitted  to  the  neonatal  intensive  care  unit.  Will  coordinate  and  parti- 
cipate in  rounds;  supervise  and  instruct  pediatric  residents  and  med- 
ical students  rotating  through  NCIU.  Full-time  position;  60  hours  per 
week.  7:30  a.m.  to  4:30  p.m.,  plus  on  call  in  unit  every  sixth  night. 
$37,000  per  year.  If  interested,  contact:  Dr.  Jacinto  A.  Hernandez,  Act- 
ing Director,  Department  of  Perinatology,  The  Children’s  Hospital, 
1056  East  19th  Avenue,  Denver,  Colorado  80218.  Telephone:  (303) 
861-6871.  An  Equal  Opportunity  Employer  M/F.  1280-8-lB 

OPPORTUNITIES  WANTED 

RN-HYPNOTHERAPIST  in  private  practice  seeking  to  work  with  phy- 
sicians. Areas  of  interest:  Chronic  Pain;  Psychosomatic  Conditions 
(asthma,  allergies,  arthritis,  migraine,  hypertension,  irritable  colon  & 
stomach,  etc.);  Surgery  (postop  recovery  rate,  pain,  infection,  bowel  and 
bladder  motility,  dumping  syndrome,  etc.).  Call:  Peter  Cohen,  (303) 
449-9086,  or  leave  message:  (303)  443-61 11.  1280-9-lB 

(Conrinued  on  page  459) 

Colorado  Medicine  /or  December,  1980 


450 


CONTINUING  A 

MEDICAL  ( A 

EDUCATION 


NDAR 


PUBLISHED  JOINTLY  BY  THE  COLORADO  FOUNDATION  FOR  MEDICAL  CARE.  COLORADO  MEDICAL  SOCIETY  AND 
THE  COLORADO  ACADEMY  OF  FAMILY  PHYSICIANS  *1601  EAST  NINETEENTH  AVENUE.  DENVER,  COLORADO  8021 8 


DECEMBER  1980 

17th 

REGIONAL  COMPUTERIZED  TOMOGRAPHY/NEU- 
RORADIOLOGY/ULTRASOUND CONFERENCE. 

University  Hospitai,  Denver.  Contact:  Leatha  Kibel. 
394-7773.  (3  hours  of  AMA  Category  1 credit). 

18th 

COMMON  PROBLEMS  OF  PEDIATRIC  PRACTICE. 

Vail.  Contact:  Martin  J.  Rubinowitz,  M.D.,  The  Denver 
Clinic,  701  East  Colfax  Avenue,  Denver,  CO  80203. 

JANUARY,  1981 

8th 

NEUROPSYCHIATRIC  GRAND  ROUNDS.  Colorado 
State  Hospital,  Pueblo.  Contact:  Jay  Scully,  M.D., 
1600  W.  24th  Street,  Pueblo,  CO  81003. 543-1170.  (APA 
approved  for  Category  1 credit). 

8th-February  19 

CONTROVERSIES  2:  An  Ongoing  Course  in  the  Prac- 
tice of  Pediatrics.  Contact:  Health  Education  Depart- 
ment, The  Children’s  Hospital,  1056  E.  19th  Ave.,  Den- 
ver 80218.  861-6947.  (AMA  credit  available  on  an  hour- 
by-hour  basis). 

11th-17th 

7TH  ANNUAL  ROCKY  MOUNTAIN  REGIONAL  CON- 
FERENCE  ON  EMERGENCY  CARE.  Keystone.  Con- 
tact: Ellen  Taliaferro,  M.D.,  837-7246. 

12th-16th 

12TH  ANNUAL  CARDIOVASCULAR  CONFERENCE. 

Octagon  Theater,  Snowmass.  Contact:  John  H.  K. 
Vogel,  5333  Hollister,  Avenue,  Santa  Barbara,  CA 
93111.  (18  prescribed  hours  of  AAFP  credit). 

14th-16th 

NEW  FRONTIERS  IN  CANCER  THERAPY.  The 

Lodge,  Vail.  Contact:  American  Cancer  Society, 
Colorado  Division,  1809  E.  18th  Ave.,  Denver,  CO 
80218. 321-2464.  (18  prescribed  hours  of  AAFP  credit; 
10  hours  of  AMA  Category  1 credit). 

15th-17th 

ANNUAL  COMBINED  REGIONAL  COLORADO/ 
WYOMING  MEETING  OF  THE  AMERICAN  COL- 
LEGE OF  PHYSICIANS  & THE  COLORADO  SOCI- 
ETY OF  INTERNAL  MEDICINE.  Broadmoor,  Colo- 
rado Springs.  Contact:  Vi  Brown,  Colorado  Medical 
Society,  1601  E.  19th  Ave.,  Denver,  CO  80218. 861-1221, 
ext.  241. 


17th-21st 

10th  ANNUAL  MIDWINTER  SEMINAR  IN  OPHTHA- 
MOLOGY.  The  Lodge,  Vail.  Contact:  Vi  Brown,  Colo- 
rado Medical  Society,  1601  E.  19th  Avenue,  Denver, 
CO  80218.  861-1221,  ext.  241. 

17th-24th 

EMERGENCY  MEDICINE.  Aspen  Square  Meeting 
Room,  Aspen.  Contact:  Barry  S.  Ramer,  2217  Webster 
Street,  San  Francisco,  CA  94115.  (415)  921-0690.  (15 
prescribed  hours  of  AAFP  credit). 

17th-24th 

HORIZONS  IN  SURGERY.  Vail.  Contact:  Office  of 
Postgraduate  Medical  Education,  University  of  Colo- 
rado School  of  Medicine,  4200  E.  9th  Ave.,  C-295, 
Denver,  80262.  394-5241. 

18th-23rd 

THE  YOUNG  LUNG.  Aspen.  Contact:  Office  of  Post- 
graduate Medical  Education,  University  of  Colorado 
School  of  Medicine,  4200  E.  9th  Ave.,  C-295,  Denver 
80262.  394-5241. 

25th-31st 

CLINICAL  MANAGEMENT  AND  CONTROL  OF  TU- 
BERCULOSIS. National  Jewish  Hospital,  Denver. 
Contact:  Thomas  Moulding,  M.D.,  National  Jewish 
Hospital  & Research  Center,  3800  E.  Colfax  Ave., 
Denver  80206.  388-4461,  ext.  647.  (48  hours  of  AMA 
Category  1 credit;  48  prescribed  AAFP  hours). 

28th 

REGIONAL  COMPUTERIZED  TOMOGRAPHY/NEU- 
RORADIOLOGY/ULTRASOUND CONFERENCE.  De- 
partment of  Radiology,  St.  Luke’s  Hospital,  Denver, 
CO  80203.  Contact:  Suzanne  Warner,  394-7773.  (3 
hours  of  AMA  Category  1 credit). 

31  St- February  7th 

SPORTS  MEDICINE.  Kiandra-Talisman  Lodge,  Vail. 
Contact:  Barry  S.  Ramer,  2217  Webster  Street,  San 
Francisco,  CA  94115.  (415)  921-0690.  (15  prescribed 
hours  of  AAFP  credit). 

FEBRUARY  1981 

2nd-6th 

7TH  ANNUAL  ADVANCED  WINTER  WORKSHOP: 
TREATMENT  AND  REHABILITATION  OFTHE  ALCO- 
HOLIC. Contact:  Gary  C.  Forrest,  Ed.D.,  3313  W.  Care- 
free Circle,  Colorado  Springs,  CO  80917.  597-5959. 
(25  prescribed  hours  of  AAFP  credit). 


Additions  to  Calendar  Events 


January  1 981 

16TH  INSTITUTE  OF  OCCUPATIONAL  MEDICINE 

Broadmoor  Hotel 

Colorado  Springs.  Colorado 

January  14-16.  1981 

Contact:  R.L.  Masters 

12000  E.  47th  Ave.,  Suite  117 
Denver-  Colorado  80329 
Category  I Credits  Available 


ANNUAL  COLORADO  PSYCHIATRIC  SOCIETY  MEETING 
"Topics  in  Brief  Psychotherapy" 

The  Lodge  at  Vail 
Vail.  Colorado 
January  14-17.  1981 

For  more  information:  1555  East  Lake  Place 

Littleton.  Colorado  80121 
phone  795-8404 


THE  AMERICAN  CANCER  SOCIETY  VAIL  MIDWINTER  SEMINAR 
"New  Frontiers  in  Cancer  Therapy" 

Registration  deadline:  December  15.  1980 

Contact:  Midge  Cullis 

The  American  Cancer  Society 
1809  E.  1 8th  Avenue 
Denver.  Colorado  80218 
321  -246  4 

10  Hours  of  Continuing  Education  approved 


ST.  MARY»S  HOSPITAL  AND  MEDICAL  CENTER  4TH  ANNUAL 

WINTER  SYMPOSIUM 

"Update  on  Renal  Disease" 

Two  Rivers  Plaza 

Grand  Junction.  Colorado 

For  more  information  contact:  Patrick  G.  Moran.  M.D. 

St.  Mary's  Hospital 
242-1550  ex.  2547 
8 Hours  of  Category  1 AMA  credit. 


February  1 981 

MOUNTAIN  MEDICINE  CONFERENCE 

Ouray.  Colorado 

Contact:  Barry  Harper.  M.D. 

Western  Colorado  Health  Center 
Phone;  244-2187 


(continued) 


CALENDAR  EVENTS  (continued) 

March  1981 


WELLNESS  SYMPOSIUM 

Mesa  College  Campus 

Grand  Junction.  Colorado 

Contact:  Patrick  G.  Moran,  M.D, 

St.  Mary’s  Hospital 

Phone  - 242-1550  ex.  2547  or  2246 


22ND  POSTGRADUATE  INSTITUTE  FOR  PATHOLOGISTS  IN 
CLINICAL  CYTOPATHOLOGY 

John  Hopkins  University  School  of  Medicine  and  Hospital 
Baltimore.  Maryland 
March  22  - April  3.  1981 
Apply  before  January  28,  1981 

For  more  information  contact:  Dr.  John  K.  Frost 

610  Pathology  Building 
John  Hopkins  Hospital 
Baltimore.  Maryland 
_ 21205 


Credit  Hours  125  in  AMA  Category  1. 


April  1981 

CONFERENCE  ON  CONTINUING  MEDICAL  EDUCATION 
Sponsored  by  Utah  Academy  for  Continuing  Medical 
Education 

Tri-Arc  Travel  Lodge 
Salt  Lake  City.  Utah 
April  16  -17-  1981 
Contact:  Dale  Breadon.  Director 

Utah  Academy  for  CME 
540  E.  500  South 
Salt  Lake.  Utah  84102 

Phone;  (801)  355-5290 


COLORADO  MEDICAL  SOCIETY 
INTERIM  SESSION 
MARCH  14-15.  1981 

SHERATON  - DENVER  TECHNOLOGICAL  CENTER 
HOUSE  OF  DELEGATES  ACTIVITES 
Saturday,  March  14,  1981 

9:30  a.m.  House  of  Delegates 

11:30  a.m.  Reference  Committee  Chairmen 

Luncheon 

1:00  p.m.  Reference  Committee  Meetings 

Sunday.  March  15,  1981 

9s00  p.m.  House  of  Delegates 


Pr e- regi strati  on  and  hotel  reservation  forms  will  appear  in  the 
January  issue  of  COLORADO  MEDICINE. 


Editor's  Note:  Following  is  the  reprint  of  a letter  from  K.  Mason  Howard,  MD, 

President  of  Colorado  Medical  Society,  to  Colorado  State  Senator  Ted  Strickland 
regarding  cost  efficiency  in  Colorado  medical  practice. 


November  12.  1980 


The  Honorable  Ted  L.  Strickland 
Colorado  State  Senator 
200  East  Colfax 
Denver.  Colorado  80203 


Dear  Senator  Strickland: 

In  view  of  the  challenge  you  presented  to  the  Colorado 
Medical  Society,  I am  listing  the  items  that  constitute  our 
current  cost  efficiency  program.  I am  sorry  that  so  much 
time  has  elapsed,  but  the  various  positions  must  be  reached 
by  consensus  of  the  Society- 

The  following  points  address  the  current  CMS  cost 
efficiency  program: 

1.  Creation  of  the  Colorado  Foundation  for  Medical 
Care  which  monitors  the  utilization  of  inpatient  hospital 
services  and  nursing  home  services,  for  federal  and  some 
commercially  insured  patients;  CMS  feels  strongly  that  the 
impact  of  CFMC  review  would  be  even  greater  if  all  patients 
in  Colorado  were  subject  to  CFMC  review; 

2.  Creation  of  a risk  management  program  which, 
through  the  professional  liability  insuror-  has  recently 
returned  over  1 million  dollars  of  premiums  to  physicians; 

3.  Practice  management  seminars  which  attempt  to 
lessen  the  rate  of  increase  of  physician  office  overhead, 
thereby  reducing  the  amount  of  costs  that  must  be  passed 
through  to  patients; 

4.  Joint  efforts  with  the  University  of  Colorado 
School  of  Medicine  and  Blue  Cross/Blue  Shield  of  Colorado  to 
introduce  a cost  containment  course  into  the  curriculum  for 
medical  students; 

5-  A revitalization  of  the  Private  Health  Insurance 
Committee  to  review  medical  necessity,  quality  of  care  and 
fee  disputes  by  physicians  and  insurers; 

6.  Public  policy  positions  regarding  smoking  and 
motorcycle  helmets  which  attempt  to  prevent  avoidable  costs; 

7.  Continuing  medical  education  courses  which  discuss 
the  cost/benefit  ratios  of  different  therapies  (e.g.  cost  of 
various  appropriate  drugs); 


(continued) 


LETTER  (continued) 

8.  Practice  management  articles  in  the  CMS  monthly- 
periodical.  "Colorado  Medicine"; 

9.  Creation  of  a cost  efficiency  task  force  directly 
responsible  to  the  Council  on  Socio-Economics  which  will 
accumulate  relevant  information  in  this  arena;  and 

10.  Dedicated  participation  of  staff  to  the  State 
Steering  Committee  of  the  Voluntary  Effort. 


The  points  above  are  further  supplemented  by  the 
Colorado  Medical  Society  President’s  Planning  Session  which 
ranked  programs  for  the  cost  efficient  practice  of  medicine 
as  one  of  our  top  corporate  priorities. 

The  CMS  continues  to  make  cost  efficiency  a high 
corporate  priority.  In  addition  to  the  above,  the  Society 
is  constantly  seeking  new  and  innovative  ways  in  which  cost 
can  be  controlled  and  reduced  yet  still  provide  for 
reasonable  reimbursement  to  providers  of  health  care. 

A big  congratulations  on  your  win  in  Democratic  Adams 
County.  Let  me  know  whenever  we  can  be  of  help  to  you. 


Sincerely . 


^4-0 — . 


LJ 


K.  Mason  Howard 
President 


cc : R . G,  Bowman 

Members  - Council  on  Legislation 
Board  of  Trustees 


In  the  September  12, 1980  Federal  Resister,  FDA  published  its  final  rule  resardins 
Seneral  procedures  relatins  to  the  development  and  distribution  of  future 
Patient  Packase  Inserts  (PPI)  for  prescription  drus  products.  To  be  affected  in  the  near 
future  are  10  named  druss  and  drus  classes.  The  resulations  will  not  be  effective  with 
respect  to  a particular  drus  until  180  days  after  publication  of  a notice  in  the  Federal 
Resister  applyins  the  resulations  to  that  specific  drus  (or  drus  class).  This  memorandum 
will  hishlisht  the  final  PPI  rule  and  review  existins  resulations. 

NEW  PPI  RULE 

Generally,  PPIs  are  to  be  provided  by  dispensers,  includins  physicians,  except  as 
noted  below: 

• The  Physician  Interdict— a physician  prescribins  a drus  may  direct  (in  handwritins  on 
the  prescription  or  orally  to  a pharmacist)  that  the  dispenser  withhold  the  PPI,  and  it  can 
be  withheld  unless  the  patient  specifically  requests  it.  (Dispensins  physicians  are  encour- 
ased  to  provide  the  PPI,  but  need  not  do  so  unless  the  patient  specifically  requests  it.); 

• The  Emergency  IVeatment  Exemption— A PPI  need  not  be  siven  to  patients  who 
receive  a drus  in  the  course  of  emersency  treatment  (in  or  out  of  an  institutional  settins); 

• The  Health  Care  Institution  Options— Health  Care  Institutions  are  required  to  devise  a 
system  to  make  PPI  information  available  to  patients  on  request;  and 

• PPIs  need  only  be  provided  for  the  initial  dispensins  of  the  drus,  not  for  refills.  The 
PPIs  will  be  provided  to  dispensers  by  each  manufacturer  and  the  PPI  text  will  be  in- 
cluded in  the  packase  insert  (and  PDR). 

Published  with  the  final  rule  were  FDA  “suideline”  PPIs  for  the  10  druss  and  drus 
classes  for  which  patient  labelins  (PPIs)  will  be  required  durins  the  initial  prosram:  Ampi- 
cillins.  Benzodiazepines,  Cimetidine,  Clofidbrate,  Disoxin,  Methoxsalen,  Propoxyphene, 
Phenytoin,  Thiazides,  and  Warfarin.  It  is  intended  that  a three-year  evaluation  will  take 
place  as  to  these  druss  before  PPIs  are  extended  to  apply  to  other  druss. 

CURRENT  PPI RULES 

The  new  PPI  rule  does  not  change  the  current  requirements  regarding  prescription 
drugs  for  which  PPIs  may  already  have  to  be  dispensed  pursuant  to  regulations  in  effect 
for  some  time.  Drugs  covered  include: 

• Isoproterenol  Inhalation  Drug  Products 

• Oral  Contraceptive  Drug  Products 

• Oral  Postcoital  Contraceptive  Drug  Products 

• Medroxyprogesterone  Acetate  Injection  Drug  Products 

• Intrauterine  Devices 

• Estrogenic  Drug  Products 

• Progestational  Drug  Products 

The  existing  regulations  on  estrogenic  and  progestational  drug  products,  for  example, 
require  that  the  patient  labeling  be  “dispensed”  to  all  (but  cancer  therapy)  patients  each 
time  the  drug  is  dispensed.  The  requirement  pertains  to  dispensing  physicians,  as  well  as 
to  pharmacists,  and  to  institutional  and  outpatients.  Additionally,  the  existing  format  and 
content  of  PPIs  for  these  regulated  products  will  remain  unchanged,  though  the  new  PPI 
rule  and  FDA  “guideline”  PPIs  for  the  (10)  drug  to  be  covered  call  for  the  dissemination  of 
substantially  altered  patient  labeling. 
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PPI  PHYSICIANS  Q&  A 

1.  Q.  Must  I give  a PPI  to  my  patient  each  time  I dispense  a drug  for  which  a PPI 
is  printed? 

A.  That  depends  on  the  drug.  If  it  is  a drug  for  which  a PPI  is  available  but  not 
yet  required  by  FDA  (i.e.,  propoxyphene),  dispensing  of  the  PPI  is  discretionary. 
Even  when  the  new  FDA  rule  is  explicitly  extended  to  each  of  the  10  drugs  to  be 
covered,  physician  dispensing  of  a PPI  will  still  be  discretionary  unless  the  patient 
requests  it. 

Drugs  such  as  estrogenic  and  progestational  products  for  which  PPIs  are  now 
required  by  FDA  should  be  dispensed  with  the  approved  PPI. 

2.  Q.  Who  will  provide  the  PPIs? 

A.  Drug  manufacturers  and  distributors  are  required  to  provide  dispensers 
with  adequate  supplies  of  PPIs.  The  PPI  text  will  also  be  incorporated  into  the 
package  insert  (and  PDR). 

3.  Q.  Will  foreign  language  PPIs  be  available? 

A.  FDA  has  urged  drug  manufacturers  to  create  PPIs  written  in  Spanish  as 
well  as  English.  However,  providing  the  English  version  of  a PPI  is  sufficient  to 
comply  with  the  current  and  new  PPI  rules. 

4.  Q.  When  the  new  rule  becomes  effective  with  respect  to  a particular  drug, 
(A)  what  must  I do  in  order  to  assure  that  the  patient  receives  the  PPI?  (B)  Can  I 
direct  that  a pharmacist  not  dispense  the  PPI  to  a particular  patient? 

A.  (A)  Nothing.  The  pharmacist  must  dispense  the  PPI  unless  directed  other- 
wise by  the  prescriber.  (B)  A prescriber  may  direct  over  the  phone  or  in  his/her 
own  handwriting  on  the  prescription  form  that  a PPI  not  be  dispensed.  The 
PPI  will  not  be  dispensed,  unless  the  patient  specifically  requests  it  from  the 
pharmacist. 

5.  Q.  What  about  my  hospitalized  patients? 

A.  Health  care  institution,  including  hospitals  and  nursing  homes,  will  be 
required  to  inform  patients  of  the  availability  of  PPI  information,  but  need  only 
supply  it  on  request. 

6.  Q.  Are  there  penalties  for  not  dispensing  required  PPIs? 

A.  Yes.  Failure  to  dispense  a PPI  for  which  there  is  an  established  (non- 
discretionary) dispensing  requirement  could  be  treated  by  FDA  as  the  dispensing 
of  a “misbranded”  drug.  Penalties  for  distributing  misbranded  drugs  are  provided 
in  the  Federal  Food,  Drug  and  Cosmetic  Act. 

Remember,  however,  that  physicians  dispensing  of  PPIs  under  the  new  rule 
will  be  discretionary.  Physicians  are  encouraged  by  FDA  to  use  the  PPI  in  the 
course  of  patient  instruction,  but  are  not  required  to  use  the  PPI  unless  the 
patient  requests  it. 


Located  in  the  heart  of  Arvada  at  8859  Ralston  Road  has  a retail  space  and  two 
medical  suites  now  available  for  lease. 

Retail  Space 

Located  in  the  front  of  the  building  on  ground  level  and  adjacent 
to  building  entrance.  Large  display  windows  easily  visible  from 
Ralston  Road.  Private  restroom.  Ideal  for  small  pharmacy,  hear- 
ing aid  center  or  other  medically  related  sales  or  service.  Will 
refurbish  to  your  requirements.  Rent  is  $405/month. 

Medical  Suites 

1,095  square  foot  suite  consisting  of  a business  and  reception 
area.  Consultation  office,  three  examination  rooms,  large  x-ray 
room  with  leaded  walls  and  leaded  doors  with  passthrough  to 
dark  room  and  lab,  file  room,  storage  closets  and  private  rest- 
room. Suite  is  in  excellent  condition  but  we  will  wallpaper  or 
panel  to  suit  your  taste.  Rent  is  $776/month. 

606  square  foot  suite  consisting  of  a business  and  reception 
area.  Consultation  office,  two  examination  rooms,  small  lab  and 
a private  restroom.  Rent  is  $430/month. 

Tne  Arvddd  Medicdl  Center 

has  excellent  visibility,  good  identity  and  an  excellent  reputation.  The  Arvada 
Medical  Center  is  on  the  RTD  busline,  has  good  off-street  parking  and  a wheel- 
chair ramp  to  provide  easy  access  when  needed.  Common  area  waiting  lounges 
are  tastefully  decorated  with  hanging  plants,  rich  wood  paneling,  paintings, 
metal  sculptures,  skylights,  fine  carpeting  and  custom-designed  furniture.  For 
an  appointment  to  see  these  suites,  call  MR.  BOB  LEINO  (owner)  at  FULLER 
AND  COMPANY  — 292-3700. 


(Conrinued  from  page  450) 

GENERAL  PHYSICIAN  with  two  years  experience  seeks  position 
with  General  Practitioner.  Write:  Dr.  Amir  A.  Jawad,  2822  West 
28th  Avenue,  #208,  Denver,  Colorado  80211,  or  call:  455-4955. 

1280-10-lB 

PHYSICAL  THERAPIST  with  seven  years  experience  seeks  exper- 
ience in  office  of  General  Practitioner.  Write:  Dr.  Abdul  Kadhim 
Fadhil  Jafar,  2822  West  28th  Avenue,  #208,  Denver,  Colorado 
80211,  or  Call:  455-4955.  1280-11-lB 

PROPERTIES 

FOR  LEASE:  Ski  Steamboat  Springs.  Four  bedrooms,  four  baths, 
townhouse  sleeps  12.  Completely  furnished.  GE  kitchen,  washer/dryer, 
TV.  Ski  to/from  gondola,  on/off  slopes.  Two-car  heated  garage.  R.L. 
Penfold,  MD,  1908  Pawnee  Drive,  Fort  Collins,  Colorado,  80525.  Call: 
(303)484-2255.  1280-3-4B 

FOR  LEASE:  Medical  office  space  in  Broadmoor  Medical  Building. 
Only  one  block  off  Broadway  in  centrally  located  Littleton  area.  Recep- 
tion area,  private  office,  3 examining  rooms,  small  laboratory,  toilet, 
air-conditioning,  off-street  parking.  960  square  feet  - $500  per  month; 
includes  all  services  except  janitorial.  Contact:  Bob  Busey,  (303) 
825-3071.  1280-7-lB 

MISCELLANEOUS 

MEDICARD,  a possibly  life-saving  service,  identifies  bearer,  whom  to 
notify  in  emergency,  and  physician.  Contains  medical  history,  medica- 
tions, allergies,  and  a copy  of  EKG,  if  applicable.  On  wallet-size  lami- 
nated card  to  carry  on  person.  No  cost  to  physician  to  provide  patients 
with  Medicards.  For  specimen  sample,  send  business  card  to:  Medi- 
card.  Box  201,  Englewood,  Colorado  80151.  1280-2-lB 

(Continued  from  poge  440) 

English  is  now  the  second  language  of  China,  so 
the  people  are  anxious  to  talk  to  you  in  English.  We 
tried  several  times  to  sit  in  parks  to  observe  and 
photograph  people  and  were  never  able  to  do  so  be- 
cause someone  always  came  to  ask  if  we  were 
American  and  soon  a crowd  formed  anxious  to 
speak  English  to  us  and  learn  about  America.  I took 
many  easy  reader  textbooks  and  medical  books  for 
distribution. 

The  country  and  cities  are  very  clean— sanitation 
and  prevention  of  disease  is  number  1 priority.  They 
drive  at  night  without  lights  as  the  Chinese  have  the 
best  eyesight  of  any  people  in  the  world— very  few 
wear  glasses. 

Upon  leaving  China,  we  spent  three  days  in  Hong 
Kong  and  five  days  in  Tokyo. 

There  are  many  more  facts  to  tell,  but  it  would 
take  too  much  room.  Please  watch  for  the  an- 
nouncement of  my  slide  presentation  of  the  trip  in 
the  hospital's  Scanner/the  Alumni  Grasshopper  Ga- 
zette. All  hospital  personnel.  Alumni  and  friends  are 
invited  to  attend. 


she-EH  she-EH, 
Darlene  A.  Classen,  R.N. 


obituaries 


Doctor  Morgan  Allan  Durham  of  Idaho 
Springs  died  November  9, 1980  at  the  age  of  78. 

Doctor  Durham  was  bom  August  23, 1902  in 
Laredo,  'Ibxas,  and  moved  to  Colorado  when  he 
was  seven.  He  attended  East  High  School,  Den- 
ver, and  took  a BA  at  the  University  of  Denver  in 
1924. 

He  entered  the  University  of  Colorado  School 
of  Medicine  in  1924,  and  transferred  to  Rush 
Medical  College  in  Chicago  where  he  received  his 
MD  in  1929. 

He  interned  at  Colorado  General  Hospital  then 
practiced  in  Walden,  Colorado  for  ten  years  as  a 
general  practitioner.  In  1940  he  moved  his  prac- 
tice to  Idaho  Springs  where  he  practiced.  He  be- 
came a Life  Emeritus  member  of  the  Colorado 
Medical  Society  in  1972. 

He  was  a member  of  the  Clear  Creek  Valley 
Medical  Society,  the  Colorado  Medical  Society, 
and  was  a Fellow  of  the  American  Academy  of 
General  Practice.  He  is  a Past  President  of  the 
CCVMS. 

He  is  survived  by  his  widow,  Mrs.  Vera  Dur- 
ham of  Idaho  Springs. 


Doctor  Byron  Innis  Dumm  of  Denver  died 
November  9, 1980  at  the  age  of  86. 

Doctor  Dumm  was  bom  July  10,  1894  in  Co- 
lumbus, Ohio,  and  attended  schools  in  Ohio  and 
Wyoming  before  moving  to  Denver  to  attend  the 
University  of  Colorado  School  of  Medicine.  Pre- 
viously he  attended  Ohio  Wesleyan  University 
and  the  University  of  Wyoming. 

After  receiving  his  MD  from  the  University  of 
Colorado  Doctor  Dumm  served  an  internship  at 
Mercy  Hospital,  Denver,  and  later  was  on  the 
staffs  of  Mercy  Children’s  and  Presbyterian 
Hospitals. 

He  was  a vice  president  of  the  Denver  Medical 
Society,  and  was  a fellow  of  the  American  College 
of  Surgeons. 

During  World  War  I he  served  as  a second  lieu- 
tenant in  a machine  gun  battalion  from  May  1917 
to  May  1919. 

He  is  survived  by  his  widow,  Mrs.  Margaret 
Dumm,  a son.  Dr.  James  B.  Dumm,  and  a daugh- 
ter, Mrs.  Laura  Wierman,  both  of  Denver. 
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New  booklet  explains 
the  American  economic  system 

in  pictures. 


Who  says  economics  has  to  be  dull?  The 
Advertising  Council’s  new  32-page  full-color 
booklet  is  a fast-moving,  easy-to-read,  illustrated 
description  of  the  American  economic  system. 

It’s  an  ideal  way  for  companies,  schools, 
unions,  associations,  civic  groups  and  other 
organizations  to  get  across  the  basics:  Each  of 


us — as  consumer,  producer,  voter — is  the  key  to 
our  economic  system;  each  of  us  decides  what, 
how  and  for  whom  the  economy  will  produce; 
and  each  of  us  makes  the  decisions  affecting 
employment,  inflation,  growth,  regulations, 
taxes,  productivity. 


System 


CUP  COUPON 
FOR  FREE  COPY 


j George  W.  Hayden 
The  Advertising  Council 
I 825  Third  Avenue 
I New  York,  N Y 10022 

Please  send  a copy  of  You  Are  the  American  Economic  System. 


Name- 
Title 


©mci 


AND  INFORMATION  I Organization- 

ON  BULK  COPIES. 


street- 
City 


- State- 


.Zip. 


J A publksannce  message  of  This  Mogozine 
Ch  &TheAawertjsinQO3uncil&USOepoitm0rtofCofnme«a 


Signature 


205  of  Cook  Electric's  788  employees 
have  joined  the  Payroll  Savings  Plan. 


Here's  what  five  savers 
said  about  it: 


Michael  Bloze, 

Group  Leader 

“U.S.  Savings  Bonds  are  the 
most  convenient  and  safest 
way  to  save  that  gives 
a decent  return,  i’m 
saving  for  my  son’s 
education  and 
college.” 


Charlotte  Petrokus, 
Senior  Sales  Correspondent 

“I’m  saving  for  future 
retirement,  and  so  is 
my  husband.  I know 
my  money  will 
always  be  there  for 
emergencies  because 
it’s  with  the  U.S. 
government.” 


Douglas  Magno, 
Supervisor 
'Quality 
Engineering 

“I  view  U.S. 
Savings  Bonds 
as  a forced 
savings  program. 

Right  now 
for  the  short  term 
they  help  me  build 
money  for  vacations 
and  home  furnishings. 

I’m  sold  on  the 
Payroll  Savings  Plan — 
and  so  is  my  mother.” 


They’re  on  the  way 
to  security  because 

they— 


Takef^l 

, St0ck\;s 

ind^erica. 


Beulah  Rush, 
Repair  Technician 

‘It’s  an  easy  way  to  save. 
If  my  U.S.  Bonds  are  lost 
or  burned,  my  company 
and  the  government  have  records. 

I use  bonds  to  save  consistently 
toward  my  retirement.” 

§1  A Public  Service  of  this  Magazine 
ll  and  The  Advertising  Council 

1 

Director  of  Sales 
Department  of  The  Treasury 
U.S.  Savings  Bonds  Division 
Washington,  D.C.  20226 

SEND  ME  FREE  INFORMATION 

I want  to  find  out  all  about  the  Payroll  Savings  Plan 

NAME 

POSITION  

COMPANY - 


RosaOstorga, 

Assembler 


“They’re  my  best 
choice,  and  my 
best  way  to 
save  money. 

I’m  really 
pleased  with 
my  partici- 
pation in 
the  plan. 

Bonds  sure 
add  up  and 
they  help  my 
country  as  well!” 


I ADDRESS  

1 CITY  STATE  ZIP 


L 


Buy  U.S.  Savings  Bonds 
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Sleep  Hypoxemia,  25  (Hudgel,  Shucard) 

STANDARDS  OF  PRACTICE,  346,  392 
Tbmporary  TVansvenous  Cardiac  Pacing.  415  (Bartecchi) 

Threat  to  Colorado  Ophthalmologists  in  permitting  optometrists  to  administer 
drugs,  371  (Baron) 

Towards  a Norm  of  Good  Health,  182  (Mary  Davis) 

TYeatment  of  Chronic  Pain.  The,  365  (Whittington) 

Ureteral,  Colic  in  a Young  Man.  224  (Klimach,  Woodside,  Borden) 


OBITUARIES,  VOLUME  LXXVII 

Balderston,  George  Glen.  36 
Bane,  William  Mathews.  298 
Brown.  Lawrence  TVacy,  131 
Bunten,  W.  Andrew  (Wyoming)  37 
Donald,  James  H..  80 
Dumm,  Byron  Innis,  459 
Durham,  Morgan  Allen.  459 
Foster,  John  McEwen,  198 
Gloss,  Kenneth  E.,  36 
Hedrick,  John  Gordon,  226 
Hughes,  Harry  Carpenter.  36 
Longeway,  Walter  Joseph.  37 
McCloskey,  Joseph  B.,  298 
Pettigrew,  John  D.,  80 
Ripepi,  James  D..  37 
Shumsky,  Nathan  Samuel,  298 
Strenge,  Henry  B.,  318 
Tbmpel,  Carl  W..  36 
Way,  Gary  L..  198 
Weaver.  John  Louis.  80 


Colorado  Medicine  for  December,  1980 


463 


LIVING  WELL  IS 
THE  DEST  REVENGE... 

with  Mark  Cross...its  a way  of  life 
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BROADMOOR  WEST 

Colorado  Springs 
632-0522 


age  65 
years  worked  JO 

reiiremeni  benefits  0 


Many  of  the  50  million  Americans  who  are  covered  by  private  pension  plans  think  they’ll  automatically 
qualify  for  benefits  when  they  reach  retirement  age. 

They’re  wrong! 

Every  plan  has  requirements  that  must  be  met  under  the  Employee  Retirement  Income  Security  Act. 

And  the  time  to  find  out  about  those  requirements  is  now— even  if  retirement  is  30  years  down  the  road. 
There’s  a lot  more  to  think  about  too.  Does  your  plan  permit  early  retirement?  How  much  will  your 
plan  pay  you?  Will  you  receive  a monthly  payment  or  a lump  sum? 

The  U.S.  Department  of  Labor  has  a free  booklet  that  will  help  you  answer  these  questions  and  a lot 
more.  Send  for  it  today. 


Write:  Pensions,  Consumer  Information  Center 
Pueblo,  Colorado  81009 


U.S.  Department  of  Labor 
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